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| hereby give Camp Deerpark permission Pricing:
foquemychildfoqnyhosp"qlch“"yor Each 6 Day Summer Camp $200 &

outside doctor when deemed necessary. Summer Camp T-Shirt.......co i ee. ... 810 o i

Furthermore, | hereby give permission to
such hospital or outside doctor to authorize

I would like a T-shirt: (circle size)

x-rays and emergency treatment if S M L XL XXL
deemed necessary. | understand that all (T-shirts are in adult sizes)
medical bills for services rendered by
anyone other than Camp Deerpark’s Your spot is not reserved until the
medical staff are my responsibility. amount due is paid in full. Payment
must be made six days before camp F . Y
mpowerin outh to SCFVC
starts. P S
Signature Date Christin the Citg
CAMP OPERATOR’S DISCLOSURE 1 have enclosed the entire amount of
STATEMENT TO PARENTS AND 1 will send the balance of the amount on
GUARDIANS

e This children’s camp must have a Call our office today to set up an advanced payment

ermit to operate from the Orange lan!
IC)Jounty Department of Health. p

e The camp is required to be inspected at
least twice annually.

e Copies of the inspection reports are on HAHAAAAAAAAAAAAAAAAAAAAHIAAAAAAIAAAAAAIAAAAAANAN
file and available for review at:

Important Note!!

Orange County Department of Health
Division of Environmental Health
124 Main Street
Goshen, NY

Complete payment must be made six

days in advance. Late payments, or

«| ive the Example!”

payments brought to the bus will be
subject to an additional $50 fee.

For questions or assistance with
registration, contact:
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Camp Deerpark Summcr Thcmc Vcrsc:
Zachary Garber X
(845)-754-8669 (office) e Scholarships Don't let anyone look down on you because
(845)283-2673 (cell) : 50 scholarships may be available for families who register
(877)-754-8669 (office toll free) : $ . p y . g you are young, but set an example for the
: two weeks in advance and who: attend more than one camp belfevers sPccch, i e, fin o, i Taiidh mimd
Deerparkprogram@gmail.com " session or who have more than one child attending camp or . .
WWW.campdeerpark.org : who attend a NYC Menn. Church I punty.
P.O. Box 394 ! Please send me an application. =t T‘mOthﬂ 412
Westbrookville, NY 12785 e
Thank you for parinering with the ministry of Camp
Deerpark! 2 O O 9

Distributed by: office



SUMMER CAMP SCHEDULE
For ages 8-13

Week 1: July 5-10
Week 2: July 12-17
Week 3: July 19-24
Week 4: July 26— July 31
Week 5: Aug 2-7
Week 6: Aug 9-14
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TRANSPORTATION
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Return: Fridays
4:00 pm Bronx
5:00 pm Brooklyn

Depart: Sundays
3:30 pm Brooklyn
5:00 pm Bronx

Bronx
Evangelical Garifuna Church
344 Brook Ave (Cross street 1415t & 142nd)
(718) 585-7253

Brooklyn
United Revival Menn. Church
169 Knickerbocker Ave (Corner of Melrose)
(718) 456-9401

PACKING LIST
-Swimsuit
-Flashlight
-Towel
-Sleeping Bag
-Sheets (if you don’t have sleeping bag)
-Pillowcase
-Insect Repellent
-Sweater or Jacket
-Bible (if you have one)
-Shoes for hiking
-Old sneakers or water shoes for rafting

What not to bring
Cell-phone/Game Boy PSP/TV/Radio/l-pod/

Discman/MP3 Player/Valuables/Money/Jewelry

.tear and mail...tear and mail...tear and mail...tear and mail...tear and mail...tear and mail...tear and mail

Tear and mail..

Register Today!!! Medical Information

(to be completed by a parent or guardian)

Physician/Pediatrician
Office phone ()

Camper Information ) o .
Is your child receiving any form of medical treatment

Name or taking medication? ___ Yes No

Age Birth Date / / Sex:__M F If yes, explain

Parent/Guardian Information Is this camper covered by family medical insurance?

~__Yes ___ No
Name

If yes, indicate the name of the plan carrier:
Address Apt
City State Zip
Phone (H) ( IMPORTANT!!!

Please attach a copy of your Health Insurance Card and
(W) (Cell)(_) Prescription Plan Card to be used in the event that
. medical treatment or medication is required.

Email

Allergies Health History
Emergency Notification _ Penicillin __Ear Infections

_ Sulfa __Glasses/Contacts
Name __Aspirin __Heart Disease
Relationship Phone(_) __Hay Fever __Seizures

__ Ragweed _Diabetes
Name __Food __Asthma
Relationship Phone( ) __ Pneumonia

_ Insect __Headaches
1 certify that the enclosed information is correct and 1 _ Nose Bleeds
give permission for my son and/or daughter to be trans- __ Other __Chicken Pox
ported in Camp Deerpark privately owned vehicles for __Other
approved out-of-camp activities and for the release of

Medical Information Continued on back...

medical records in case of illness. I understand that in
order for my child to remain at camp, he/she must coop-
erate and comply with all camp policies and activities. 1
give my permission for photographs or videos of my
child to be used in camp promotional material. If I do
not give consent for photographs and videos of my child
to be used I will print “decline” here:

Signature Date




