
 

SUMMER DAY CAMP  
REGISTRATION FORM 
 

Please print:        

Child’s Name:   _______________________________________________________________ 

Age: _______   Date of Birth: ___________ Grade (Jun’10) ______Camp: ______________  

Address: __________________________________________City /Town: ________________ 

Postal Code:________________E-Mail:  __________________________________________  

 MCP #:  _________________________________________                                               

Telephone: __________________ (H) ___________________ (W)___________________(C)  

 

In Case of Emergency Contact: 

Name: ______________________________________________________________________ 

Telephone: __________________ (H) ___________________ (W)  __________________ (C) 

Name: ______________________________________________________________________ 

Telephone: __________________ (H) ___________________ (W)  __________________(C) 

 

Doctors Name: _________________________________Telephone:____________________ 

 

PLEASE INDICATE ANY ALLERGIES OR MEDICAL PROBLEMS ( i.e. DIABETES, ASTHMA,, ETC.) 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Day Camp Program (Please indicate weeks you wish to register) 
 
 Week 1, July 5 – 9    Week 5, August 2-6 
  
 Week 2, July 12-16    Week 6, August 9-13 
 
 Week 3, July 19-23    Week 7, August 16-20 
 
 Week 4, July 26-30    Week 8, August 23-27 
 
 Early Drop Of    Late Pick Up 

(Over) 
 
 



Dates for Post Dating Cheques: 
 
Week 1   June 28   Week 5   July 26 (regatta week) 
Week 2   July 5   Week 6   August 2  
Week 3   July 12   Week 7   August 9 
Week 4   July 19   Week 8   August 16 
 
 
 

MEDICAL CONSENT FORM 

I, __________________________________________hereby give permission for my 

son/daughter______________________________________ to receive medical attention by a 

certified physician at a medical institution in my absence. 

 

_________________________________      __________________________     ____________ 
Parent/Guardian    Relationship to Child          Date 
 
 
 
 

For office use Only (Upon approval by Health & Wellness Coordinator) 
 
Pay Weekly  
 
        Cash           Cheque             Debit          Visa              MasterCard 
 
Tax Receipt Total: _________________________________ 
 
Signature: ____________________________________________        Date: ______________ 
 
 
 
 

For office use Only – Post Dated Cheques for Day Camp 
Week 
 

1 2 3 4 5 6 7 8 

Indicate 
Week 

        

Date On 
Cheque 

        

Cheque 
Amount 

        

Receipt 
# 
 

        

 


