Camp La Verne
2012 Family and Friends Camp

O O

May 19th - 20th

Kathy Doramus & Muir Davis

Directors

Fees: $50.00/person, $200.00 per family maximum

Children under 5 are free

Camp Sign-In 10:00a.m. Saturday
Camp Ends 11:00a.m. Sunday

Number of Campers

Campers under 5

Camper/Family Name

Address

City

State Zip + 4

Home Phone

Cell Phone

Email Address

Amount Enclosed:

Home Church (if applicable)

Please write & send checks to:

Special Needs (Health, food etc)

A WARM SLEEPING BAG

Pillow

Shoes or hiking boots

4-5 pair of socks

Shorts, Jeans and Jacket

Swimsuit

Camp La Verne. Inc.
P.O. Box 355
La Verne, CA 91750-0355

What to Bring!

e Toothbrush & paste
« Flashlight

e Insect repellant

o Afavorite game

o A favorite story

Soap, Towel & Washcloth

Name and age of family members participating:

Important Contact Information

Linda Costello, Manager (909) 524-8581
Pete Harrington, Manager (909) 524-8438
Paul Wilkinson, Registrar (909) 392-4079
Camp La Verne (On-Site) (909) 794-2931
Or visit www.camplaverne.org



State health regulations require all participants complete a health form regardless of age or if parent /guardian is present.
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Health History and Medical Consent Form

Camp Attending: Dates Attending:

Campers Mame:

Address: Citty: State:
DateofBirth: _ / f  ApeatCamp: _ Sex [drcle one): M fF Height: Wit:

Insurance Provider: Policy #:

Family Physician: - Phone &:

Date of Last Tetanus Shot: ! f

Please [ist any conditions [allergies, headoches, heart, respiratory, sinus behovioral, etc. ], or imitations that may affedct the
comper's particpation in comp aotivities.

Plegse [ist any medicotions the comper will be toking while ot camp.

Medicne: Dosage: Time of Day:
Medicne: Dosage: Time of Day:
Medicna: Dosage: Time of Day:

Consent for Non-prescription Medicotion: During the above listed dates, | give my permission for my child to receive the following
ower the counter medications form the assigned medical staff worker. [Please Circle)

Kaopedtate YES NO Pepto-Bismol YES NOD
Caladryl YES NO Milk of Magnesia YES NO
Tylenol YES MO Chloraseptic Spray YES NO
Bdwil YES NO Cepacol YES NOD
Benadnyl YES NO alka sehzer/Rolaids YES NO

In case of emergency notify:

Name: Relationship:

Home Phone: Work Phone:

Person to be notified if above cannot be reached:

Name: Relationship:

Home Phone: Work Phone:

Consent and for medical treatment:

| hereby give permission to the medical personnel selected by Camp La Verne to provide routine health care; to administer
medications; to order ¥-rays, routine tests, treatment; to release any records necessany for insurance purposes; and to provide or
arrange necessany related transportation for mefor my child. in the event | cannot be reached in a3 emergency, | hereby give
permission to the physician selected by Camp La Verne to secure and administer treatment, induding hospitalization, for the child
named abowe. This form may be photocopied for trips out of camip.

Signature: Date: ! !
Parent or legal puardian if camper is under 18 years of age.




