Section I: Contact Information

Please supply information for each family member who will participate.

Participant Name:

S}}\I SJN Sunset Camp: Health History and Participant Release Form
1

Please print using blue or black ink.

Date of Birth: / /

FIRST

Age if under 21:

Gender: o Male o Female

Participant Name:

Grade,

MIDDLE INITIAL

if student (Fall 2021):

Note:

students 5 and under will go to Child Care

Date of Birth: / /

FIRST
Age if under 21:

Gender: o Male o Female

Participant Name:

Grade,

MIDDLE INITIAL

if student (Fall 2021):

Note:

students 5 and under will go to Child Care

Date of Birth: / /

FIRST
Age if under 21:

Gender: o Male o Female

Participant Name:

Grade,

MIDDLE INITIAL

if student (Fall 2021):

Note:

students 5 and under will go to Child Care

Date of Birth: / /

FIRST

Age if under 21:

Gender: o Male o Female

Participant Name:

Grade,

MIDDLE INITIAL

if student (Fall 2021):

Note:

students 5 and under will go to Child Care

Date of Birth: / /

FIRST
Age if under 21:

Gender: o Male o Female

Participant Name:

Grade,

MIDDLE INITIAL

if student (Fall 2021):

LAsT

Note:

students 5 and under will go to Child Care

Date of Birth: / /

FIRST
Age if under 21:

Gender: o Male o Female

Parent/Guardian Phone:

Grade,

MIDDLE INITIAL

if student (Fall 2021):

Note:

students 5 and under will go to Child Care

Parent/Guardian Email:

Emergency Contact Name:

(IF WE CANNOT REACH THE PARENT/GUARDIAN)

Emergency Contact Phone:

oHome oOCell oWork
Relationship:
FIRST LAST
oHome oOCell oWork

Section lI: Insurance Information

Insurance Carrier:

Person(s) insured:

Group #:

Member ID #:

Policy Holder’s Name:

FIRST



Section Il: Secondary Insurance Information

Insurance Carrier:

Person(s) Insured:

Group #: Member ID #:

Policy Holder’s Name:

Section lll: Health History
Please know that we value your privacy. Health history information is available only to our volunteer team and staff.

The camper has a history of the following:

o 1. Asthma O 2. Diabetes o 3. Seizures
Who? Who? Who?

O 4. Dizziness 0 5. Headaches O 6. Heart defect
Who Who Who

o 7. Allergies o 8. Recent injury 0 9. Other

Who Who Other

Please list the number and provide explanation for any checked items:

Section V: Release

AS PARENT AND/OR LEGAL GUARDIAN, | REMAIN LEGALLY RESPONSIBLE FOR ANY PERSONAL ACTIONS TAKEN BY MYSELF AND THE ABOVE-NAMED FAMILY MEM-
BERS. | AGREE ON BEHALF OF MYSELF, THE ABOVE-NAMED FAMILY MEMBERS, OUR HEIRS, SUCCESSORS, AND ASSIGNS, TO HOLD HARMLESS AND DEFEND, THE
ROMAN CATHOLIC DIOCESE OF CHARLOTTE, ITS OFFICERS, DIRECTORS, EMPLOYEES, CHAPERONES, REPRESENTATIVES AND AGENTS, AND ANY OTHER PARTICI-
PATING ENTITY OR INSTITUTION, ITS EMPLOYEES AND AGENTS, CHAPERONES, OR REPRESENTATIVES ASSOCIATED WITH THE ACTIVITIES, FROM ANY CLAIM ARIS-
ING FROM OR IN CONNECTION WITH THE ABOVE NAMED FAMILY MEMBERS PARTICIPATING IN THE ACTIVITIES, OR IN CONNECTION WITH ANY ILLNESS OR INJURY
(INCLUDING DEATH) AND/OR COST OF MEDICAL TREATMENT IN CONNECTION THEREWITH, WITHOUT LIMITATION, AND | AGREE TO COMPENSATE THE SUPERVIS-
ING ENTITY OR INSTITUTION, ITS OFFICERS, DIRECTORS AND AGENTS, AND THE ROMAN CATHOLIC DIOCESE OF CHARLOTTE, ITS OFFICERS, DIRECTORS, EMPLOY-
EES, CHAPERONES, REPRESENTATIVES AND AGENTS ASSOCIATED WITH THE ACTIVITIES FOR REASONABLE ATTORNEY’S FEES AND EXPENSES WHICH THEY MAY
INCUR IN ANY ACTION BROUGHT AGAINST THEM AS A RESULT OF SUCH INJURY OR DAMAGE. WITH THE EXCEPTION OF THE ABOVE, | HEREBY WARRANT THAT TO
THE BEST OF MY KNOWLEDGE, ALL THE FAMILY MEMBERS PARTICIPATING ARE IN GOOD HEALTH, AND | ASSUME ALL RESPONSIBILITY FOR THE HEALTH OF MY
CHILD. | GIVE MY PERMISSION FOR THE ABOVE NAMED FAMILY MEMBERS, IN CASE OF AN EMERGENCY, TO BE TAKEN TO A PHYSICIAN AND/OR HOSPITAL BY
EITHER THE SUPERVISOR IN CHARGE OR BY AN ADULT AUTHORIZED BY THE SUPERVISOR IN CHARGE. | UNDERSTAND THAT EVERY REASONABLE EFFORT WILL BE
MADE TO CONTACT ME. IF | CANNOT BE REACHED, HOWEVER, | HEREBY GIVE PERMISSION TO THE PHYSICIAN SELECTED BY SAID ADULT TO HOSPITALIZE AND
SECURE PROPER TREATMENT (INCLUDING SURGERY) FOR THE ABOVE NAMED FAMILY MEMBERS; AND FOR THE RELEASE OF MEDICAL RECORDS TO MEDICAL
PERSONNEL. THE COST OF ANY MEDICAL CARE OR TREATMENT OBTAINED FOR THE BENEFIT OF THE ABOVE NAMED FAMILY MEMBERS SHALL BE MY EXPENSE
AND NOT PAID BY THE ROMAN CATHOLIC DIOCESE OF CHARLOTTE. | AUTHORIZE ST. JOHN NEUMANN CHURCH AND THE DIOCESE OF CHARLOTTE TO USE PHO-
TOS OR VIDEO OF MY FAMILY TAKEN DURING SJN SUMMER CAMP FOR PROMOTIONAL PURPOSES.

In-person: Payment must be submitted at
the time of registration. Online: Payment
must be received within 5 days or risk forfei-
ture of spots. Send form to kelly@4sjnc.org.

Section VI:

Adults and Teens: We need Volunteers! Please check the area (s) you are inter-
ested in volunteering.

[ Hospitality, Set up, Clean up. Are you willing to come early or stay late? [J Yes Registration Fee: $50 OFFICE
Paid: / /2021
O no Method: USE ONLY

[ Games [0 Music
I:ICrafts O raith




