\ 4 Camp Arrowhead
4 Camper Information Sheet

the

Child’s Name

Date of Birth

Home Address

City

State Zip Code

Home Telephone Number

Parent/Guardian Name #1

Relationship to Child

Home Address[_]Same as Child's

Home Telephone Number| | Same as Child's

City

State Zip

Email Address

Cell Phone

Parent's Work/School Name

Parent's Work/School Telephone Number

Parent's Work/School Address

City

for other parents/guardians. Yes No

Please indicate if this name shoﬂbe releasﬁf a parent/guardian, of a child attending t

he program/home requests contact information

If you answered yes, please indicate which information above to include on the list Work # Cell # Home # Email

Where can you be reached while your child is in this program/home?

Parent/Guardian Name #2

Relationship to Child

Home Addres Same as Child's

Home Telephone Number Same as Child's

City

State

Zip

Email Address

Cell Phone

Parent's Work/School Name

Parent's Work/School Telephone Number

Parent's Work/School Address City

Please indicate if this name should be released if a parent/guardian, of a child attending the program/home, requests contact information
for other parents/guardians. Yes No

If you answered yes, please indicate which information above to include on the list \Work # Cell # Home # Email

Where can you be reached while your child is in this program/home?

18 years of age.

Emergency Contacts: Parents cannot be listed as emergency contacts. List the name of at least one person who can be contacted
in the event of an emergency or iliness if you cannot be reached. Any person listed should be able to assist in contacting you. At least
one person listed must be able to take responsibility for the child in case the parent/guardian cannot be contacted and should be at least

Name Name
City State City State
Telephone Number Relationship to Child Telephone Number Relationship to Child

Other numbers where emergency contact can be reached (if
applicable)

applicable)

Other numbers where emergency contact can be reached (if

Name of Physician or Clinic/Hospital

Street Address

City State

Telephone Number
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