
 
                                                                     BLACK SWAMP AREA COUNCIL             

Attach photo here 
GREAT OAKS DISTRICT DAY CAMP 

2008 
 
CUB SCOUT DAY CAMP REGISTRATION FOR 
Name________________________________ Pack#_______ Birth date____/____/____Grade in fall______ 
Address___________________________________City______________Zip_______________ 
Name of parent/guardian___________________________ Home phone_____________ Work 
phone___________ 
              Cell phone_____________ 
Alternate contact in case of emergency: 
Name_______________________ Relationship_______________ Phone_______________________ 
 
Scout’s T-shirt size (circle one):  Youth Small, Youth Medium, Youth Large, Adult 
Small, Adult Medium, Adult Large 
My son is a ____non-swimmer, ____beginner(can swim 25 yards without stopping), 
____swimmer(can swim 100 yards  
 using crawl and back stroke) 
Fee:  Early Bird $35_____, Regular $40_____, Late $45_____ 

HEALTH AND MEDICAL HISTORY 
Check any medical conditions your son has: 
 __Asthma     __Fainting spells __Convulsions __Allergy to any food, 
medication, plant, animal, or insect sting  
 __Bleeding disorder __Diabetes __Heart trouble   __Other 
Explain____________________________________________________________________________________________________
_________________________________________________________________________ 
Does your son have any physical or behavioral conditions we should be aware 
of?_______________________________ 
__________________________________________________________________________________________Are your son’s 
immunizations up to date?___________ If not,explain___________________________________ 
Any reason for medications to be taken at camp?_______ All medications must be in 
original container, labeled, and given to the camp nurse upon arrival at camp.  
List medications and directions here__________________________________ 
_________________________________________________________________________________________ 
 
Medical insurance carrier______________________________ Group or policy 
number________________________  
Family Doctor___________________________________Phone______________________ 
 
PARENT AUTHORIZATION: 



 I give permission for the camp nurse to administer to my son, appropriate 
pediatric doses of the following over-the-counter medications if needed during 
camp hours: Check any _____ Children’s Tylenol _____Benadryl _____ Pepto Bismol 
 In case of emergency, I understand that every effort will be made to 
contact me.  In the event I cannot be reached, I hereby give my permission to 
the physician selected by the adult leader in charge to secure proper 
treatment including hospitalization, anesthesia, or injection of medications for 
my son. 
 Regarding transportation to camp, I understand that I am responsible for 
arranging transportation for my son to and from Day Camp.  I release the Day 
Camp Staff and Black Swamp Council from responsibility in the event of 
irregularities. 
 I give my permission for the release of photos including my son for use in 
promotions by the BSAC. 
     Signed _________________________________ Date_________________ 
      Parent or guardian 
Please attach photo of your son to upper right corner of this form. 
Please note any special considerations regarding transportation and custody, 
etc. on reverse of this form. 
Each Tiger cub must be accompanied by an adult for the entire day camp. 

THIS FORM MUST BE TURNED IN ALONG WITH ALL DAY CAMP FEES. 
 
 


