
 

 

 

Περσοναλ ΙνφορµατιονΠερσοναλ ΙνφορµατιονΠερσοναλ ΙνφορµατιονΠερσοναλ Ινφορµατιον    
 

Camper Name ________________________________________Nickname______________________________
  Last   First 

SS# ________________________  Church _______________________________________________________ 
Address ____________________________________ City ______________ State __________ Zip___________ 
Date of Birth _______________Sex   M  F     Home Phone ______________  Height ________ Weight ________ 
Father’s Name ___________________________________ Father’s Work Phone _________________________ 
Mother’s Name ___________________________________  Mother’s Work Phone ________________________ 
 

Σεχονδαρψ Εµεργενχψ ΧονταχτΣεχονδαρψ Εµεργενχψ ΧονταχτΣεχονδαρψ Εµεργενχψ ΧονταχτΣεχονδαρψ Εµεργενχψ Χονταχτ    
 
Name __________________________________________  Relationship to Camper _______________________ 
Home Phone __________________________Work Phone ___________________________________________ 
 

ΙνσυρανχεΙνσυρανχεΙνσυρανχεΙνσυρανχε    
 
Insurance Company ______________________  Family Physician _____________________________________ 
Insurance Company Address  __________________________________________________________________ 
Policy Number __________________________  Subscriber Number ___________________________________ 
Subscriber’s Date of Birth __________________  Subscriber’s SS# ____________________________________ 
Subscriber’s Name _______________________ Subscriber’s Phone ___________________________________ 
Subscriber’s Address _________________________________________________________________________ 
 

Ωαιϖερ οφ ΛιαβιλιτψΩαιϖερ οφ ΛιαβιλιτψΩαιϖερ οφ ΛιαβιλιτψΩαιϖερ οφ Λιαβιλιτψ    
 
My signature authorizes Poplar Head United Methodist Church to act for me according to their best judgement in 
any emergency requiring medical attention.  I give my permission for my child to be transported by church 
members or retreat staff to medical facilities in non-emergency situations.  I hereby waive and release the Church 
from any and all liability for any injuries or illnesses incurred while at the retreat or while being transported by 
retreat staff.  I understand that participation in general camp activities involves motion, rotation, and activities in a 
unique environment and as such, carries with it the risk of injury or death.  All campers must be covered by their 
own medical insurance.  All medical expenses incurred will be the responsibility of the camper or camper’s family.  
In lieu of medical certificate signed by a medical doctor, I have no knowledge of any physical or mental 
impairment that would be affected by the named camper’s participation in the camp program as outlined in the 
camp information, which I have read.  The Church is not responsible for personal items that are lost, stolen or 
damaged.  I also understand the Church retains the right to use of any photographs, videotapes, motion picture 
recordings, or any other record of this event for publicity or any legitimate purpose. 
 
 
Signature of Parent or Guardian _______________________________________ Date ___________________ 
 
 
 
 
 
 

Ποπλαρ Ηεαδ Υνιτεδ ΜετηοδιστΠοπλαρ Ηεαδ Υνιτεδ ΜετηοδιστΠοπλαρ Ηεαδ Υνιτεδ ΜετηοδιστΠοπλαρ Ηεαδ Υνιτεδ Μετηοδιστ    
Ψουτη Φελλοωσηιπ Σπρινγ Ρετρεατ 

Παλµερ Χρεεκ Μετηοδιστ Χαµπγρουνδ 

 

Μεδιχαλ Ρελεασε ΦορµΜεδιχαλ Ρελεασε ΦορµΜεδιχαλ Ρελεασε ΦορµΜεδιχαλ Ρελεασε Φορµ    
Παρεντ ορ λεγαλ γυαρδιαν σηουλδ χοµπλετε αλλ ινφορµατιον ανδ σιγν βοτη σιδεσ. 



 

 

****If child has been exposed to any communicable disease within two 
weeks prior to their stay, please do not send them to the retreat. 

 
List any operations, illnesses or injuries during the past twelve months: _________________________________ 
Other injuries or limitations: ___________________________________________________________________ 
Date of last DPT or DT booster: ___________________________ 
Any allergic reactions to the following: 
___ Bee Sting     ___ Penicillin    ___ Hay Fever    ___ Poison Ivy    ___ Oak     ___ Other:  _________________ 
Treatment required for allergy:  _________________________________________________________________ 
 
Does your child have any of the following problems: 
___ Asthma    ___ Bronchitis    ___ Bed Wetting    ___ Fainting    ___ Diabetes   ___ Frequent Colds    
___ Sinusitis   ___ Heart Trouble   ___ Diarrhea   ___ Sore Throat   ___ Sleep Walking   ___ Convulsions   
___ Ear Infections   ___ Other: _________________________________________________________________ 
Please provide details:  _______________________________________________________________________ 
__________________________________________________________________________________________ 
 
Please check the medications the camp may administer: 
___  Tylenol    ___ Ibuprofen    ___ Antihistamine    ___  Aloe Vera    ___  Mylanta    ___  Cough Medicine 
___  Cough Syrup    ___ Cold Tablets    ___  Other:  __________________________________________ 
 

Legible written physician’s directions should accompany any prescription 
medication to camp.  Include type of medication, dosage, frequency, 
condition being treated, physician’s signature and DEA Number.  For the 
safety of all our campers, medication should be administered by church or 
retreat staff.   It is the responsibility of parent or guardian to make these 
arrangements. 
 
In the event that I am unavailable for purposes of providing parental consent, I hereby authorize the physician(s) 
and staff of Garden Park Medical Center or any Medical Facility deemed necessary by Church or retreat staff to 
provide such hospital care that includes diagnostic procedures and medical treatment as necessary to my minor 
son or daughter while enrolled in the Youth Retreat held at Palmer Creek Methodist Campground.  Said medical 
treatment may be given without any further prior permission from the undersigned.  I also authorize payment of 
medical benefits for any services furnished to my child by physicians or staff at the above facility.  I authorize you 
to release to my insurance company information concerning the health care provided to my child while attending 
the Retreat.  In the event of any injury or illness requiring transportation to an independent medical facility, I 
authorize the release of all medical records generated at the facility to the Church and retreat staff.  I understand 
this will enable a continuity of care upon the camper’s return and will provide staff a means of informing family 
members of the camper’s medical condition.  Such records will remain a confidential part of the camper’s general 
record. 
 
I understand that the consent and authorization does not include any elective surgical procedures but includes 
any life saving treatment deemed necessary by the above facilities.  I will be contacted as soon as possible in the 
event my child is taken to the hospital for treatment. 
 
Signature of Parent or Guardian ____________________________________________Date ________________ 
 

Πλεασε ατταχη ανψ αδδιτιοναλ µεδιχαλ χονχερνσ.Πλεασε ατταχη ανψ αδδιτιοναλ µεδιχαλ χονχερνσ.Πλεασε ατταχη ανψ αδδιτιοναλ µεδιχαλ χονχερνσ.Πλεασε ατταχη ανψ αδδιτιοναλ µεδιχαλ χονχερνσ.    

    

    

Μεδιχαλ ΗισΜεδιχαλ ΗισΜεδιχαλ ΗισΜεδιχαλ Ηιστορψτορψτορψτορψ                                                 Camper 
Name_________________________________ 



Πλεασε προϖιδε α πηοτοχοπψ οφ βοτη φροντ ανδ βαχκ οφ µεδιχαλ ινσυρανχε χαρδ. Πλεασε προϖιδε α πηοτοχοπψ οφ βοτη φροντ ανδ βαχκ οφ µεδιχαλ ινσυρανχε χαρδ. Πλεασε προϖιδε α πηοτοχοπψ οφ βοτη φροντ ανδ βαχκ οφ µεδιχαλ ινσυρανχε χαρδ. Πλεασε προϖιδε α πηοτοχοπψ οφ βοτη φροντ ανδ βαχκ οφ µεδιχαλ ινσυρανχε χαρδ.      


