CAMPER REGISTRATION FORM
Name of Group or Church _________________________________________________________________________________________________________
Date of Camp/Session attending________\_______\_______to_______\_______\_______                       Male_______            Female_______
Camper Name_________________________________________________________________________Birth Date______/______/________Age ________
Address____________________________________________________________City ___________________________________State _______Zip _________
Parent/Guardian information:
Father’s/Guardian’s Name ______________________________________Home #________________________Cell # ___________________________
Home Address (if different from above) ___________________________________________________________________________________________
Place of Employment__________________________________________________________________________ Work #  ____________________________
Employment Address _______________________________________________________________City ________________State ______Zip ___________
Mother’s/Guardian’s Name _____________________________________ Home # _______________________Cell # ___________________________
Home Address (if different from above) ___________________________________________________________________________________________

Place of Employment__________________________________________________________________________ Work #_______ ______________________
Employment Address _______________________________________________________________City ________________State ______Zip ___________
Camper lives with          Both parents               Mother only               Father only       Other_______________________________________

Individuals authorized to pick up camper (if applicable) 
Name ____________________________________________________________________________________Cell #_______________________________________
Address _____________________________________________________City _________________________________State ____________ Zip_____________
Individuals NOT authorized to pick up camper (for any reason)
Names _______________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________
HEALTH HISTORY 
NOTICE: FOR ANY CAMP/SESSION OVER 72 HOURS  A statement is required to be attached to this form confirming a health screening or physical signed by a physician or nurse practitioner performed in the LAST 24 MONTHS PRIOR TO camp/session date (useable Health/Physical Form attached)Can be equivalent to or copy of sports or school physical.
List Special Dietary Needs: 

________________________________________________________________________________________________________________________________________
List any limits to activities or list any activities you do not wish your child to participate in:
 _______________________________________________________________________________________________________________________________________
Any allergies:   Yes    or    No             
If yes, please identify allergy type?             Seasonal              Insects                Medication      
Food     
Other
List allergies and describe reaction:_________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________
List all communicable diseases that you have been in contact with in the last 2 weeks. (i.e.  Common cold, pink eye, strep throat, flu, covid,…none) ____________________________________________________________________________________________________________
Please check any conditions leader should be aware of 


ALL MEDICATIONS, PRESCRIBED, OVER THE COUNTER (OTC), AND VITAMIN SUPPLEMENTS MUST BE TURNED INTO YOUR GROUP LEADER  IN ORIGINAL CONTAINER UPON ARRIVAL AT CAMP!
Guidelines for Medications to be administered at camp: Your group leader will administer medication prescribed by a licensed health care provider. It is the parent/guardian’s responsibility to furnish the medication and detailed instructions to the group leader. If you are bringing prescription medication or OTC/Vitamin medication to be dispensed on a daily or regular basis please print the MEDICATION FORM attached and make sure this form is completed accurately and has been signed by the parent/guardian. The group leader cannot dispense any medication daily if this form has not been turned in.
All medications must be kept in the original container that identifies your name, pharmacy, prescribing physician, name of the medication, dosage, and frequency of use.  
OTC medications can be used to manage common illnesses or injuries as needed. These medications are dispensed only by your group leader and at their discretion. Please check the following OTC Meds allowed to receive:

Epi-Pen Requirement?  Yes    No    If yes a non-expired Epi-Pen will be required at check-in, and usage details should be included on your ‘Medication Form’ (attached) and signed by your prescribing Physician.
Please provide details about child’s anaphylaxis, and description of  reaction:____________________________________________
_________________________________________________________________________________________________________________________________________________
In the event of an emergency : Medical services will always default to nearest hospital depending on the severity of  the emergency.
Hospital of Choice (if possible to be taken here)_____________________________________________________________________________
Family Physician______________________________________________________________________Phone #_________________________________
Address______________________________________________________City______________________________________State______Zip__________
Emergency Contact Information:(In the event that the parent/guardian cannot be reached)
Name




____________
_____Relationship
_______________Phone #___________________
Address_____________________________________________City_________________________________________State______Zip________________
Name




____________
_____Relationship
_______________Phone #___________________
Address_____________________________________________City_________________________________________State______Zip________________

INSURANCE INFORMATION
Please provide information concerning any insurance benefits for which your child is eligible:
Insurance Carrier___________________________________________________________Policy #___________________________________________
AUTHORIZATION FOR EMERGENCY MEDICAL CARE 

I hereby give permission to my child’s group leader or Ponderosa’s staff to call a doctor or emergency medical service and for the doctor, hospital, or medical service to provide emergency medical or surgical care for my child  should an emergency arise. It is understood that the group leader and Ponderosa will make a conscientious effort to locate the emergency contacts listed on the registration form when any action is taken.  
I will accept the expense of emergency medical or surgical treatment. 
PRINT: Parent/Guardian Name:______________________________________________________________________________________________

Parent/Guardian Signature:___________________________________________________________________________________________________
Date________________________________________________                [image: image1.png]



Asthma


Headaches


Sleepwalking


Frequent Ear Infections


Menstrual Cramps











Tuberculosis


Surgeries/Dates_________________


_________________________________________


Follow up care needed at camp


_________________________________________


Other


_________________________________________














Diabetes


Bedwetting


ADHD


Mumps


Nosebleeds














Frequent Colds


Chicken Pox


Measles


Heart Trouble


Health concerns at altitudes 7000 ‘




















Hydrocortisone/Cortaid


 (anti- itch cream)


NO OTC MEDS


Other_________________________





Midol (Cramp Medication)


Imodium


Pepto Bismol


Saline Eye Wash

















Dimatapp (Cold & Cough)


Cough Syrup (Robitussin DM)


Sudafed


Antacids (Mylanta) 




















Acetaminophen (Tylenol)


Ibuprofen (Advil)


Allergy Medication�(Benadryl, Diphenhydramine)


Antibiotic Cream


















