
 
REGISTRATION, HEALTH AND PAYMENT FORM  
Part I. Registration and Contact Information 
.  
 
ParticipantÕs Last Name:___________________  First Name & Initials: _________________________ 

Street Address: _______________________________________________________________________ 

City: _________________________ State/Province: ____________ Zip/Postal Code: ______________ 

Birth Date: ____________________  Height: __________________ Weight: _____________________ 

Parent/Guardian Last Name: ____________________  First: ________________________________  

Address (if different than above): ______________________________________________________________ 

Telephone: Work: ______________ Home: ___________________ Cell: ________________________ 

E-mail:______________________________________________________________________________  

If above-named parent(s) or guardian(s) are unavailable in an EMERGENCY , please notify:  

Name: ________________________________________________________________________ 

Relationship to Participant: ________________________________________________________  

Address: ______________________________________________________________________ 

City: _________________________ State/Province: ____________ Zip/Postal Code: ________ 

Telephone: Work: ______________ Home: ___________________ Cell: __________________ 

 

PLEASE NOTE : Camp Inquiry strives to provide positive camp experiences for children with various needs 
whenever possible. We appreciate the opportunity to work with you to determine whether the Camp Inquiry 
experience is appropriate for your child. Please provide information regarding any special needs your child may 
have, including any requirements for accommodation of disabilities or medical conditions. This information 
will help ensure your child can safely participate in camp activities. Any information provided will be treated in 
a confidential manner, and will be shared with counselors on a Òneed-to-knowÓ basis. 
 
Please be aware that Camp Inquiry does not provide programs that are rehabilitative or therapeutic in nature, 
and does not specialize in serving children with special needs, including children with severe emotional or 
behavioral problems. We are committed to accommodate children with disabilities to the full extent of our legal 
obligations, but given the small size of our program, it is possible that we may not be able to accommodate 
your child. We will advise you promptly if that is the case. 
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Part II. Health Information 
The information in this form will be used at the discretion of authorized Camp Inquiry 2008 staff to ensure 

that timely, appropriate, and effective care be given to the participant. Confidentiality of participantsÕ personal 

information will be maintained, and personal information will be used only for the purposes stated. 

 

Medical Insurance Provider: _____________________________________________________________ 

SubscriberÕs Name: _____________________________________ #:  ____________________________ 

Family Doctor: ____________________________________ phone:  ____________________________ 

Other Information:_____________________________________________________________________  

____________________________________________________________________________________ 

Does the participant have any physical, cognitive, emotional, or behavioral limitations or challenges 
that would require special assistance or modifications in terms of physical surroundings or 
procedures?  
 

  [    ] No   
 [    ] Yes. Explain: ____________________________________________________________________ 

 __________________________________________________________________________________ 

 __________________________________________________________________________________ 

 __________________________________________________________________________________ 

 __________________________________________________________________________________ 

Allergy Information:  
 Allergy: __________________________ Life-Threatening? [   ] Yes  [   ] No  
 Allergy: __________________________ Life-Threatening?  [   ] Yes  [   ] No  
 Allergy: __________________________ Life-Threatening?  [   ] Yes  [   ] No 
 
Is the participant subject to any of the following? (Please check of all that apply): 
 [   ] Arthritis [   ] Convulsions [   ] Motion Sickness 
 [   ] Respiratory Ailments [   ] Ear Trouble [   ] Nightmares  
 [   ] Bed Wetting [   ] Headaches [   ] Other: __________________ 
 
Please list any special dietary preferences or restrictions: 
 

[   ]  Vegetarian Meals Only  [   ]  No Red Meat  [   ] No Shellfish 
[   ]  No milk/Dairy Products  [   ]  No Wheat Products  [   ] No Peanuts/Nuts  
[   ]   Other. Please Specify: __________________________________________________ 
 

We will do our best to accommodate your camperÕs needs. A Camp Staff Member may contact you 
with further questions about allergies or dietary restrictions. 



 
 
Chronic conditions or recent illnesses of which the staff should be aware:___________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________  

 

Please provide details of treatment required and identify any medications the participant is bringing, if the 

above mentioned condition(s) require such treatments or medications:______________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

Please note: If the participant has been treated by a physician for an illness or injury within one year of 

Camp start date, the Wellness Statement (form [3], enclosed) must indicate the details thereof, and be 

completed and signed by a physician. 

 

Medications: Any medication (over the counter and/or prescribed) required by participants must be brought 

with the participant in original packaging, clearly labeled with the participantÕs name, and with dosage 

instructions. (Medications Chart [4], enclosed). Medications are to be given to the on-site Health Professional 

for storage upon the participantÕs arrival at camp. The Health Professional will supervise participantÕs taking 

of medication according to the instructions provided. Participants must be willing to take their medications. 

 
Are there any medications that the participant should carry himself or herself (e.g. asthma pump)? 
 

 [    ] No     [    ] Yes. Specify: ____________________________________________________ 
 

If the participant is female, has she menstruated? [    ] No   [    ] Yes 
Are corrective lenses required? [    ] No   [    ] Yes                Contact lenses?  [    ] No   [    ] Yes 
Other Comments:  
____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Every effort will be made to ensure the health and safety of the participant. 
 
I hereby authorize the on-site Health Professional to secure such medical advice and services as may be 
deemed necessary for the health and safety of my child (or ward). I agree to accept financial responsibility in 
excess of the benefits allowed by my health plan. NOTE: Parent(s)/guardian(s) will receive a phone call if a 
medical situation arises.  
 
Signature:_______________________________________________  Date: _______________________ 
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Part III. Payment Information 

All-inclusive fee for Camp Inquiry is $600.00 

If you have paid a $50.00 reservation deposit, please adjust registration fee to $550.00 accordingly.  

 

PAYMENT OPTIONS:  

[   ] Online Payment (through paypal, visit www.campinquiry.org) Amount:____________ 

[   ] Check or Money Order, made payable to Camp Inquiry Amount: ___________ 

[   ] Credit Card Payment: Amount:____________ 

 [  ] MasterCard [   ] Visa [   ] American Express 

 Name on Card:______________________________________________ 

 Account #:_________________________________________________ 

 Exp. Date:_________________________________________________ 

 Signature:__________________________________________________ 

 

 

 

PLEASE SEND COMPLETED FOR M AND SUPPLEMENTAL MATERIALS TO:  

Camp Inquiry 
Center for Inquiry 

P.O. Box 741 
Amherst NY 14226-0741 

 
 
 

Questions? Email channy@centerforinquiry.net 
or Call (716) 636-4869 ext 407 

 

:    


