C.O. MOLLENHOUR CONSERVATION CAMP   
Camper Registration and Medical Release Form

	Camper's Name (First & Last):
	Boy's Camp
	Girl's Camp
	Current Date:

	
	
	
	

	Street Address:
	Shirt Size (Circle One)
	Age at start of Camp:
	Birth date:

	
	ADULT—S  M  L  XL

CHILD—S  M  L
	
	 /        /

	City:
	State: 
	Zip Code:
	Home Phone Number:

	
	
	
	

	Parent's or Guardian’s Place of Employment:
	City:
	Phone Number:
	Hours:

	
	
	
	

	Parent's or Guardian’s Place of Employment:
	City:
	Phone Number:
	Hours:

	
	
	
	

	Emergency Contact Name (Other than Parent):
	Home Phone:
	Work Phone:
	Relationship to Camper:

	
	
	
	

	Emergency Contact Name (Other than Parent):
	Home Phone:
	Work Phone:
	Relationship to Camper:

	
	
	
	


I have read and fully understand the rules of the C.O. Mollenhour Conservation Camp.  I promise to abide by them or I will be asked to leave.

Signature of Camper: _________________________________
Signature of Parent or Guardian: _________________________________

Payment Amount $ ____________________

CHECK OR MONEY ORDER ONLY – PLEASE DO NOT MAIL CASH PAYMENTS
NOTE:  Payment or letter of sponsorship must accompany this registration form

──────────────────────────────────────────────────────────────────────────────
Delegation of Authority to Consent to Health Care
Authorization by parent/guardian for another to consent to hospitalization, surgery or special medical procedures for minor child 

during absence of parent/guardian.

I (We) the parent(s) or legal guardian(s) of ___________________________do hereby appoint the camp director of C.O. Mollenhour Conservation Camp and/or his/her designee as the person who, during my/our absence shall be authorized to consent for all medical and/or surgical treatment and/or special procedures (including by way of illustration and not limitation, administration of anesthesia, blood transfusions, diagnostic tests, etc.) which may be required during my/our absence. Without in any manner of limiting the forgoing appointment and authorization, if circumstances permit, I/we would like to have our doctor consulted in connection with such medical and/or surgical treatment and/or special procedures.

──────────────────────────────────────────────────────────────────────────────
(Name, Phone, and/or Address of Physician)

List camper’s allergies and current medications, if any.___________________________________________________________________

Any medical facility, it’s officers and personnel and any physician providing medical or surgical services to the child named above may rely upon the consent and executed by the above named appointee with the same force and effect as if personally executed by me/us.  The consent and authorization shall include and extend to all matters for which consent or authorization is required under the policies of the treating medical facility.  In consideration of the service which are rendered to the child named above, pursuant hereto, we agree to pay for all such services.  This authorization shall be effective until the parent(s) or legal guardian(s) pick up the child at the end of camp.

──────────────────────────────────────────────────────────────────────────────
Parents’ or Legal Guardians’ Signature(s)







Date

Parents’ or Legal Guardians’ Printed Name(s)






Date

Signature of Adult Witness








Date

In the event that only one parent executes this form, please state below the reason why the signature of the other parent cannot be obtained.

_______________________________________________________________________________________________________________
If the child is under guardianship, the guardian should execute this authorization. (Parents, Guardians, consult your attorney for assistance and questions of law.) 

_______________________________________________________________________________________________________________

