2012 Summer Camp Application
Satellite Beach United Methodist Church Children’s Ministry

450 Lee Ave. Satellite Beach, Fl 32937

321-777-0116 ext. 212  maryw@sbumc.net
Hours: 9am-Noon     Fee: $25/week    Date Paid: _________
(PLEASE PRINT ALL INFORMATION)
CHILD’S INFORMATION-
__________________________________________________       Circle one:  Male   Female   
First Name              MI          Last Name                       Nickname

Address

__________________________________________________________(______)__________________
Number & Street                            City                                                  Zip Code                                  Home Phone

Birth date ____/____/___

Last Grade Completed in School __________ 
May we take photos of your child for church use, such as newsletters or website? Circle:    YES    NO
Does your child have allergies and/or medical problems? Circle:    YES     NO    (If yes, please explain.)
_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
	PARENT INFORMATION
	FATHER’S INFORMATION


	MOTHER’S INFORMATION



	Name


	
	

	Cell #

	
	

	Place of Employment

Work #
	
	

	E-mail Address

	
	

	Other Info.


	
	


(Continued on back)
EMERGENCY CONTACTS AND AUTHORIZED PERSONS TO PICK UP YOUR CHILD

Please list persons other than mother or father to be contacted in case of accident if parent cannot

be reached and are authorized to pick up your child. 
	Emergency 

Contacts
	Contact #1


	Contact #2
	Contact #3



	Name
	
	
	

	Home Phone
	
	
	

	Cell #
	
	
	

	Work #
	
	
	


AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT-
If my child, ___________________________, should become ill or injured at Satellite Beach

United Methodist Church camp, I understand that the facility will:

1) Call 911, if need be

2) Contact me immediately, and then will

3) Contact the person(s) I have designated if I cannot be reached.

The physician and/or medical facility are authorized to administer emergency medical treatment

necessary to ensure the health and safety of my child.

I accept responsibility for payment of medical services rendered.

I have read and understand all information contained in this application.

________________________________________________________________________

Signature of Parent or Legal Guardian                                                       Date
Your Child’s T-Shirt Size- ______________________
Note: Snack is provided.**

