


You must submit this form (one form per child) prior to check-in at Camp 
This form needs to be completely filled out. If you have any questions, or if you think that your child has needs that 
we should be aware of prior to the beginning of camp, please contact the Camp Director, Ashley Myers by e-mailing 
youthministry@visitgrace.org.

Camper Information: 
Last Name: [ First: IM.I.: [ Birth Date: 
Home Address: I City: I St. I Zip:
Male: [ Female: I 

Camper's Mother's Name: Work Phone#: 
Home Phone#: Cell Phone#: 
Camper's Father's Name: Work Phone#: 
Home Phone#: Cell Phone#: 
Emergency Contact Name: Relationship: 
Home Phone#: Work Phone#: 

Insurance Information: Is participant covered by family medical/ hospital insurance? I YES I NO

If Yes, Carrier name or plan name: I Group#: J ID#: 
Phone number for hospital pre-authorization, if required: 

This health history is complete and accurate as far as I know, I hereby give my permission for the above named 
camper to attend Grace Summer Camp from July 9th-14th, 2019 and to participate in all camp activities except as 
noted on this form. I hereby give permission to the camp to provide routine health care, administer prescribed 
medications, and seek emergency medical treatment including ordering x-rays or routine tests. I agree to the release 
of any records necessary for insurance purposes. I give permission to the camp to arrange necessary related 
transportation for my child. In the event I cannot be reached in an emergency, I hereby give permission to the 
physician selected by the camp to secure and administer treatment including hospitalization, for the camper. 

In consideration of the privilege to participate extended to me by Grace Lutheran Church, I do hereby, for myself, 
my heirs, executor and or administrator, remise, release, indemnify and hold harmless Grace Lutheran Church and all 
of its officers, agents, employees, and volunteers, acting officially or otherwise, from any and all actions, causes of 
action, or claims of any injury, damage, loss or death which may occur from any cause including, but not limited to 
any accident while participating individually or with others in Grace Summer Camp. 

I hereby give my permission for my child's picture/likeness to be used in advertising and promotional materials 
including but not limited to brochures, flyers, and our website. The following person/people are authorized to pick up 
the child listed on this form at the end of camp. I understand that the child will not be released to anyone but 
this/these authorized person/people: 

_______________ or: ____ _ _ _ _ ______ _ 

Signature of Parent or Guardian: 

Please complete both sides of this form 
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