
Please print clearly.  One registration and medical form per camper.

     In order to provide a Christ-honoring and positive atmosphere, campers are expected to abide by all Camp Joy rules. I understand that Camp Joy is a Christian camp where Christian 
principles will be taught. The camp reserves the right to send campers home who are unable to adhere to the camp’s conduct guidelines. I acknowledge that if my child is dismissed 
from camp, there will be no refund. I am aware that Camp Joy offers a variety of competitive and challenging recreational activities. While Camp Joy takes precautions to ensure the 
safety of all attendees, it is understood that accidents or risks of bodily injury may occur. I agree that my child may participate in all activities, and I intend by my signature a complete 
and unconditional release of the camp for all liability to the greatest extent allowed by law. I also agree that photos or videos of my child can be used for promotional purposes without 
compensation.
     I give Camp Joy my consent to secure any necessary medical treatment for my child during the camping period.  I also authorize any qualified medical professional to render 
treatment he or she deems necessary upon consultation with the camp staff.  I realize my insurance will be billed for any medical treatment as the primary coverage for my child.  
I authorize the health care staff of Camp Joy to dispense my child’s prescribed or over-the-counter medicine.  I authorize the health care staff to treat minor injuries and administer 
over-the-counter medication as indicated during my child’s stay at camp.  I understand if my child has a communicable disease, sickness, or lice and/or nits, camp reserves the right to 
take appropriate precautions, including dismissal. I certify that the above information is complete and correct to the best of my knowledge.

Parent or Guardian Date
Parent or Guardian SiGnature

To ensure accommodations, register as soon as possible.   Please fill out and include authorized signature on all forms.
CAMP JOY s W7725 KETTLE MORAINE DRIVE s WHITEWATER WI 53190 

Phone (262) 473-3132 s Fax (262) 473-0941 s E-mail:  staff@campjoy.org s Website:  www.campjoy.org

Medications NONE

Physician and Insurance

Food Allergies

Camper Medical Form

Other:Other:

Bee StingsSeizures

ALLERGIESMEDICAL
NoneAsthma

MARK ALL THAT APPLYMARK ALL THAT APPLY

Other:

Shellfish
Soy

FOOD ALLERGIES

Peanuts

Eggs

Tree Nuts

Antibiotic
Ointment

Diabetes

PenicillinRecent Illness
or Injury

Please Note: All medications must be in their original labeled containers. Please, do not send medications in pill boxes or zip lock bags. Nurses must be able to 
read labels or medications cannot be given. Medications include: prescriptions, vitamins, over-the-counter medication, and creams and essential oils.

Camp Joy will be happy to provide and prepare food for special dietary needs.  You may also bring your 
own allergy-free foods for the kitchen to prepare, or bring your own pre-made meals. Please notify us 
as soon as possible to allow our dietary staff adequate time to plan meals with allergy-free ingredients. 
Cross-contamination is possible. Ask for Rachel or leave a message at (262) 473-3132 ext. 229.

Camper’s Name  ______________________________________________________ Birthdate ____________________
Address _______________________________________________________________________________________
City ______________________________________________________________ ST _____    Zip ________________
Parent’s Name ___________________________________________________________________________________
Phone _______________________________________________________________ ___________         Home             Cell
Emergency Contact Name _______________________________________________  Phone ______________________

 Male  /   FemaleCircle one:

Name ___________________________________________Amount ___________
     r     A.M.                     r   Lunch                    r   P.M.                     r   Bedtime                    r   As needed
Name ___________________________________________Amount ___________
     r     A.M.                     r   Lunch                    r   P.M.                     r   Bedtime                    r   As needed
Name ___________________________________________Amount ___________
     r     A.M.                     r   Lunch                    r   P.M.                     r   Bedtime                    r   As needed

MARK ALL THAT APPLY

    Personal Physician     r  NONE  _________________________ Office Phone _________
    Insurance Company   r  NONE  _________________________ Policy # _____________
    Policy Holder  ________________________________________________________ 
    Date of last tetanus shot:  ______________     

r    Dairy-free                               r    Egg-free                                         r    Gluten-free
r    Other  _________________________________________________________


