RELEASE AGREEMENT
DREAM LAKE SUMMER CAMP 2017

I hereby authorize the staff at Dream Lake and  Lodge to act for me, according to their judgment, in any medical emergency, and I hereby waive and release said persons from any liability or illness incurred while attending camp. 
 
Signature of Parent  ____________________________________________ 
 
 
Date____________________________ 
 














DREAM LAKE SUMMER CAMP
Tel: 205-652-4545
1700 Dream Lake Dr., Livingston, Ala 35470

Please Return Completed Form to the Camp on or before registration/arrival
 Name _______________________________________________________
Date of Birth_______________________ 
Phone _________________________________ 
Address ________________________________________________ 
City  ____________________________State_______________Zip Code______________
Emergency Contact Name & Number________________________________________  
Date of Arrival at Camp: _____________________DepartureDate_________________________  
 
TO BE COMPLETED BY THE SPECIFIED MEDICAL PRACTITIONER:  Date of Exam ____/____/____  
 _____ May participate in all camp activities  
 _____ May participate except for: _____________________________________________________________________________________  
_____________________________________________________________________________________
 Medical information pertinent to routine care and emergencies: _____________________________________________________________________________________ 
_____________________________________________________________________________________
Is this individual taking prescription or over the counter medication(s)?      YES      NO 
If yes, indicate names of medication(s): __________________________________________________________________________________________________________________________________________________________________________ _____________________________________________________________________________________ Does the individual have allergies?       YES       NO     If YES Explain: ____________________________________________________________________________________  
[bookmark: _GoBack]Is the individual on a special diet?      YES      NO         If YES Explain: _____________________________________________________________________________________  
 Does the individual have special needs?           YES     NO        If YES  Explain: _____________________________________________________________________________________ 
 
This camper is up-to-date on all the following routine childhood immunizations currently recommended by the American Academy of Pediatrics and National Advisory Committee on Immunization Practices:   Yes   ___       No  ___
Measles:   Yes ___ No  ___             Hepatitis B:   Yes ___   No ___                   Mumps:   Yes ___    No  ___ Diphtheria:    Yes ___   No   ___     Rubella:    Yes ___   No  ___                       Pertussis:   Yes ___   No ___  Chickenpox:   Yes ___   No  ___      Polio:   Yes ___  No ___                              Tetanus:   Yes ___   No ___                                              
 
Print name of medical care provider: 
_____________________________________________________________________________________  
 
Signature of Physician, APRN or PA 
_____________________________________________________________________________________ 
 
Date Form Signed __________________________ 
Telephone Number _________________________
