
J Spates Wrestling Camp

*CAMPER INFORMATION: 
 
NAME: _____________________________________________________________________________________ 
 
 
HOME ADDRESS: _____________________________________________________________________________ 
                   	 	Number / Street   	 	 	City  	 	 	State / Zip Code 
 
AGE: ___________  	 	        GENDER: ________ 	       DATE OF BIRTH: ______/______/______ 
 
 
SCHOOL NAME: _____________________________________________________________________________ 
 
 
*PARENT/GUARDIAN/OTHER: 
 
NAME: _____________________________________________________________________________________ 
	 	Relationship 
 
HOME PHONE: (_____) _________________________WORK PHONE: (_____) __________________________ 
 
 
HOME ADDRESS: __________________________________________________________________________________ 
                  	  	Number / Street  	 	 	 	City  	 	 	State / Zip Code 
 	 
*EMERGENCY CONTACT: 
 
NAME: _____________________________________________________________________________________ 
	 	Relationship 
 
HOME PHONE: (_____) __________________________WORK PHONE: (_____) _________________________ 
 
 	 
HOME ADDRESS: __________________________________________________________________________________ 
                  	  	Number / Street  	 	 	 	City  	 	 	State / Zip Code 
 

*HEALTH INFORMATION STATEMENT: 
Check below any information you feel the staff may need to maximize the safety and the well-being of the attendee. To the right of the condition statement is space for more information relating to the condition checked.  Please be specific.  In case of emergency, this health information may be the only source of accurate important information.  This information is confidential. 
 
[    ] History of Head Injuries or Concussions_________________________________________________  
___________________________________________________________________________________ 
[    ] Nervous System or Mental (epilepsy, emotional stress, convulsion) __________________________ 
___________________________________________________________________________________ 
[    ] Lung Disease (asthma, persistent cough, tuberculosis) ____________________________________ 
___________________________________________________________________________________ 
[    ] Disease of Heart or Blood Vessels, Increased or Abnormal Blood Pressure_____________________ 
___________________________________________________________________________________ 
[    ] Pain in Chest or Shortness of Breath (heart murmur, rheumatic fever) _________________________ 


Parents/Guardians must complete and sign this form in order to finalize a camper’s registration and allow participation in camp activities 
A doctor’s physical exam is not necessary--only general medical information is required 
 
 [    ] Stomach or Intestinal Trouble (ulcers, gall bladder or liver disorder, jaundice, hernia, colitis) 
______________________________________________________________________________________ 
[    ] Arthritis, Kidney or Bladder Disease____________________________________________________ 
[    ] Hay Fever or Allergies______________________________________________________________ 
[    ] Allergy to Medicines (including penicillin, tetanus) ________________________________________ ___________________________________________________________________________________ 
 
[    ] Impaired Sight or Hearing, Chronic Ear Infections________________________________________ 
__________________________________________________________________________________  
[    ] Recent Surgical Operations, Accidents or Injuries________________________________________ __________________________________________________________________________________ 
[    ] Any Infectious Disease_____________________________________________________________ 
[    ] Skin Disease_____________________________________________________________________ 
[    ] Allergy to Foods__________________________________________________________________ 
[    ] Diabetes________________________________________________________________________ 
[    ] Currently taking Medicines (list names and doses) ________________________________________ 
___________________________________________________________________________________ 
[    ] Medication that needs refrigeration____________________________________________________ 
___________________________________________________________________________________ [    ] Under on-going care of Physician (NAME/PHONE #) for chronic/recurring problem 
___________________________________________________________________________________ 
[    ] Do You Wear Glasses?  	YES [    ]  	NO [    ]  	SOMETIMES [    ] 
[    ] Do You Wear Contact Lenses?  	YES [    ]  	NO [    ] 
[    ] Date of last TETANUS BOOSTER_____________________________________________________ 
[    ] Significant Orthopedic and/or Neuromuscular Impairment (e.g. loss of limb, spinal cord injury) 
___________________________________________________________________________________ 
 
*INSURANCE INFORMATION: 
FAMILY DOCTOR'S NAME: ________________________ CLINIC/HOSPITAL NAME: _________________________ 
 
CITY/STATE: ________________________________________ PHONE: (_____) __________________________ 
 
HEALTH INSURANCE PROVIDER: _______________________________________________________________ 
 	 	    	 Name  
____________________________________________________________________________________________ 
 	Address  	 	 	 	 	City 	 	 	State / Zip Code 
 
NAME OF POLICY HOLDER: ____________________________________ DATE OF BIRTH: ______/______/______ 
 
POLICY NUMBER: ___________________________________GROUP NUMBER: ____________________________ 
 
· As a parent or guardian, I understand that if a serious illness/injury develops, medical or hospital care will be sought.  I further understand that in case of serious illness/injury, I will be notified. However, if it is impossible to contact me, I give my permission for medical treatment, as recommended by an attending physician. 
· I approve the release of medical information to the J Spates wrestling camp staff and any treating physician.  
· I approve the release of insurance information to the health care provider (doctor, hospital of my child). 
· I approve the health care provider to release information to the insurance company. 
· I approve benefits from my insurance are payable to the health care provider. 
· If the benefits are paid directly to me, I will pay the health care provider. 
· I verify the above information is correct to the best of my knowledge. 
· My signature verifies the above information to be correct to the best of my knowledge. 

[bookmark: _GoBack]ACTIVITY RELEASE FORM

Read Carefully Before Signing

ANY PARTICIPANT OR PARTICIPANT GUARDIAN MUST COMPLETE THE FOLLOWING ACTIVITY RELEASE FORM  

Participant Name: 								|_| Male	|_| Female 	Age 

Parent / Guardian Name(s): 						Parent / Guardian Phone Number(s):



Address (including city, state and zip code): 


RELEASE / DISCLAIMER

I do hereby assume full responsibility for any and all damages, injuries (including death), or losses that I may sustain or incur, if any, while attending, engaging, practicing, participating or witnessing activity and/or certain event(s) occurring in or about the premises or at any offsite location. I hereby assume full risk, waive all claims and release and hold Ace of Spates, L.L.C., individually or otherwise, harmless for any and all liability, claims, suits, damages, expenses, fees, actions, or rights of action or judgments as a result of injury or death to myself or members of my family or heirs, or my guests, or damage, destruction or loss to my property, which in any way relates to, arises out of, or is in any way connected with my presence on the premises, or my participation in events of activities thereon, or the negligent acts or omissions of the releases or any other third party.

I agree to wear all protective equipment required while participating in the activity, and I am fully aware and understand that Ace of Spates, L.L.C. does not have on or about the premises, or employ or contract with any medical services, provisions for ordinary or emergency medical services.

In consideration of my participation in and the use of the Ace of Spates, L.L.C. premises or facilities, I hereby release and covenant not to sue the owner of the premises (releases), shareholders, directors, officers, employees, representatives, agents, affiliates and lessees from any and all claims resulting from any physical
injury that may occur to me while participating in any program or event sponsored by Ace of Spates, L.L.C..

I HAVE READ AND FULLY UNDERSTAND THE ABOVE RELEASE/WAIVER AND FULLY UNDERSTAND THAT I HAVE GIVEN UP SUBSTANTIAL RIGHTS BY SIGNING THIS WAIVER VOLUNTARILY.
Parents or guardians must sign if applicant is UNDER 18.


Parent or Guardian Signature:  						Date: 

Adult Participant Signature: 							Date: 

Printed Name of Participant:	Date: 

 
