
Monticello District Cub Scout Day Camp  

Sibling Camp Registration Form 

Medieval Magic 
Chris Greene Lake 

June 16-19, 2008 (Monday to Thursday) 

8:20 am to 4:20 pm (closes during lunch) 

 
Name: __________________________________________ Birth date & age: _____________   

Volunteer’s Name: __________________________________________   

Cub Scout Brother’s Name: ___________________________________    

   

Days I volunteer and my child will be at camp:   [ ] Monday     [ ] Tuesday     [ ] Wednesday    [ ] Thursday 

                

Sibling Camp is only available for the children of volunteers on the days they volunteer.  A one-time 

$10 fee will be charged per child for the T shirt and program supplies.  Children must have completed potty 

training.  Sibling Camp closes down during lunch so you must pick up your children!  Some volunteers 

will be asked to volunteer in Sibling Camp for part of the day.  

 

Please complete the Health Form on the back. 

 

What should we know about your child to make their Sibling Camp experience go well? 

 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

 

 

 

 I hereby give permission for my child ________________________ to attend Sibling Camp during Cub 

Scout Day Camp at Chris Greene Lake Park June 16-19, 2008 and to participate in all Sibling Camp 

activities under adult supervision, except for any restrictions on activities which are listed in the Health 

History.  I understand that siblings are not allowed to accompany parents to the program areas. 

  

   

Signed: _____________________________________ Date: _________ 

  

 

For more information try our website at http://avenue.org/mont-bsa/ or contact 

Day Camp Registrar Susan Murphy at (434) 293-5634, susan@cvillemurphy.com 

Day Camp Director Vicky Tidman at (540) 854-6561, GraemeNVicky@aol.com. 

 
   

 
Attach 

Photo 

Here 

http://avenue.org/mont-bsa/
mailto:susan@cvillemurphy.com
mailto:GraemeNVicky@aol.com


 
HEALTH HISTORY 

 

 
 Name: ___________________________   Date of Birth: _______   
 
 Circle all items that apply, past or present, to your child’s health history.  Explain all checked items below. 
 
 Allergies (food, medicine)                     Allergies (insects, plants)  Attention deficit disorder 
 Convulsions or seizures             HIV                                     Fainting spells 
 Hemophilia                         High Blood Pressure              Kidney disease 
 Difficult Digestion             Diabetes                         Cancer/leukemia 
 Heart trouble                         Asthma                          Other 
 
 Explanation(s): 
 
 
 Medications to be taken at camp (Medications must be brought to camp daily in the original container, 
clearly labeled, with written instructions): 

 
 Any physical, behavioral, emotional, mental, or other condition which may affect your child’s 
participation in, or enjoyment of camp: 

 
 Any restrictions on activity for medical/health reasons: 
 
 Date of last tetanus shot: _____     
 
 Pediatrician or Family Physician: _______________________________ Phone: ________________  
 
 Health/Accident Insurance Carrier: ________________________ Policy No. __________________  
 
  
 
 
 Parent/Guardian Authorization: In case of emergency, I hereby give permission to the physician or other 
emergency medical personnel selected by the Camp Director or her designee to treat, transport, 
hospitalize, provide anesthesia to, and order injection or surgery for my child without further 
authorization or permission. 

 
  Signed: _______________________________   Date: _______   
 


