
VHC CAMPMED SUMMER 2011
PERMISSION TO PARTICIPATE
By signing this slip, I am giving permission for my son or daughter to participate in a Healthcare Summer Camp at Virginia Hospital Center.  I understand that while at the camp, the staff of Virginia Hospital Center will provide supervised activities appropriate for students and will make every effort to assure the safety of the students.
All students will be expected to behave and dress appropriately and to follow the guidelines established by the staff.

I understand that I am responsible for transportation of my child to and from the Hospital, and that my child may only be in the Hospital building during stated hours.

Name of child:  _______________________________________
Date of birth:  _______________________________________

Home Address:   _______________________________________
                _______________________________________

Phone #:        _______________________________________ 
Mother’s Name:  _____________________________________

Home address:   _____________________________________
Home tel. #:    _____________Work tel.# ______________

Father’s Name:  ______________________________________

Home address:   ______________________________________

Home tel. #:    _____________Work tel.# ______________

List two people who may be called in an event of an emergency or if your child becomes ill and neither parent can be reached.  
Name:     _____________________ Phone number: ____________
Address:  _________________________________________________

Name:     _____________________ Phone number: ____________

Address:  _________________________________________________
In the event of an emergency or illness, the staff will make every effort to contact the parent(s) of the child.  If unable to reach the parent(s), the staff will bring the child to the emergency room for observation or treatment.

Child’s Physician ______________________ Phone #__________
Address:__________________________________________________

If your child has any known allergies( including food, medication or anything else), please list them below:
___________________________   ____________________________

___________________________   ____________________________

___________________________   ____________________________

___________________________   ____________________________

Mother’s signature and date                  Father’s signature and date

Please send student application, permission slip, and signed guidelines with registration fee to:

Mary Ellen Gannon

Virginia Hospital Center 

1701 N. George Mason Drive

Arlington, VA  22205

Checks may be made out to:   Virginia Hospital Center – CAMP MED

