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Summer Camp Registration                  
	Student’s Name
	
	Birth Date
	
	Grade
	


	Address
	
	City
	
	Zip
	


	Father’s Name
	
	Home Phone
	
	Cell Phone
	


	Employer
	
	Work Phone
	


	Mother’s Name
	
	Home Phone
	
	Cell Phone
	


	Employer
	
	Work Phone
	


	Student Lives With
	


	Previous School
	

	Summer Camp Attendance: Please indicate which weeks your child will be attending camp.


	⁯June 2 - 6
      (WEEK 1-Jumping into Summer) 
	⁯June 9 -13  
     (WEEK 2-It’s a Jungle Out There)                  
	⁯June 16- 20 
     (WEEK 3-Our Feathery Friends)

	⁯June 23 -27
     (WEEK 4-Wet,Wild & Wacky Sports)
	⁯June 29 – July 3 

   (WEEK 5- Stars & Stripes Forever)
	⁯July 6 - 10
     (WEEK 6-Backyard Adventure)

	⁯July 13-17
     (WEEK 7-Under the Big Top)
	⁯July 20 - 24 

     (WEEK 8-Down the Sea)
	⁯ July  27 - 31
     (WEEK 9-Eyeballs & Goo –                                                         

                  (all that’s inside you !)

	__Aug 3- 7 
       (WEEK 10 - End of Summer Mystery )
	
	


(
	Emergency Contacts and Parental Consent:

In consideration of Alpine Academy of Rockford, permitting my child to participate in all activities relating to school, I assume responsibility for my child’s participation and agree that Alpine Academy of Rockford will not be held liable for any claims or demands of any nature whatsoever which may arise by or be in connection with my child. I further certify that I, the parent or guardian, consent to the performance of emergency treatment as deemed necessary by school personnel or physicians as a result of injury while participating in school activities. I understand that every attempt will be made to contact me prior to such treatment, but in the event that no contact is possible, I authorize the school to act on my behalf. I further agree that if the physician and hospital of my choice is not available in an emergency, the school has my permission to send my child to the nearest available hospital. 



	Parent/Guardian Signature
	


	Physician of Choice:
	
	Hospital of Choice:
	


	Two adults who will assume responsibility for the child if the parents/guardian cannot be reached:


	1. Name
	
	Phone #1
	
	Phone #2
	


	2. Name
	
	Phone #1
	
	Phone #2
	


OVER
Student’s Health History

	Student’s Name
	


	Allergies
	⁯Yes      ⁯No  
	Please list
	


	
	
	Emergency Medication
	


	Asthma
	⁯Yes      ⁯No  
	Triggered by
	


	
	
	Emergency Medication
	


	Epilepsy/Seizures
	⁯Yes      ⁯No  
	Describe seizures
	


	Any physical restrictions?
	


Eyes:  
⁯ Glasses  
⁯ Contacts  

Ears:  
⁯Frequent Infections      
⁯Tubes 
⁯ADD/ADHD  
⁯Headaches 
 ⁯Diabetes       ⁯ Stomachaches

⁯Nose Bleeds           



  
	Daily medications given at home or school
	


	List any other health concerns
	


*Please talk to the nurse if your child has any health issues that may arise at camp.*
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