
Camp Children’s Corner Health Form
Camper’s Name:____________________ Age:______ DOB:_________

Parent Name:_____________________ Phone:____________________

Email: _____________________________________________________

Address: ___________________________________________________

Family Physician: ______________________ Phone: ________________

Insurance Carrier: ______________________ Policy #: _______________

Policy Holder Name: ___________________________________________

Does Your Child Have: Yes No Does Your Child Have: Yes No

Allergies: Medications?

Infections/Diseases? Limited physical, social
or cognitive skills?

Dietary Limitations?

If you answered Yes to any of the above questions, please explain. We’d
like any info that would help us give your child a better camp experience.

____________________________________________________________

____________________________________________________________



This form is valid from June 1, 2024 to August 1st, 2024. If there are any
changes to this information, please contact us.

Emergency Contacts:

Name: _________________________ Phone: ____________________

Name: _________________________ Phone: _____________________

AUTHORIZED PICKUP

Please list any people other than legal guardians who are allowed to pick up your child from
Children’s Corner. Anyone NOT on this list will not be allowed to pick up your child.

Name: ____________________________________________

Name: ____________________________________________

WAIVER I understand this waiver is valid from June 1, 2024 - August 1, 2024. I understand that
my child might be photographed or videotaped during his/her participation in camp activities and
consent to reproduction of such photos or videos electronically, in print, and in social media for
advertising and publicity purposes. The undersigned is the parent or legal guardian of the
program participant. The undersigned hereby states that s/he understands the activities that will
take place in the program and that the program participant is physically and mentally able to
participate in this program. The undersigned recognize, as with any activity, there is risk of
injury. In the event that the program participant sustains an injury in the course of the program
and CCCNS is unable to contact the appropriate person(s) to obtain consent for treatment,
Children’s Corner is authorized to take reasonable steps to obtain appropriate medical
treatment. The program participant and/or his/her parent or legal guardian shall be responsible
for the cost of such treatment. The undersigned now releases Children’s Corner and its
employees from any claims including, but not limited to, personal injuries or damage to property
caused by and have any relation to this activity. It is understood that the release applies to any
present or future injuries and that it binds the undersigned, undersigned’s spouse, heirs,
executors, and administrators. I have read this release and understand all of its terms. I agree
with its terms and sign it voluntarily.

Signature of legal guardian: ___________________________________

Date: ______________


