SHIPPENSBURG UNIVERSITY
YOUTH CAMPS HEALTH INFORMATION AND RELEASE FORM
PLEASE PRINT – PRESS HARD.  THIS DOES NOT REQUIRE AN EXAMINATION BY A PHYSICIAN.  TO BE RETURNED AT CAMP CHECK-IN.
Camper’s Name ___________________________________________________________________ Age


Name of Camp Attending ​​​​________________________________________________ Date of Camp


Parent/Guardian Names


Address 


Home Phone Number (___)____________Work Phone Number (___)____________________ Cell Phone # (___)


History of Past Injuries 


History of Serious Illnesses 


Recent Operations ________________________________________Allergies of Any Kind


Please list any prescription or over the counter medications your child is bringing to camp:


Date of Last Tetanus Immunization 


PERMISSION TO PHOTOGRAPH
I hereby give permission for the above registered camper to be photographed during participation in the Shippensburg University Summer Camp programs. I understand the photos may be used by Shippensburg University to promote the program in future years. No participant photographed will be identified by name.
INSURANCE

Shippensburg University has a limited accident insurance plan which covers all campers; however, we recommend that you use your personal insurance when possible.

Do you have personal insurance coverage?                   (  Yes                    (  No

In the event of injury:     (  I want to use our personal insurance company.        (  I want to use the University’s insurance coverage.

If you choose to use your insurance company, please complete the following:

Insurance Company


Address


Group Name _______________________________ Group # ______________________________ Policy # 


I hereby grant permission to the physicians of Shippensburg University, or their authorized representatives, to furnish such medical care as my son or daughter may require, including examinations, treatment, immunization and so forth.  This permission is conditioned upon the understanding that in the event of serious illness or the need for hospitalization and/or surgery, the physicians will use all reasonable efforts to contact me.  Failure in such efforts, however, should not prevent the physician from providing such emergency treatment as may be necessary for the best interest of the life of my son or daughter.

[image: image1.wmf]________________________________________________    


                                Signature of Parent or Guardian                                                                                                                 Date

INFORMED CONSENT RELEASE & EXPRESS ASSUMPTION OF RISK

I, ____________________________, parent or guardian of _________________________, a minor, desire for his/her participation in

           (name of parent or guardian)                                                       (name of child)

the above mentioned camp at Shippensburg University.  In consideration of such admission, I do hereby agree to release, discharge, and hold harmless Shippensburg University, its officers, agents, and employees of and from all causes, liabilities, damages, claims, or demands whatsoever on account of any injury or accident involving the said minor arising out of the minor’s attendance at the youth camp or in the course of competition and/or activities held in connection with the camp.
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_______________________________________________________     


(Parent or guardian’s signature)                                                                                 (Witness or other parent’s signature)

NOTE:  This authorization must be signed by a parent or guardian if applicant is under 18 years of age. 
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