
The Gunnery Crew Camp Parent Waiver Form    

 
The Gunnery  

Crew Camper Participant Information: 

 

Participant Name:___________________________________________________________  DOB ____/____/_____ 

Last    First   MI 

 

Health Insurance:  YES  NO  Insurance Co.___________________________ (Must include copy of Ins. card) 

 

Allergies: YES    NO   _______________________________________________________________ 

 

_____________________________________________________________________________________________ 

If yes, please explain and list any medication your child/the participant will be carrying 

 

Does your child/the participant take any medication  YES   NO  

_____________________________________________________________________________________________ 

If yes, please list the medication.  If they will be bringing it with them to Camp, please fill out the appropriate medical form. 

 
 

Waiver and Release of Liability 

 

The named participant or my child is in good health and I am unaware of any ailment, restriction or condition that would otherwise 

hinder or prevent him/her from participating in The Gunnery Camp. I therefore give my permission for my child/the participant to 

participate in a rowing clinic which will require physical exertion and operations on water. I understand there are potential risks 

associated with rowing, and waive, release and forever discharge The Gunnery and all Gunnery Camp directors, employees, staff, 

coaches and volunteers from any and all claims or liabilities for injury or loss of any kind which could arise out of participation in The 

Gunnery Camp. In the event that I cannot be reached, I give permission to The Gunnery Camp director, staff and coaches to act for me 

in their best judgment regarding any procedures or treatment in any emergency medical situation. 

 

 I understand that my child/the participant is subject to both the rules and regulations of the Camp and any company or organization 

that may be involved regarding conduct during participation in the Camp and that the Camp Director may terminate my child’s/the 

participant’s involvement with the Camp at any time for inappropriate conduct or other behavior deemed detrimental to the best 

interest of the Camp program, emergencies, or health or safety conditions or considerations. 

 

I understand that an effort will be made to provide a lunch option that is mindful of any disclosed allergies my child/the participant may 

have, but in the event that that is not possible I agree to be responsible for providing lunch for my child/the participant.  

 

I give the Camp permission to use, at their discretion, any Camp photos or videos of my child/the participant. 

 

I, the undersigned, have read this consent and release and understand all its terms, and execute it voluntarily and with full knowledge of 

its significance. I also represent that I have legal capacity and authority to act for and on behalf of the child/participant named herein. 

 

___________________________________________________________________________________________  

Parent’s/Guardian’s name (please print)  

 

_______________________________________________________  _________________________ 

Parent’s/Guardian’s signature        Date 

 



 

D Camper 

D Staff

YOUTH CAMP HEALTH EXAM/RECORD 

FOR CAMPERS AND STAFF 

Physical Exams Are Valid For 3 Years 

From Date of Lust Examination 

Please Return Completed Form to the Camp 

Name. _________________ Date of Birth __________ Phone ___________ _ 

Guardian Address __________________________ _ 
Emergency Contact ___________________________ Telephone __________ _ 

Date of Arrival at Camp: _______________ _ Departure Date· ________________ _ 

TO BE COMPLETED BY THE SPECIFIED MEDICAL PRACTITIONER: 

Date of Exam I I 

___ May participate in all camp activities 

___ May participate except for:-----------------------------------

Medical information pertinent to routine care and emergencies: ___________________________ _ 

Is this individual taking prescription or over the counter medication{s)? DYES D NO If yes, indicate names of 

medication(s): ________________________________________ _ 

Does the individual have allergies? 

Is the individual on a special diet? 

DYES 

DYES 

ONO 

ONO 

Explain: ___________________ _ 

Explain: ___________________ _ 

Does the individual have special needs? 0 YES D NO Explain: ___________________ _ 

This camper/staff is up-to-date on all the following routine childhood immunizations currently recommended by the American 
Academy of Pediatrics and National Advisory Committee on Immunization Practices: 

Yes No Yes No 
Measles Hepatitis B 

Mumps Diphtheria 
Rubella Pertussis 

Chickenpox Pneumococcal 
conjugate 

Tetanus Polio 

Comments: 
----------------------------------------

Print name of medical care provider: _________________ _ 

Medical care provider's address: __________________ _ 

Medical care provider's: City/fown. ___________ ST ___ �Zip Code ___ _ 

Signature of Physician, PA. APRN or RN 

Date Form Signed 

Telephone Number 











PATIENT RECORD OF DISCLOSURES 

I wish to be contacted in the following manner (check all that apply): 

☐ Home Telephone ___________________________  ☐ Written Communication 

☐ O.K. to leave message with detailed information  ☐ O.K. to mail to my home address 

 ☐ Leave message with call-back number only    ☐ O.K. to mail to my work/office 

         ☐ O.K. to fax to this number 

 

☐ Work Telephone ____________________________  ☐ Other _______________________________ 

 ☐ O.K. to leave message with detailed information 

 ☐ Leave message with call-back number only 

 

 

Parent/Guardian Signature    Print name    Date 

Record of Disclosures of Protected Health Information 

Date Disclosed To (1) Purpose of Disclosure By Whom Disclosed (2) (3) 

       

       

       

       

       

       

       
 

(1) Check this box if the disclosure is authorized 

(2) Type key: T = Treatment Records; P = Payment Information; O = Healthcare Operations 

(3) Enter how disclosure was made: F = Fax; P = Phone; E = Email; O = Other 

Please list below all the children’s names that you are given approval to: 

___________________________________________________________________________________________ 

In general, the HIPPA privacy rule gives individuals the right to request a restriction on uses and disclosures of their 

protected health information (PHI).  The individual is also provided the right to request confidential communications or 

that a communication of PHI be made by alternative means, such as sending correspondence to the individual’s office 

instead of the individual’s home. 

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of, and 

request for PHI to the minimum necessary to accomplish the intended purpose.  These provisions do not apply to uses or 

disclosures made pursuant to an authorization requested by the individual. 

Healthcare entities must keep records of PHI disclosures.  Information provided below, if completed properly, will 

constitute an adequate record. 

 Note: Uses and disclosures for TPO may be permitted without prior consent in an emergency 


	Final Summer camp application Crew 2.pdf
	Binder1.pdf
	Health record & immunization form
	Allergy Action #1
	Allergy Action #2
	Authorization for Med. Administration
	Permission to Treat
	PATIENT RECORD OF DISCLOSURES





