
 
 

BLACK SWAMP AREA COUNCIL 
GREAT OAKS DISTRICT 

2008 
 

DAY LEADER DAY CAMP REGISTRATION FORM 

Name_____________________________________ Pack#________ Birth date____/____/____ 
Address___________________________________ City______________ Zip_______________ 
Home phone_______________________ e-mail__________________________________________ 
Work phone________________________ 
Cell phone_________________________ 
T-shirt size (circle):  Adult Small   Adult Medium   Adult Large   Adult XL    Adult 
2XL   Adult 3XL 
 I am available to attend ____Tuesday, ____Wednesday, ____Thursday (Check days you 
will attend)  
  
I am a Tiger Cub Adult _____ (check if yes)             My Tiger cub is 
________________________(Child’s full name) 
Are you certified in CPR? yes/no   Are you certified in First Aid? yes/no 
Registration fee $5 for all Day Leaders and Tiger Cub Adults, paid check_____ or 
cash_____ 
Day Leaders are required to attend a training session prior to camp.  Dates 
will be announced. 
 

HEALTH AND MEDICAL HISTORY 
Check any medical conditions you have: 
 __Asthma     __Fainting spells __Convulsions __Allergy to any food, 
medication, plant, animal, or insect sting  
 __Bleeding disorder __Diabetes __Heart trouble   __Other 
Explain:____________________________________________________________________________________________________
__________________________________________________________________________ 
Medications taken daily we should be aware 
of________________________________________________________ 
__________________________________________________________________________________________ 
Medical insurance carrier______________________________ Group or policy number____________  
 
IN CASE OF EMERGENCY NOTIFY: 
Name_____________________________ Relationship:  _______________________ 
Home Phone_____________________ Work Phone______________________ Cell 
Phone____________________ 
Family Doctor___________________________________Phone______________________ 
 



 
 AUTHORIZATION: 
   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 myself. 
                                     
Signature_________________________________________Date____________________ 
 
 

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


