
 
 
 

Scientific Sibling Sleepover @ the Camp Sunshine House 
Saturday, February 4, 2012 

 
Sibling Name: ______________________________________________ DOB: _________ Grade: ________ 
 
Sibling Race:  ___Caucasian  ___African Am.  ___Asian  ___Am. Indian  ___Hispanic  ___Other 
 
Special Concerns: 
Allergies:________________________________________________________________________________ 
 
Dietary Restrictions: _______________________________________________________________________ 
 
Behavior: _______________________________________________________________________________ 
 
Medication: ______________________________________________________________________________ 
 
Name of camper treated for cancer: _____________________________   DOB: _________ Grade: ________  
 
Diagnosis: _______________________________________   Date of Diagnosis/Relapse:_________________ 
 
Please Check: ____On Therapy  ____Off Therapy  If off therapy, date therapy discontinued: ______________ 
 
Treatment Hospital: __________________________  Primary Physician: _____________________________ 
 
Name of Parent(s)/Guardian(s) with whom sibling lives: ________________________________________ 
 
Relationship to child: ___________________________  
 
Address:  ________________________________________________________________________________ 
  (street address)        (city)           (state)          (zip)              (county) 
 
Home Telephone #:  ____________________ Work Telephone #:  __________________________________ 
 
Cell #: _____________________________Parent email address: ___________________________________ 
 
If child does not live with both parents, please list other parent or guardian below: 
Parent Name: ___________________________________________ Relationship: _____________________ 
 
Address:  ________________________________________________________________________________ 
  (street address)        (city)           (state)          (zip)              (county) 

 
Home Phone #:_______________________  Cell Phone #:________________________________ 
 
Emergency Contact: 
Name:  _________________________________________  Relationship:  ____________________________ 
 
Home Phone #:  ___________________________________  Cell Phone #: ___________________________ 

 
SPACE IS LIMITED: Applicants will be processed on a first come, first served basis,  

with priority to those who have a sibling on treatment.  
 

Please return application by January 27, 2012 
Mail: Camp Sunshine, 1850 Clairmont Rd., Decatur, GA 30033 OR Fax: 404-325-7929 

 
CAMP SUNSHINE CONSENT FORM 

PLEASE FILL OUT FOR EACH SIBLING ATTENDING 



 
The following consent agreement must be signed by a parent or legal guardian of the minor child in order for the child to 
attend Camp Sunshine’s Scientific Sibling Sleepover at the Camp Sunshine House. 
 
Your signature below indicates approval of the following: 
 
1. In the event that my child, __________________________, participates in the Scientific Sibling Sleepover February 4, 
2012, I hereby waive, release and discharge any and all claims for damages for death, personal injury or property damage 
which I may have, or which may hereafter accrue to me, as a result of my child’s participation in the Camp’s activities.  This 
release is intended to discharge in advance Camp Sunshine and all of its agents, representatives, volunteers and employees 
from any and all liability, claims, costs, expenses and/or damages (collectively referred to as “liability”) arising out of or 
connected in any way with my child’s participation in the activities of the Camp, even though that liability may arise out of 
negligence or carelessness on the part of the persons or entities mentioned above. 
 
I further understand that serious accidents occasionally occur during Camp activities, and that participants in Camp activities 
occasionally sustain mortal or serious personal injuries and/or property damage as a consequence thereof.  Knowing the risks 
of Camp activities, nevertheless, I hereby agree to assume those risks and to release and hold harmless all of the persons or 
entities mentioned above who (through negligence or carelessness) might otherwise be liable to my child or to me (or to my 
heirs or assigns) for damages. 
 
I further agree to indemnify and hold harmless Camp Sunshine in the event any other person or entity, other than the 
undersigned, brings an action for the death or personal injuries of my child, __________________________________, as a 
result of my child’s participation in the Camp’s activities. 
 
2. Camp Sunshine accepts no responsibility for the loss, damage or theft of your child’s property. 
 
3. Should you as parent or guardian, during the Camp session, leave your place of residence, you will advise the Camp 
administration where you can be contacted in the event of an emergency. 
 
4. If you have any health and accident insurance coverage, please list: 
 
Name of insurance company: _______________________________________________Phone: _______________________ 
Address: ___________________________________ City: _____________ State: ______ Zip: ________________________ 
Name of insured_________________________________________ Relationship to participant________________________ 
Policy No: ___________________________________________________________________________________________ 
If covered by Medicaid, please list Medicaid number__________________________________________________________ 
 
5.  Notwithstanding Paragraph 1, I recognize and understand that Camp Sunshine is operated as a charitable organization.  
My child and I are receiving all of the benefits of Camp Sunshine with minimal or no costs to us and recognize that Camp 
Sunshine is immune from suit under Georgia’s Charitable Immunity Doctrine. 
 
6. In case of medical and/or surgical emergency, you authorize Camp Sunshine medical staff to render to your child or to 
arrange for your child to receive any X-rays, anesthetic, medical, dental, surgical diagnosis, treatment, and hospital care 
which is deemed advisable by and is to be rendered under, the supervision of any physician, dentist or surgeon licensed to 
practice in the State of Georgia. 
 
7. Camp Sunshine and its representatives have absolute permission to use your child’s image in a photograph that pertains to 
the lawful programs and activities of the Camp. 
 
8. All information is correct so far as I know and the child being described has permission to engage in all prescribed Camp 
activities, except as noted by the examining physician and me. 
 
Signature:  ______________________________________________Date:  _______________________________________ 
 
Print Name:  _____________________________________________Relationship to Camper: _________________________ 
 
Camper’s Name: ______________________________________________________________________________________ 
 

 


