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Medical Record of

camp Victory Please check WhICI‘; Wth%k of camp: o
. . June 4-9, Gr. 3"-6 July 2-7, Gr. 3"-6
Registration 2012 | — > Y R
Mai ____June11-16,Gr. 4"-7 _July 9-14,Gr. 47-7
ail to:
363 Victory Circle ___June 18-23, Gr. 6™-9" ___July 16-21, Gr. 3"-6"
Samson, AL 36477 ~June 25-30, Gr. 9"-12" ~ July 23-28, Gr. 5"-8"
Camper Information:
First Name Last Name Girl __ Boy_
(or name camper goes by)
Mailing Address Home Phone: ( )
City State ZipCode
BirthDate _ /__ /__ Age School Fall 2012 School Grade

Parent’s Email

Email address will be used to confirm registration. Please print legibly!

Roommate Preference (1) (2)

Parent/Guardian Information:

Dad’'s Name Work # Cell #
Address (if different from camper)
Mom’s Name Work # Cell #

Address (if different from camper)

Emergency Contact (if parent/guardian is not available):

Name Relationship
Address Phone

City State Zip Code
Insurance Information:

Is the camper covered by Medicaid?  No Yes __ Contract#

Is the camper covered by family medical/hospital insurance  No Yes

If yes, indicate carrier/plan name Contract #

If a doctor/emergency room visit is necessary, we will file on your insurance first.
Camp Victory carries a secondary insurance policy on all campers while at camp.

Medical Information
Has or Had: Seizures
Diabetes Frequent headaches

Skin problems
Sleepwalking
Bedwetting

Ever passed out or been dizzy during/after exercise
If female: an abnormal menstrual history
Orthodontic appliance brought to camp

Emotional difficulties that required professional help

Asthma Frequent ear infections

Scarlet Fever Back or joint problems

Measles High blood pressure

Rubella Heart murmur or chest pains
Chicken pox Eating disorder

Mumps Diarrhea/constipation

Hepatitis Chronic or recurring illness/condition

Comments on above:

Use this space to provide any additional information about the camper’s behavior and physical,
emotional, or mental health about which the camp should be aware.

Registration will not be accepted unless medical information and signatures are completed on back.
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Medications

Please list ALL medications (including over-the-counter or non-prescription drugs) taken routinely. Bring
enough medication to last the entire time at camp. Keep it in the original packaging/bottle that identifies
the prescribing physician (if a prescription drug), the name of the medication, the dosage, and the
frequency of administration.

This person takes NO medications on a routine basis.
This person takes medications as follows:

Med #1 Dosage Specific times taken each day

Reason for taking

Med #2 Dosage Specific times taken each day

Reason for taking

Med #3 Dosage Specific times taken each day

Reason for taking

Identify any medications taken during the school year that camper does/may not take during the summer:

The following is alist of over-the-counter medications available at Camp Victory to treat
temporary discomforts that may occur. Please circle any medications you do NOT want given to
your child during his/her stay at camp.

Tylenol Benadryl Ibuprofen Anti-diarrheal Tums Cough Syrup/Sudafed

Date of last tetanus booster:

(month) (year)

Allergies: (medication, food, bee stings, hay fever, etc)
Describe reaction and care

Restrictions: Please list any restrictions to camp activities (example: swimming, horseback riding, low
ropes challenge course, climbing wall, etc.)

Name of family physician Phone

Parent/Guardian Authorizations: This health history is correct and complete as far as | know, and the person herein described
has permission to engage in all camp activities except as noted. | understand that neither the camp nor the insurance company will be
responsible for medical treatment or liability resulting from physical conditions existing prior to my child’s coming to camp. | hereby give
permission to the first aid personnel selected by the camp director to provide routine health care, administer prescribed medications, and
seek emergency medical treatment including ordering x-rays or routine tests. | agree to the release of any records necessary for treatment,
referral, billing, or insurance purposes. | give permission to the camp to arrange necessary related transportation for my child. In the event |
cannot be reached in an emergency, | hereby give permission to the physician selected by the camp to secure and administer treatment,
including hospitalization, for the person named above.

As a parent/guardian of a camper at Camp Victory, | recognize and acknowledge that there are certain risks of physical injury, and | agree to
assume the full risk of any injuries, damages, or loss which | or my camper may sustain as a result of participating in any and all activities
connected or associated with Camp Victory. | further agree to indemnify, hold harmless, and defend Camp Victory, its board members,
executive officers, staff, and employees from any and all claims for injuries, damages, or loss sustained by me or my camper arising out of,
connected with, or in any way associated with Camp Victory. | give permission for the camp to use any photographs, video/audio recordings
of my child for promotional purposes.

Signature of Parent/Guardian Date

Camper Agreement: | have read the camp information and | agree to cooperate in all areas of the camp program.

Signature of camper Date




