LAZY F R n R Retreat
For Youth Workers and Leaders of Young Adult Ministries

March 23th-25th, 2012
Participant Registration & Health History Form
(Please Print or Type)



Participant Information

Name:___________________________________ Preferred Name:__________________________________ Age:_________ 

Church you attend/work:___________________________ Birthdate: ___________________________ Gender: ____________

Mailing Address:___________________________ City______________________________ State____________ Zip________

Home Phone: (_____)___________________ Other Phone: (_____)____________________ e-mail: _______________________

Emergency Contact: _________________________________ Phone: ________________________ Relationship: ____________


Insurance Information

Carrier or Plan Name:_____________________________________________________________ Group #:__________________

Carrier’s Address:____________________________________________________ Name of Insured: _______________________

Relationship to Camper:___________________ Policy holder’s social security # or insurance ID#:_________________________





COSTS:	Friday dinner – Sunday breakfast = $25/person
                	Friday dinner – Saturday dinner or Saturday breakfast – Sunday breakfast = $20/person
                	All day Saturday = $15/ person




Please return registration form, payment, and completed health forms to:

Lazy F Camp and Retreat Center			Phone: (509) 962-2780	Fax: (509) 962-6414
16170 Manastash Road, Ellensburg, WA 98926	Email: office@lazyfcamp.org















HEALTH INFORMATION			Participant’s Name:___________________

Name_______________________________________________  Phone______________________

Address__________________________________________________________________________

M_____  F______  Birth date_____/_____/_______  Age________  

Person to notify in case of emergency:

Name_____________________________________  Relationship:_________________________
Address_______________________________________________________________________
 Phone (home)________________________(work)____________________(other)___________
Will the person’s emergency contact be present at Family Camp?   YES_____    NO _____ 


MEDICAL INFORMATION

For your benefit and the safety of others, we need to be aware of any medical conditions you have that might impact your participation.  All information is confidential and shared only with the camp’s health care provider and  program facilitator(s).
1.  Do you wear:	contact lens?______		Hearing Aid?______
2.  Are you on any medication?______			What kind?_______
3.  Are you allergic to any of the following (please specify):
	Bug bites______				Medication______
	Bee stings______				Other___________
4.  Do you have any limiting physical problems (temporary or permanent)?  Y_____  N______
     If yes, please specify:
	_______Asthma				_______Back Problems
	_______High blood pressure			_______Kidney problems
	_______Low blood pressure                                 _______Bone/joint problems
	_______Cardiac or respiratory			_______Fear of heights
	_______Recent surgery				_______Other

What should we know about any of the above?  ______________________________________________
_____________________________________________________________________________________

Special dietary needs___________________________________________________________________

Family Medical Insurance:  Yes  ____No ____ Name of Insured:______________________________
Carrier:______________________________ Group#______________  Policy #___________________
Name of family physician______________________________  Phone___________________________


I, the undersigned, have provided current, factual, and complete information on this form




Signature______________________________________________ Date_____________________
	     (Guardian, if participant is under 18 years of age)
 



