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 Camp
1300 E. Monroe Rd., Tecumseh, MI 49286
 ~    517-423-7858

Morganvalleylori@aol.com
www.morganvalleyfarm.com
OVERNIGHT CAMP

Registration Form
Camper’s Name:__________________________________

Parent’s Name:_________________________________________

Address:______________________________________________

City:_________________ State:____
Zip:__________

Home Phone:______________
Work Phone:_____________

Cell Phone: ____________

Email address: _______________________________________

Age:_______


Male/Female (please circle)

Shirt Size:
 Adult:  S   M   L   XL  
Child:   S   M   L

Emergency Contact during camp week:________________________________________

Medical Insurance Information:

Policy:__________________________  Group/Company:_________________________

Carrier Address:__________________________________________________________

Name of insured & relationship to participant:__________________________________

Social Security # of Policy holder:____________________________________________

Social Security # of minor:__________________________________________________

Family Physician’s Name:_______________________  Phone #:___________________

Address:________________________________________________________________

Does your child have any medical condition, past or present that we should know of? 

If yes, please explain:______________________________________________________

Will you child need to take any medications during camp if so please list medication, dosage and specific time of day to be taken:_____________________________________

Recommendations & Restrictions while at camp (ie: allergies, medication, swimming, etc.):
_____________________________________________________________
Riding Experience:_______________________________________________

Special Requests for Cabin-mates & or Partners:_________________________________

How did you hear about us? _________________________________________

Do you have any special questions?___________________________________________

PERMISSION TO PROVIDE NECESSARY TREATMENT OR EMERGENCY CARE: I hereby give permission to the medical personnel selected by the camp director to order x-rays, routine tests, treatment: to release any records necessary for insurance purpose; and to provide or arrange necessary related transportation for my child.  In the event that I cannot be reached in case of emergency, I hereby give permission to the physician selected by the camp director to secure and administer treatment, including hospitalization, for the person named above.  

Parent/Guardian Authorizations:  This health history is correct and complete as far as I know, and the person described has permission to engage in all camp activities except as noted.

Signature:____________________________________________________

Printed Name:_________________________________________________

Date:________________________________________________________

Desired Camp Dates: 

June 20-25 ______ 
June 27-July 2______

July 18-23 ______        Aug 1-6______    Aug 8-13______
Regular Session ______

Advanced Session _______

Cost: $725.00

Nonrefundable deposit of $95.00

Balance due 2 weeks prior to camp date.

Reserve your spot early to ensure reservation in camp.

