
 
 

REGISTRATION FORM 
 

GENERAL INFORMATION 
 

Home Address______________________________________________________ 
 
City____________________     Postal Code___________  Home Tel#__________ 
 
Mother’s Name_______________________ Email Address___________________   
 

Business Tel#____________________ Ext:________   Cell#_________________ 
 

Father’s Name_________________________ Email Address_________________ 
 

Business Tel#____________________ Ext:________ Cell#__________________  
 
CAMPER INFORMATION 
 
CAMPER’S FIRST NAME CAMPER’S FAMILY NAME   SEX   BIRTH DATE   AGE 
 
1.___________________ ______________________   ___    ___________   ____ 
 
2.___________________ ______________________   ___    ___________   ____ 
 
3.___________________ ______________________   ___    ___________   ____ 
 

CAMP CHOICES 
PLEASE CHECK MARK THE WEEKS YOU WISH TO ENROLL IN: 
 

July 6 – 10 July 13 – 17 July 20 – 24 

   
July 27 – 31 Aug 4 – 7* (4 days) Aug 10 – 14 

   
Aug 17 -21 Aug 24 -28 Aug 31 – Sept 4 

   
 

 
CAMP FEE CALCULATIONS 
 
Full Day: ____ Week(s)  X  ____Camper(s) =  ____  X $337/WK   Subtotal: $ _______ 
 
Half Day: ____ Week(s)  X  ____Camper(s) =  ____  X $337/WK   Subtotal: $ _______ 
 
  

Discounts (Coupons OR 10% discount for 2nd & each subsequent child)    Less          - $ _____ 
 
Extended Care: ____ Sessions  X  ____ Camper(s) = ____ X $25/Session     $ ______ 

 
        Grand Total: $ __________ 
 



 
 
 
 
 
 
EMERGENCY CONTACTS/PICK-UP LIST (other than parents) 
 

Name____________________________ Tel#_____________________________  
 
Name____________________________ Tel#_____________________________ 
 
 

CONSENT FOR EMERGENCY MEDICAL TREATMENT 
 
I / we hereby give permission for my / our child to receive emergency medical treatment 
in the event that I / we cannot be contacted. 
 
_______________________________ ____________________________ 
Signature     Date 
 

_______________________________ ____________________________ 
Signature     Date 
 
 

MEDICAL INFORMATION 
 
Health Card Number________________________________________ 
 

Doctor’s Name_____________________________________________ 
 

Doctor’s Address____________________________  Tel #_________________ 
 

Does your child have any medical conditions or allergies that we need to be aware of?  
 

Please describe_______________________________________________________ 
 

What action must be taken if an allergic reaction occurs or a symptom of the medical  
 

condition occurs?_______________________________________________________ 
 
 

SIGNATURES 
I/we agree to allow my child(ren) to participate in all camp activities.  I/we give camp officials 
authority to act on my/our behalf in case of emergency.  I/we consent to Golden Ridge using the 
camper’s photograph for publicity purposes. 
 
 
_______________________  _____________________ _______________ 
Mother’s Signature   Father’s Signature  Date 
 
 


