APOSTOLIC ASSEMBLY

2010 DEAF CAMP REGISTRATION FORM

CAMPER INFORMATION

NAME: _________________________________   Last ___________________________
􀂉 Male 􀂉 Female      Age: _________     DEAF ___________   HEARING ________
 ________________________________________________________________________
Address
__________________________________________________________________________                                                                                                
City                               State                        Zip Code

Telephone: ( _____ ) ________________   Baptized: 􀂉 Yes 􀂉 No

The undersigned parent or legal guardian does hereby release the Apostolic Assembly of the Faith in Christ Jesus, Inc., and Sugar Pine Christian Camp from any and all liability for personal injury, accident, illness, death, or property loss or damage occurring during or by participation at Deaf Camp. 
I have read the terms and conditions above and agree to the participation of my child or of myself at Deaf Camp pursuant to those terms and conditions.
Parent/Guardian Signature ___________________________________ Date ______________
(Campers signature if legal adult)

Pastor’s Signature ___________________________ Local Church ______________________

EMERGENCY AND MEDICAL INFORMATION

Person to call in case of emergency Phone Number

______________________________________________ ( ______ ) _______________________________

Please list all medical conditions or allergies: 

______________________________________________________________________________________

Our family’s health care plan is provided through: __________________________________________
Insurance Provider Name Group #___________________________________

If a serious emergency arises, it might be necessary for a physician or staff nurse to attend to your child or yourself before the camp staff could get in touch with you or your designated physician. Such care can be provided ONLY if you sign the terms and conditions agreement at the bottom

AUTHORIZATION FOR MEDICAL TREATMENT: I hereby authorize with my signature below for such care to be provided through the facilities of the nearest hospital. I personally assume responsibility for any costs of such care.

Parent Signature ________________________________________________Date:__________________
Make checks payable to: APOSTOLIC ASSEMBLY

Enclose deposit of $50.00 and send registration to:

ADAM Project

36 Camellia Ave.
San Francisco, CA.  94112

NO PERSONAL CHECKS WILL BE ACCEPTED AFTER JULY 1st, 2010
NO REFUNDS – You May Send A Friend In Your Place

FOR OFFICE USE ONLY

Deposit Paid $ ______________Date received ______________ Balance $ ___________
Payment __________________ Date received ______________ Balance $____________
CABIN No. ____________COUNSELOR:____________________________________
