
North Harford Baptist Church
Children’s Camp 2009

Spiritual and Physical Fitness
Emergency Information

Name:______________________________Date of Birth:______

Grade:_____Age (as of 6/28/09):__________Gender:_________

Home Address:________________________________________

City____________________________Sate______Zip_________

Parent/Guardian_______________________________________

Work Address_________________________________________

City____________________________Sate______Zip_________

Home Phone:__________________Work Phone:____________

Emergency Contacts other than parent/guardian:

Name__________________Relation___________Phone_______

Name__________________Relation___________Phone_______

Personal Physician_________________________Phone_______

Ins.Co.__________________Policy#__________Group#______

IN CASE OF EMERGENCY, I understand that every effort will be
made to contact me. If I cannot be reached, I hereby give permission
to the physician selected by the adult leader in charge to secure
proper treatment, which may include hospitalization, anesthesia,
surgery, or injection of medications for my child.

Signature of Parent or Guardian                                             Date

List allergies that your child may have, including medications,
insects, etc. Also note any other info we may need:

______________________________________________________

______________________________________________________

______________________________________________________
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