	2006 WCSP Camp Application and Health Form


Please Duplicate this form as needed, or go to TolbertSports.com and print application, fill out and mail. 

REGISTER NOW, ENROLLMENT IS LIMITED! PLEASE SEND BACK BY JUNE 16, 2006.

□ June 25-29
Cost: $ 585.00




Make checks payable to: WCSP Camp



(Includes
overnight lodging and 




meals) 





Mail application with Full Payment to:
□ July 2-6

Cost: $ 585.00





WCSP Camp c/o Dan Tolbert



(Includes
overnight lodging and



P.O. Box 302



meals) 






State College, PA 16801
Note: Must be ages 12-18 








          and entering 7th grade
          or higher.







Full payment must accompany Application to secure









registration. SPACE limited to first 120 paid applicants









per date.

Please print clearly









Name/Address/Phone of Family Physician:
Name:









Address:


City/State/Zip:


PARENT/GUARDIAN AUTHORIZATION:
Home phone:










This Health History (on the reverse side of this form) is correct and 
E-mail:







complete as far as I know, and the person herein described has permission
(for confirmation)






to engage in all camp activities except as noted.









I hereby give permission to the certified athletic trainer to provide 
Team or Group (if applicable)





routine health care, administer prescribed medications and seek emergency 
(please mail in groups together)




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 transportation
Team contact #:






for my child. In the event I cannot be reached in an emergency, I hereby
Note: Group discount only applicable if 8 or more 



give permission to the physician selected by the camp to secure and
come from the group.
administer treatment, including hospitalization, for the person named above.









I agree to assure full responsibility for any damages to property
Age:
      Date of Birth:
             Year of Graduation:


and person as a result of my child’s actions while at camp. I further agree to
 






reimburse the host facility for damages. I hereby wave and release WCSP
T-shirt Size: □ S
□ M
□ L
□ XL



Camp and host facility from any and all liability for any injuries occurred by








my child while attending camp.
In case of emergency contact:






Emergency phone:






PRINT NAME:

2nd emergency phone:















SIGNATURE:
Insurance Co:







Policy#:







DATE:

Name of insured:

I.D.#:


Relationship:
Is Pre-Approval required?

Phone# for Pre-Approval:
Please complete Health History on reverse side.
	Health History


PLEASE PRINT CLEARLY
IMPORTANT: 
Please notify the camp if this camper is exposed


OPARATIONS OR SERIOUS INJURIES (List condition and dates)


to any communicable disease during the three 



weeks prior (including skin disorders such



as Ringworm, etc.)




MUST BE COMPLETED



IMMUNIZATION HISTORY




CHORONIC/RECURRING ILLNESS, or SERIOUS ILLNESS in 




Month/Year are required


last 6 months


DTP series



TD (Tetanus/Diphtheria)



TETANUS



POLIO



MMR






***All surgeries, serious illness require a physician clearance 


TUBERCULIN TEST




before attending camp.


HAEMOPHILUS INFLUENZA B



HEPATITIS B      1          2           3    


VARICELLA





All medications must be in original packaging bottle, with original 


BOOSTER





label.









MEDCATIONS TO BE TAKEN:

RESTRICTIONS/LIMITATIONS WHILE AT CAMP (Be specific)









MED#1

Dosage

Time taken










MED#2

Dosage

Time taken





Please provide any additional information about the 


Reason for taking:

Participant’s health which we should be aware of:










PLEASE NOTE: 
We are unable to administer any over-the-









counter medications i.e. Tylenol, Advil. If you feel there may be









a need for these, please bring your own.

HEALTH HISTORY (Check All That Apply)



IMPORTANT: Campers with the following conditions must provide
□ Asthma

Allergies:




written physician’s clearance before attending camp. Please return 
□ Ear infections
□ Bee Stings



an official letter of physician’s clearance for each item checked.
□ Migraines

□ Food





□ Fracture in last 6 months
□ Convulsions

□ Penicillin




□ Surgery in last year
□ Diabetes

□ Other Drugs




□ Heart Condition (including heart murmurs)
□ Heart Murmur






□ Spinal Injury
□ Other:





□ Seizure Disorder

If allergic to bees, bring an Epi-pen.





□ Loss of Organ









□ Hemophilia







Please use separate sheet of paper if needed.





Parent/Guardian Authorization Signature Required (on reverse side)

Please duplicate this form as needed, or go to TolbertSports.com and print application, fill out and mail.

	FOR OFFICE USE ONLY
CHECK#                          

 AMT.




