
2010 Larry Hyde Summer Camps

The information on this form is not part of the camper or staff acceptance process, but is gathered to assist us in identifying appropriate care. Any changes to this form
should be provided to camp personnel upon participant’s arrival in camp. Provide complete information so that the camp can be aware of your needs.

Camp: ___________________________________________________________________Dates of Attendance: __________________________________

Camper’s Name: ____________________________________________________________Birth Date: ___________________Age at Camp: ____________

Home Address: ______________________________________________________________________________________________________________

Social Security of Participant:___________________________________________________Gender     o Male          o Female

Custodial Parent/Guardian: ____________________________________________________Phone: ______________________Cell Phone:______________

Home Address: ______________________________________________________________________________________________________________

Business Address:____________________________________________________________________________________________________________

Spouse/Guardian/Emergency Contact: ____________________________________________Phone: ______________________Cell Phone:______________

Home Address: ______________________________________________________________________________________________________________

Business Address:____________________________________________________________________________________________________________

If not available in emergency, notify: ______________________________________________________________________________________________

Relationship: ______________________________________________________________Phone: ______________________Cell Phone:______________

Address:___________________________________________________________________________________________________________________

Insurance Information
Is the participant covered by family /hospital insurance?     o Yes          o No

If so, indicate carrier or plan name:__________________________________________________________________________Group#_________________

FPHOTOCOPY OF FRONT AND BACK  OF HEALTH INSURANCE CARD MUST BE ATTACHED TO THIS FORM.

Parent/Guardian Authorizations: This health history is correct and complete as far as I know, and the person herein described has permission to engage in all camp 
activities except as noted. I hereby give permission to the camp to provide routine health care, administer prescribed medications, and seek emergency medical treatment
including ordering x-rays or routine tests. I agree to the release of any records necessary for insurance purposes. I give permission to the camp to arrange necessary 
related transportation for me/my child. In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the camp to secure and
administer treatment, including hospitalization, for the person named above. This completed form may be photocopied for trips out of camp.

Signature of Parent or Guardian or Adult Camper/Staffer: ________________________________________________________________________________

Printed Name:_________________________________________________________________________________________Date: __________________

I also understand and agree to abide by any restriction placed on my participant in camp activities.

Signature of Minor or Adult Camper/Staffer: __________________________________________________________________________________________

IMPORTANT—These boxes must be complete for attendance

Allergies List all known and describe reaction and management of the reaction

Medication: ________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Food: _____________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Other (include insect stings, hay fever, asthma, animal dander, etc.): ________________________________________________________________________

_________________________________________________________________________________________________________________________

Health Form Please fill out both sides.

Please make check(s) payable to: Larry Hyde Summer Camps and send with application (completing both sides) to: Larry Hyde Summer Camps 8801 Cheltenham Avenue,
Wyndmoor, PA 19038 (215) 836-0224. NOTE: $200 deposit (which includes a $100 non-refundable application fee) must accompany this application. The full $200 is credited
to the total tuition fee. When the camp rate is less than $200, then the full camp rate is due with the application. Full tuition is due May 1, 2010; or enrollment is subject to
cancellation. All cancellations in May will be subject to a $100 fee. No refund will be made if notice of cancellation is not received 3 weeks prior to the weeks selected.
Reservations are made in order of receipt, and we will notify you if preferred weeks are not available. We reserve the right to dismiss any student whose conduct is detrimental
to the camp and no refund will be made. No refund will be made for late arrival or early departure. No refund will be made for withdraw due to illness or family vacation.

All cancellations are subject to $100 Service Fee

o WEEK 1:* June 7 – June 11 o Full Day o AM o PM
o WEEK 2: June 14 – June 18 o Full Day o AM o PM
o WEEK 3: June 21 – June 25 o Full Day o AM o PM
o WEEK 4: June 28 – July 2 o Full Day o AM o PM
o WEEK 5: July 5 – July 9 o Full Day o AM o PM

o WEEK 6: July 12 – July 16 o Full Day o AM o PM
o WEEK 7: July 19 – July 23 o Full Day o AM o PM
o WEEK 8: July 26 – July 30 o Full Day o AM o PM
o WEEK 9: Aug. 2 – Aug. 6 o Full Day o AM o PM
o WEEK 10:* Aug. 9 – Aug. 13 o Full Day o AM o PM

o WEEK 1: June 14 – June 18 o WEEK 5: July 12 – July 16
o WEEK 2: June 21 – June 25 o WEEK 6: July 19 – July 23
o WEEK 3 June 28 – July 2 o WEEK 7: July 26 – July 30
o WEEK 4: July 5 – July 9 o WEEK 8: Aug. 2 – Aug. 6

* Week 1 and 10 of Tennis Camp will not have an extended day.

SUPER SPORTS CAMP PEE WEE CAMP

TENNIS CAMP

Please fill out both sides of application.

Extended hours are available, beyond the times already listed, before and after camp. Please call the Main Office for further details.
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FITNESS CAMP
o WEEK 1: June 15 – June 17 o Tuesday o Thursday
o WEEK 2: June 22 – June 24 o Tuesday o Thursday
o WEEK 3: June 29 – July 1 o Tuesday o Thursday
o WEEK 4: July 6 – July 8 o Tuesday o Thursday
o WEEK 5: July 13 – July 15 o Tuesday o Thursday
o WEEK 6: July 20 – July 22 o Tuesday o Thursday
o WEEK 7: July 27 – July 29 o Tuesday o Thursday
o WEEK 8: Aug. 3 – Aug. 5 o Tuesday o Thursday
o WEEK 9: Aug. 10 – Aug. 12 o Tuesday o Thursday

Note: Week 1 will be held at Mount Saint Joseph Academy
TOTAL WEEKS ______ EXTENDED HOURS _______ TOTAL $ ______________ 

TOTAL WEEKS ______ EXTENDED HOURS _______       TOTAL $_______

Pre-Season Rates Season Rates
2 Weeks A o B o C o D o 2 Weeks A o B o C o D o
3-5 Weeks A o B o C o D o 3-5 Weeks A o B o C o D o
6-8 Weeks A o B o C o D o 6-8 Weeks A o B o C o D o

TOTAL WEEKS ______ EXTENDED HOURS _______     TOTAL $_______

TOTAL CLASSES ______ TOTAL $ _______

o Session 1: July 12 – July 16 o DVD  ($46.99)
o Session 2: August 2 – August 6

WICKLINE CASTING’S FILM & TV CAMP

EXTENDED HOURS _______              TOTAL $_________

o Session 1: June 28 – July 2

ALL-STAR BASEBALL ACADEMY

EXTENDED HOURS _______              TOTAL $_________

NOTE: All campers must sign a release video footage and photo release form.

o WEEK 1: June 14 – June 18 o WEEK 5: July 12 – July 16
o WEEK 2: June 21 – June 25 o WEEK 6: July 19 – July 23
o WEEK 3 June 28 – July 2 o WEEK 7: July 26 – July 30
o WEEK 4: July 5 – July 9 o WEEK 8: Aug. 2 – Aug. 6

Session Days and Times
Session A: 3 days per week. Hours: 9–12 noon; Monday, Wednesday & Friday
Session B: 5 days per week. Hours: 9–12 noon; Monday thru Friday
Session C: 3 days per week. Hours: 9–3 p.m.; Monday, Wednesday & Friday
Session D: 5 days per week. Hours: 9–3 p.m.; Monday thru Friday
Extended Hours: Begin at 7:30 a.m. and end at 6 p.m.

Session Times
Regular Hours: 9–4 p.m.
Extended Hours: Begin at 7:30 a.m. and end at 6 p.m.

Session Times
Regular Hours: 9–4 p.m.
Extended Hours: Begin at 7:30 a.m. and end at 6 p.m.

Session Times
Regular Hours: 9–4 p.m.
Extended Hours: Begin at 7:30 a.m. and end at 6 p.m.

Session Times
Regular Hours: 9:15–10:30 a.m.
Extended Hours: Begin at 7:30 a.m. and end at 6 p.m.

Session Days and Times
Full Day: Hours: 9–3 p.m. 
Half-Day AM: 9–12 p.m.
Half-Day PM: 1–3 p.m.
Extended Hours: Begin at 7:30 a.m. and end at 6 p.m.



Restrictions (The following restrictions apply to this individual.)

Does not eat: _______________________________________________________________________________________________________________

Explain any restrictions to activity: (e.g. what cannot be done, what adaptations or limitations are necessary.)

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Please explain any “yes” answers, noting the number of the questions. _______________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Use this space to provide any information about the participant’s behavior and physical, emotional, or mental health about which the camp should be aware.

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Name of Family Physician: ________________________________________________________________________________Phone: _________________

Name of Family Dentist/Orthodontist: ________________________________________________________________________Phone: _________________

General Questions (Explain “yes” answers below.)

Has/does the participant:                                                          Yes No

1. Had any recent injury, illness or infectious disease? .....................o o

 

2. Have a chronic or recurring illness/condition? ..............................o o

 

3. Ever been hospitalized? .................................................................o o

 

4. Ever had surgery? ..........................................................................o o

 

5. Have frequent headaches? ............................................................o o

 

6. Ever been knocked unconscious?...................................................o o

 

7. Ever had a head injury?.................................................................o o

 

8. Wear glasses, contacts or protective eye wear?.............................o o

 

9. Ever had frequent ear infections?..................................................o o

 

10. Ever been dizzy during or after exercise?.....................................o o

 

11. Ever passed out during or after exercise? ...................................o o

12. Ever had seizures?.......................................................................o o

13. Ever had chest pain during or after exercise? .............................o o

 

Yes No

14. Ever had high blood pressure? ....................................................o o

 

15. Ever been diagnosed with a heart murmur?................................o o

 

16. Ever had back problems? ............................................................o o

 

17. Ever have problems with joints (e.g. knees ,ankles)? ..................o o

 

18. Have an orthodontic appliance being brought to camp? .............o o

 

19. Have any skin problems?.............................................................o o

 

20. Have diabetes? ............................................................................o o

 

21. Have asthma?..............................................................................o o

22. Had mononucleiousis in the past 12 months?.............................o o

23. Had problems with diarrhea/constipation?..................................o o

 

24. If female, have an abnormal menstrual history?.........................o o

 

25. Ever had an eating disorder?.......................................................o o

 

26. Ever had professional help for emotions difficulties?..................o o
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Medications Being Taken

Please list ALL medications (including over-the-counter or nonprescription drugs) taken routinely. Bring enough medication to last the entire time at camp. Keep it in the
original packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of the medication, the dosage, and the frequency of administration.

o This person takes NO medications on a routine basis.           o This person takes medications as follows:

Med #1 __________________________________________________________________Dosage: _____________________Schedule: _______________

Reason for Taken: ____________________________________________________________________________________________________________

Med #2 __________________________________________________________________Dosage: _____________________Schedule: _______________

Reason for Taken: ____________________________________________________________________________________________________________

Attach additional pages for more medications.

Identify any medications taken during the school year that participant does/may not take during the summer:____________________________________________

_________________________________________________________________________________________________________________________

FPlease return by May 31, 2010 to:  
Larry Hyde Summer Camps     8801 Cheltenham Avenue     Wyndmoor, PA 19038 

FPlease visit our website to download an additional required health form to be completed by your physician.

CAMPER INFORMATION

Camper’s Name:     oMale      oFemale

Address:

City: State: Zip:

Home Phone: E-Mail Address:

Date of Birth: Age at Camp:

Name of School: Grade in School as of Sept. 1, 2010:

Referred to Camp by: T-Shirt Size: Youth        o S o M o L

How Many Years Have You Attended Our Camp? Adult       o S o M o L

PARENT’S INFORMATION

Father’s Name:     

Work Phone:

Home Phone:

IN CASE OF AN EMERGENCY NOTIFY

Name:  Relationship:

Address:

City: State: Zip:

Phone:

Mother’s Name:     

Work Phone:

Home Phone:

APPLICATION

A completed health form will be required for participation.  •  Camp has my consent to secure medical treatment for my child in case of emergency. Camp may elect to access
family health/accident policy. Parent/Guardian will be notified immediately.  •  Camp retains the rights to use photographs of campers for advertising purposes.

I HAVE CAREFULLY READ THE ENCLOSED INFORMATION AND AGREE TO THE CONDITIONS STATED HEREIN.

Parent/Guardian Signature: Date:

For Completion by Parent/Guardian
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Health Insurance Carrier:    Policy Number:

Please fill out both sides of application.

PARENT / GUARDIAN INFORMATION

 


