
I acknowledge my understanding and agreement with all of the following: Wild Week, Inc., its o�cers, 
a�liates, sta�, and 24/7 Student Ministry shall not be liable for any accidents, injuries or illnesses of any 
kind which are sustained by my child while attending camp or traveling to and from camp and, in 
connection herewith, I hereby hold harmless and waive any claims, judgments and/or demands from 
Wild Week, Inc., its o�cers, a�liates, and sta�, with respect to any such accident, injury or illness. 
Additionally, I understand and agree that my child is attending this camp with 24/7 Student Ministry, 
that is solely responsible for his/her supervision, safety, and well-being at all times during and while 
traveling to and from this camp. I also understand that Wild Week Camps are provided at facilities that 
are owned and operated by third parties. Wild Week, Inc., its o�cers, a�liates, and sta� are not 
responsible for the activities at the camp other than those that are speci�cally owned, manned and 
supervised by Wild Week, Inc. sta�. I understand that in the event I or my child requires medical 
treatment while engaged in the activity, reasonable e�orts will be made to contact my designated 
emergency contacts; however, if they cannot be reached, I hereby consent and give my permission to 
the 24/7 Student Ministry sta� or any adult counselor acting on behalf of 24/7 Student Ministry with 
respect to the activity, to consent to any X-ray examination, medical, dental or surgical diagnosis; 
treatment; and hospital care advised and supervised by a physician, surgeon or dentist (as appropriate) 
licensed to practice under the laws of the state where the services are rendered, either as an outpatient 
or in any hospital. To the best of my knowledge, I have listed above all my child's medical allergies, 
medications being taken, medical problems and other pertinent information. Finally, I agree that 24/7 
Student Ministry may tape or photograph my child and record his or her voice during their participation 
in the activity. I agree that 24/7 Student Ministry will be able to use them, in whole or in part, whether in 
original or modi�ed form in any manner or media, including without limitation, for the purpose of 
advertising, promoting, and publicizing the 24/7 Student Ministry whether during the activity or 
thereafter. I hereby release and discharge 24/7 Student Ministry and all a�liated entities from any and all 
claims, demands, or causes of action that I have in connection with the use and exercise of the rights 
granted in this release. 

Please fill out completely and return to the 24-7 Student Ministry office:

Student's Name ______________________________________  Age ________ 

Birthday _________________________________   Grade Completed _______ 

Address _________________________________________________________ 

City ___________________________ State ________ Zip _________________ 

T-shirt:   S    M    L    XL   Other ___________       Gender  [   ] M   or   [   ] F 

E-mail Address ____________________________________________________ 

Roommate Choice (1) ______________________________________________
 
    (2) ______________________________________________ 
    (you will be guaranteed only one roommate choice) 

Parent/Guardian Name _____________________________________________ 

Home Phone # ____________________ Parent's Work # __________________

Emergency Contact ___________________  Phone # _____________________

COST: $350 until Feb 7
$375 until Apr 18
$400 until May 9

$150 non-refundable/non-transferable 
deposit required to sign-up
Deadline to Sign-up: May 9

Please turn card over and �ll out all medical release information

Signed (Parent or Guardian): ______________________________________________

Date: ____________________

Medical Release and Information Form 
Each student and adult must �ll out the information below completely.
 
Date of Birth_____________________ 

Insurance Carrier ___________________________ Policy Number ______________________

Name on Insurance Card ________________________________________________________ 

Physicians Name________________________________ Phone #_______________________

Names of Medications__________________________________________________________ 

My student may keep their medication with them for self-administration: [  ] YES or [  ] NO 

If No, please turn in medications at sign-in table in a zip lock back with students' name and instructions inside. 

Comments, Medical Information/Allergies and Medication:

 ______________________________________________________________________________

______________________________________________________________________________


