
      
 

 � Youth Winter Camp Camp Dates: _____________________
� Kids Summer Camp Camp Dates: _____________________
� Youth Summer Camp Camp Dates: _____________________
Note to Parent/Guardian: The Foursquare Church wants your child’s experience at this event to be a safe and healthy one. However, 
in the event of accident or illness, it is important that we have your child’s current and past medical history and medical insurance 

Name of Church: ______________________________________ City: ________________________________

Student’s Name: ______________________________ Birthdate: ______________ Gender: � Male   � Female

Grade: ___________ T-Shirt Size*: � Youth S � Youth M � Youth L  � Small � Medium � Large � XL � 2XL 
*Youth t-shirt sizes are only available for kids summer camp. All other t-shirt sizes available are adult sizes.

Parent/Legal Guardian Name: __________________________________ Email: _________________________

Home Address: _____________________________________________ Cell Phone: _____________________

Work Address: ______________________________________________ Work Phone: ___________________

ACCIDENT COVERAGE:

I understand that my personal insurance will be primary coverage for any accidents and that Foursquare’s 
Insurance, which only covers medical expenses, is secondary up to a maximum of $50,000 and does not 

My Insurance Provider: _________________________________ Policy Number: ____________________

Insurance Company Address/Web Address: ____________________________________________________

�
    medical insurance was in place.

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________
Family Physician or Medical Group: ___________________________________ Phone: _______________________________________

ALLERGIES AND DIETARY RESTRICTIONS (List any food, drug, plant, insect or other allergies):

_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

illness or medical condition

consciousness



       
 

 

 

 

I will fully cooperate with the staff, rules and program established for the camp.

Student’s Signature: ______________________________________________       Date: _______________

IMMUNIZATIONS
� The student has NOT been immunized for:
 � medical  � personal  � religious reasons OR

��

HEALTH HISTORY

present) by the student: 

��DTap (Diptheria, Tetanus & Pertussis) Date: ____________
��TD (Tetanus & Diptheria   Date: ____________
��MMR (Measles, Mumps & Rubella)  Date: ____________
��Polio (OPV or IPV)   Date: ____________
��
��Varicella (Chicken Pox)   Date: ____________
��HiB (Haemophilius Influenza B)  Date: ____________
��Other: _________________________ Date: ____________

��Asthma   ��Chicken Pox ____________
�� ��Measles ______________
��Convusions in the last 60 days ��German Measles _______
��Diabetes   ��Mumps _______________
��Epilepsy   ��
�� ��
��Heart Defect/Disease  ��
��Hypertension   ��Mononucleosis _________
��Sickle Cell

Is there a court order in place that lists certain persons who are not authorized to pick up your student? � Yes � No
 If yes, the following people are NOT allowed to pick up my student: ________________________________________
 If yes, the following people ARE allowed to pick up my student: ____________________________________________

Signature of parent/guardian: ____________________________________________________       Date: __________________

given in advance of any specific diagnosis or treatment being required, and is given to encourage those persons who have temporary custody of my child, and 

Signature of parent/guardian: ____________________________________________________ Date: ___________________

assume any responsibility or liability for the payment of such hospital, doctor, ambulance, dental or other medical fees which may be incurred. The completed 

Signature of parent/guardian: ____________________________________________________ Date: ___________________

Acknowledgement of Inherent Risk/ Waiver and Release

injury, including death or illness, and loss of personal property while at this event or during Foursquare Church sponsored travel to and from this event. This

Photo Release. I hereby grant permission to The Foursquare Church the right to use, reproduce, and/or distribute photographs, films, videotapes, and sound

Signature of parent/guardian: ____________________________________________________ Date: ___________________
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