
 

Name of Camp Requested _________________________________________ 

Date of Camp Requested __________________________________________ 

Camper’s Name _________________________________________________ 

Date of Birth ____________________________________________________ 

Grade  ___________________ Gender   Male;    Female 

Address _______________________________________________________ 

City/State/Zip ___________________________________________________ 

Phone _(_________)_____________________________________________ 

Email for confirmation ____________________________________________ 

Parent’s Name __________________________________________________ 

Daytime Phone _(_________)______________________________________ 

Church Name ___________________________________________________ 

Church City/State ________________________________________________ 

Siblings also attending TLC Summer Camp (any grade level) ______________ 

_______________________________________________________________ 

Cabin Mate Request (one) _________________________________________ 

Release 

I certify that the above child has my permission to attend camp, and I am aware that physical 

risks are associated with participating in camp activities regardless of precautions taken. In 

case of medical emergency or general medical care, I give consent for medical treatment for 

my child named above by authorized personnel. The camp carries secondary accident 

insurance which means all balance will be paid by the camp’s insurance after my health 

insurance company. I also realize my child’s picture or testimony may be used in promotional 

material.  

 

________________________________________________________________________ 

Signature Date 
Send Completed Form to: 

Twin Lakes Camp 

1451 E. Twin Lakes Rd. 

Hillsboro, IN  47949 

 

Family Doctor ___________________________________________________ 

Doctor’s Phone _(_________)______________________________________ 

Insurance Company ______________________________________________ 

Policy Number  __________________________________________________ 

Insurance Company Address _______________________________________ 

Insurance City/State/Zip ___________________________________________ 

Medications Taken Regularly (must be in original container) _______________ 

_______________________________________________________________ 

Allergies (list)  ___________________________________________________ 

Special Conditions/Health History 

 

Date of Tetanus Shot/Booster ______________________________________ 

Other medical concerns for your child: 

Method of Payment: 

 

 Check;  Visa;  MasterCard 

 

Amount to Place on Card $ _____________ 

 

Card # ________________________________ Security # _________Exp. Date ____________ 

 

____________________________________________________________________________ 

Cardholder’s Signature 

In the operation of child nutrition programs, no child will be 
discriminated against because of race, color, national origin, sex, 
age, or disability. Any person who believes that he or she has been 
discriminated against in any USDA related activity should write 
immediately to the Secretary of Agriculture, Washington, DC  20250. 


