Girl Scouts of Virginia Skyline Council

SUMMER CAMP REGISTRATION

Please use this form to register for all camps within this brochure. Type or print clearly. Use a blue or blank ink pen. Please send
to the camp registrar listed in the camp registration instructions. Be sure to also complete Health History Form on the back.

Camper 6s Name:

Camperos Preferred Name:

Mailing Address: City: State: Zip:

Home Phone #: ( ) E-mail:

Age: Date of Birth: Current Grade (As of January 2009) :

Camp Ti Shirt: Circle Size (if applicable): Yout h Smal | A Y Med A Y Lar gage A A

Did you attend a Girl Scout camp last year: oyes ono If yes, which one?

Are you a current Girl Scout member: oyes ono  Troop/Group #: OR Individual Member #:
Parent/ Guardi andéds Name:

If there is someone who is NOT ALLOWRE®Dpick up your daughter from camp, please list the name(s) here:

My daughter has my permission to attend the above camp, to participate in all phases of camp activity including trips away
from the camp. | am willing to have my daughter be registered as a Girl Scout member if she is not already one. | agree to
comply with all camp procedures and requirements. | agree that pictures, video tapes and audio tapes of my daughter created
at camp may be used to promote the Girl Scout program. My daughter may receive emergency medical care if necessary.

Parent/Guardian Signature: Date:

Name of Camp You Wish to Attend: Dates for Camp You Wish to Attend:

CAMP FEES (Fill in the box for all that apply and fill in dollar amounts)

P camp T-shirt fee (ifapplicable) ~ $
P camp fee $
P overnight fee $
P bus fee $
P Girl Scout registration $_10.00 (for girls not currently registered as a Girl Scout)
P other fee $

TOTAL FEE ENCLOSED %
Please verify the total amount due to ensure accuarcy of your fees.
P For Camp Program Assistant (CPA) P For Counselor Apprentice (CA)

Fee Paid By: P Check Payable to Name of Camymu are registering forP Money Order P Credit Card
CREDIT CARD INFO

oVisa o0 MasterCard o Discover Acct#: Exp. Date: Three Digit Code:
Charge Amt $ Signature:

OTHER CAMP INFO

Optional Overnight: P yes P no P Check here if parent is interested in volunteering.

Are you a current Girl Scout? P yes P no Have you ever been a Girl Scout? P yes P no

Bus Transportation (if available): P yes P no At Which Bus Stop:
CAMP REGISTRAR'S USE ONLY

Date Processed: Date Deposited: 0 Cash o Check #: o0 Charge Total Camp Fees $
Total Deposit Paid $ Balance Due $ o Fin Assistance: Amt Granted $ Balance Due $
Amt Paid $ Date Balance Pd o Staff Child o GS Female o Non-GS Female o0 Non-GS Male

0 Camper Did Not Attend Refund? oyes ono Date Refund Issued: Check #: $




HEALTH HISTORY FORM

Girl Scouts of Virginia Skyline Council

GIRL/ADULT HEALTH HISTORY

For (girl/adult name): Date of birth: Present age:
Address: City: State: | Zip:
Mother’s/guardian’s name:

Day phone number: - - | Evening phone number: - -
Father’s/guardian’s name:

Day phone number: - - [ Evening phone number: - -

If parent/guardian cannot be reached in case of an emergency, please call (name):

Day phone number: - - | Evening phone number: - -

Relationship to participant:

Name of physician: Phone number: - -
Name of dentist/orthodontist: Phone number: - -
Date of last health exam: | Were any complicating medical problems noted in exam? [JYes [JNo

If yes, please explain:

Is the participant currently under the care of a physician or psychologist? [1Yes [INo

If yes, for what?

Is the participant currently taking medication on a regular basis? [1Yes [[INo

If yes, what and for what?

Anyone who has a known complicating medical problem or who has had a serious illness or injury or an operation since the last health examination must
submit a written statement from a physician giving permission to participate in any activity that normally requires an annual health history or health exam.

HEALTH HISTORY AND INOCULATION RECORD (Please check and include dates where appropriate.)
This information is mandatory for children and adults.

Chronic or Recurring llinesses (check those that apply): Other Health Conditions (check those that apply):

[JAsthma [IMusculoskeletal disorders [JBedwetting [INosebleeds

[1Bleeding/clotting disorders [ISeizures [IConstipation [ISickle cell trait or disease
Diabetes [JOther (specify): Emotional disturbances Sleep disturbances

Ear infection Fainting Special dietary regimen

Heart defect/disease Hearing impairment Wears glasses/contact lenses

Hypertension
Kidney disease

Menstrual cramps
Motion sickness

Other (specify):

1

lergies (check those that apply and specify nature of allergic reaction):

Animals: [ IMedicines/drugs:
Food: [IPlants:

Hay fever: [IPollen:

Insect stings: [ ]Other (specify):

This information is mandatory for children only.
Please complete the table below with dates or attach a Physician Record, unless a claim of medical exemption is being filed.
Immunization History Years Primary Series Completed Year of Last Booster

D.T.P./DTaP

Td

MMR (measles/mumps/rubella)

Chicken pox vaccine (varicella)

Polio vaccine

Hib

Hepatitis B

Tuberculin test (most recent)

[ My child is exempt. Please send me a Girl Scout Medical Exemption Application (#2074) to be completed by me and returned to the camp registrar
prior to camp.

Are there any physical conditions for which special arrangements need to be made? []Yes [[INo
If so, what?
Additional information needed by adult leader about this participant:

is physically fit and able to participate in the Girl Scout programs, including summer camp and trips of not more

than two nights. | give permission to the physician to order x-rays, routine tests, and treatment for the health of my child in the event that | cannot be
reached in an emergency. To the best of my knowledge, the above information is complete and accurate. | agree that videotapes, photographs, and
motion picture film in which I/she appear, and/or audio recordings made of my/her voice may be used by Girl Scouts of Virginia Skyline Council and Girl
Girl Scouts of the USA, their assigns or successors, in whatever way they desire. Furthermore, | hereby consent that such photographs, films,
recordings, and the plates and/or tapes from which they are made shall be their property, and they shall have the right to sell, duplicate, reproduce, and
make other uses of such photographs, films, recordings, plates, and tapes as they may desire free and clear of any claim whatever on my part.

My daughter, , may be given acetaminophen (such as Tylenol). [JYes [No

Signature of parent/guardian or adult participant: Date:
IMPORTANT: PLEASE SIGN THIS FORM!




