
 
 

 
PLEASE PRINT 
 

Camper Name___________________________________________________ 
 
Age______ Gender  M/F_____ Grade Completed_________  
 
Parent or Guardian_________________________________________ 
 
Telephone (        )______________________________________________ 
 
Address___________________________________________________ 
 
City/ State_________________________________________________ 
 
Emergency Contact_________________________________________ 
 
Contact number____________________________________________ 
 
Church___________________________________________________ 
 
Roommate Preference _______________________________________ 

FOR OFFICE USE ONLY 
Date             ________________ 
           Amount 
Campers fee           $______100.00____  
 
Pre-Registration ($50.00)    $________________ 
 
Balance Due       ($50.00)    $________________ 
 
Total Registration          $________________ 
 
Registration fee after June 6, 2008 - $110.00 
No Refunds after June 13, 2008 
 
Make checks payable to: 

Indiana South District KBC 
Send payment to: 

Dr. Dan Willis, Camp Director 
1620 S. 20th St. 
Terre Haute, IN  47803 

 
The policy of this camping program states that in case of 
an accident that requires doctor or hospital care, the 
family insurance coverage is the primary coverage and 
the camp’s insurance is secondary. 

     (ONE NAME ONLY PLEASE) 
Medical Conditions________________________________________ 
 
Allergies   _________________________________________ 
 
Shirt Size (adult sizes)      Small       Medium       Large       X-Large 
 
 

Dorm Assignment_______________________________ 
Room#____________ 
Counselor_____________________________ 
      FOR 
OFFICE USE ONLY 
i  

MEDICAL CONSENT FORM 
I (We)_________________________________________________________ of _________________________ 
 (parent(s) or guardian name)      (address) 
 
______________________________________________________________, do hereby state that I (we) am (are) the natural parents/ 
(city)                                                  (county)                                 (state) 
 
legal guardian(s) of ______________________________________________ a minor born___________________________  
                         (camper name)       (birthday) 
 
who resides with me (us).  In the event that I (we) cannot be reached, I (we) authorize either of the following adults to be contacted: 
 
________________________________________ _________________________________________ 

     (name)   (number)  (name)   (number)    
      

 
Insurance Company ______________________________________________     Policy number____________________________ 
 
Policy Holder ____________________________________________      
 
3. I authorize the Camp Director or Camp Nurse to consent to an x-ray examination, anesthetic, medical or surgical diagnosis or treatment, and 
hospital care to be rendered to the minor under the general or special supervision on the advice of any physician or surgeon licensed to practice in the 
State of Indiana. Yes_____ No______ Dated this _______ Day of ________ 2008. 
 
Signed___________________________________________ expiration date________________ (3 month maximum) 

I _____________________ the parent  or legal guardian of____________________ give permission for my child to participate in all camp functions  
including, but not limited  to the  “Day-Away” field trip.  I entrust and assign the Camp Director to provide leadership and direction for my child  
that is pleasing to God, and to make appropriate decisions for the care of my child.    
 
Dated_________________________   Signature_________________________________________________ 

Dorm _______________________________ Room#_________    Counselor___________________________________ 
       

FOR OFFICE USE ONLY 




