
	Application due by May 31st 2010

Please fill out completely and send to PO Box 2237, Cleveland GA 30528.
Camper Information
Campers Name: _______________________________________________________
Address:_____________________________________________________________
City, State, Zip________________________________________________________

Age while at Camp:______	Grade during 10-11 School Year_____

Birthday ___/___/___		Gender M  F

Parent/Guardian Information
Name:_______________________________________________________________
Address:_____________________________________________________________
City, State, Zip________________________________________________________
Phone (Work)_______________  (Home)________________ (Cell)______________
Email: ____________________________________________


	Parent/Guardian Authorizations: 

This health history is correct and complete according to all prior knowledge. The camper described in the Camp Application and Medical Information has permission to engage in all camp activities except as stated in the restrictions section of this application. In the event that I or the emergency contact person cannot be reached in an emergency, I give permission to the physician that the camp selects to administer treatment, including hospitalization for the person stated below. I herby give permission to Creation Encounters Camp to provide basic health care, administer prescribed medication, and seek emergency medical treatment.

Camper Name _________________________________________________________________
Signature of Parent/Guardian _____________________________________________________
Printed Name_______________________________________ Date____/____/____





	I understand and agree to follow any restrictions placed on my participation in activities while at Creation Encounters Camp due to restrictions stated on the Medical form.

Signature of minor camper ________________________ Date ____/____/____




Camper Medical Information

This information must be filled out by a parent or guardian. The intent of this information is to provide Creation Encounters Camp with the background to provide appropriate care. Keep a copy of this form for your personal records. Any changed to this information should be given to the camp prior to arrival in camp. Please provide complete information so that the camp is aware of your camper’s individual needs. 

Emergency Contact (Other than Parent)
Name:_______________________________________________________________
Relationship to Camper _________________________________________________
Address:_____________________________________________________________
City, State, Zip________________________________________________________
Phone (Work)_______________  (Home)________________ (Cell)______________

Insurance 
Is the camper covered by family medical insurance?  Yes  No
Please indicate Carrier or Plan Name ___________________Group # _____________
Photocopy of Front and Back of Insurance card must be attached to this form

Health History
Allergies 
	List all known
	Describe reaction and treatment

	Medication Allergies
________________________________
________________________________
________________________________
________________________________
________________________________
	
________________________________
________________________________
________________________________
________________________________
________________________________

	Food Allergies
________________________________
________________________________
________________________________
________________________________
________________________________
	
________________________________
________________________________
________________________________
________________________________
________________________________

	Other (Insect stings, asthma, hay fever)
________________________________
________________________________
________________________________
________________________________
________________________________
	
________________________________
________________________________
________________________________
________________________________
________________________________





Medication Being Taken
Please list all medications (including over-the-counter or nonprescription drugs) taken routinely. Bring enough medication to last the entire time at camp. Keep it in the original packaging/bottle.

	 This person takes NO medication on a regular basis. 




	 This person takes medications as follows:

    Med. 1 __________________________ Dosage_________ Specific Time__________
    Reason for Taking ______________________________________________________

    Med. 2 __________________________ Dosage_________ Specific Time__________
    Reason for Taking ______________________________________________________

    Med. 3 __________________________ Dosage_________ Specific Time__________
    Reason for Taking ______________________________________________________

Attach additional pages if needed for more medications.




Restrictions
Please list any dietary restriction:
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any restrictions to activity (What cannot be done or what limitations are necessary)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

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

Name of family physician__________________________________ Phone _________________
Address_______________________________________________________________________

Name of family dentist ____________________________________Phone__________________
Address_______________________________________________________________________
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