
	 LONE TREE RANCH 

YOUTH CAMP 
JULY 10-15 

WEDNESDAY, MAY 31 

Registration Form  
Cost:   
$275 until 3/6 
$325 until 4/26 
$375 until 5/31 

Join us for a week of high adventure at Lone Tree Ranch in New 
Mexico! Open to students who are current 7th-12th graders. All 
forms must be completed upon submission to secure your spot. 
$75 deposit due by dates listed to receive discounted rates. Final 
payment due by 5/31. Limited spots available. Sign up early!  

Have questions? Contact the UBC office at 817.926.3318. 
University Baptist Church: Building a Christian community where people are transformed 
by the love of Christ. 

T-Shirt	Size:	____________	

$275 until 3/9
$325 until 4/27
$375 until 6/1

JULY 9-14

FRIDAY, JUNE 1



 
LONE TREE CAMPS Registration/Health History Forms 

Page 1     To be filled out by ALL attending guests 
Page 2     Top portion to be filled out by parent and the bottom portion filled out by a LICENSED PHYSICIAN for guests under the age                                     
of 18. Forms to be returned TWO WEEKS prior to arrival in order to attend camp. 
 
FACILITY ATTENDING (CIRCLE ONE) RANCH FORT  LAKESHORE  MISSIONS 
 
Date of Camp ___________________________ Date of Birth ______/______/_________ Age________ M / F     First time camper?     Y / N 
 
Guest Name ____________________________________________ If with a group, group name _____________________________________________ 
 
Parent/Guardian:  Father ____________________________________________ Mother ______________________________________________________ 
 
Home address ________________________________________________City _________________________________ State _________ Zip ______________ 
 
Email __________________________________________________________ Home # _____ ________________________________________________________ 
 
Father’s Work # _____________________________________________  Cell # _________________________________________________________________ 
 
Mother’s Work # ____________________________________________  Cell # _________________________________________________________________ 
 
In case of emergency and neither parent can be reached, please notify: 
 
Name __________________________________________________________ Home # _________________________ Cell # _____________________________  
 
Relationship to camper ______________________________________ 
 
Family Physician Name ______________________________________ Phone # ______________________________________________________________ 
 

** PLEASE SEE ATTACHED MEDICAL FORMS ** 
 

If you or your child should require medical attention while at one of the Lone Tree Camps for injuries received or 
illnesses contracted prior to coming, please send information necessary to give him/her proper medical service during this time. 

In case of emergency, I hereby give permission to the physician selected by the camp director or his staff to hospitalize 
and secure proper treatment for and order injections, anesthesia or surgery for me or my child as named above.  I also hereby 
give my permission for me or my child to participate in all activities, including but not limited to Swimming, Boating activities, 
Blobbing, Bike Ramp, River Float, Hotsprings, Field Sports, Mountain Rappelling, Vehicle Transportation, Climbing, Waterslide, 
Mechanical Bull, Archery, Rifle Range, Hayrides, Horseback Riding, Cycling, Zip line, Swings, Caving, Diggler Mountain Scooters. 

I am also responsible for securing transportation for my child from camp, pick up will be supervised and approved by 
myself or by the designated on-site leader that attends camp with the campers’ church or school group. 

I agree to assume, as an explicit condition of me or my child’s/ward’s participation, any and all risks, including but not 
limited to these enumerated above. I agree to release, discharge and hold harmless Lone Tree Inc, it’s staff, the sponsoring 
church or group and its members from any and all liabilities, claims, demands and causes of action whatsoever which may arise 
due to the participation of myself or my child/ward. 

I realize, also that in the event of illness or injury while attending camp or participating in its activities, medical 
treatment may be required.  I hereby give permission for any such treatment to be rendered, and I agree to bear the cost of 
such treatment.  If any changes occur, I will contact the director in writing. 

Periodically, photographs, videos or interviews are taken during the camp session. I acknowledge that by my or my 
child’s participation in a Lone Tree camp session, I give permission and consent for any such photographs, videotapes or 
interview to be used or published to illustrate report, promote or advertise the camp. 
 
____________________________________________________ / __________     _________________________________________________ /  ______________ 
Father/Guardian Signature      Date             Mother/Guardian Signature                                  Date 

Page 1 of 2 SECTION A 



Health History Forms 
 
Page 2     Top portion to be filled out by parent. Bottom portion filled out by a LICENSED PHYSICIAN for ALL guests 
under the age of 18. Forms to be returned TWO WEEKS prior to arrival in order to attend camp 
 
FACILITY ATTENDING (CIRCLE ONE) RANCH FORT  LAKESHORE  MISSIONS 
 
Campers Name _________________________________________________________ Date of Camp ______________________________________________ 
 
9 Attach a photocopy of Shot Record. Date of last Tetanus Shot ________________________. 
9 Attach a photocopy of the Front and Back of Insurance Card (essential in emergencies).  
9 If you do not have Insurance, please call our office to receive an Insurance Disclaimer Form. 

 
Please list any chronic or recurring illnesses or medical conditions (stomach upsets, rash, frequent cold, etc…), current 
physical, mental or psychological considerations and list any allergies (include food allergies), also list any treatments 
being taken or given.  
 
 
 

 
Camp Nurse/Administrator may administer the following to my child (check if applicable):                ______ Pepto Bismol 
 
______ Cough Drops   _____ Cough Syrup ______ Acetaminophen (Tylenol)  ________ Ibuprofen (Motrin)   _____ Aspirin (Bayer) 
 
Operations or serious injuries with dates __________________________________________________________________________________________ 
 
Swimming or Activity Restrictions __________________________________________________________________________________________________ 
 
MEDICATIONS: 

9 A Medication Slip is attached and should be used for prescription medication that will be submitted to camp staff at 
check-in.  The top portion is for check-in, the bottom portion should be attached to this registration page. 

9 Campers must also submit non-prescription medications and vitamins upon check-in.   
9 Certain items such as Inhalers or critical EpiPens may be kept by the camper upon the staff’s approval at check-in.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Family Physician Name ______________________________________ Phone # ______________________________________________________________ 
 
____________________________________________________ / __________     _________________________________________________ /  ______________ 
Father/Guardian Signature      Date             Mother/Guardian Signature                                  Date 

Page 2 of 2 SECTION B 

HEALTH CARE RECOMMENDATIONS BY LICENSED PHYSICIAN  
A COPY OF A SPORTS PHYSICAL WITHIN THE LAST TWO YEARS WILL BE ACCEPTED 

 
(*) I have examined the above camp applicant within the past  24 months  ______ No        _____ Yes ______ Date Examined  
 
In my opinion, the applicant is physically able to participate in an active camp program _____ No _______ Yes 
 
List any medically prescribed meal plan or dietary restrictions ________________________________________________ 
 
Current or on-going treatments and/or medications ________________________________________________________   
 
___________________________________________________________________________________________________ 
 
(*) Licensed Physician’s Name  _________________________________(*) Signature ______________________________ 
 
(*) Address _________________________________ (*) City _____________________ (*) State______ (*) Zip _________ 
 
(*) Phone _________________________________________ Date Form Completed _______________________________ 
 
Form completed by (If other than Physician) _______________________________________________________________ 

 
Please complete each line above and note that items with an asterisk (*) are especially important. Thank you! 



  

MEDICAL RELEASE 

Child’s Full Name _________________________________________ Date of Birth ______________________ 

Parents' Names ________________________________________________________________________________  

Address _______________________________________________________________________________________ 

City _____________________________________ State _____________________ Zip ______________________ 

Mother’s Cell # ___________________________ Mother’s Work #____________________________________  

Mother’s Email ________________________________________________________________________________ 

Father’s Cell # ____________________________ Father’s Work #_____________________________________ 

Father’s Email _________________________________________________________________________________ 

PRIMARY CARE DOCTOR 

Doctor ____________________________________________  Phone ____________________________________  

Medical Insurance Company ____________________________________________________________________ 

Address _______________________________________________________________________________________ 

Phone ____________________________________ Preferred Hospital __________________________________ 

Name of Primary Insured  ______________________________________________________________________ 

Policy or Group # ______________________________________________________________________________  

IN CASE OF EMERGENCY CALL 

Name _________________________________ Phone __________________ Cell _________________________  

MEDICAL HISTORY 

List any physical conditions, such as allergies, headaches etc...  

Should medical attention be required, list any special instructions needed, such as being allergic to 
penicillin, or other medications. 
 

2720 Wabash Avenue Fort Worth, Texas 76109 ⎜817-926-3318
INITIALS _________



  

MEDICAL WAIVER 

TO BE COMPLETED BY PARENTS OF YOUTH UNDER 18 YEARS OF AGE 

I _______________________________, the parent/guardian of ________________________________ a 
minor, hereby acknowledge that the said minor is presently under my care, custody, and/or control. I 
hereby give ______________________________________ my express permission to go on 2017-2018 
ministry activities with University Baptist Church, Fort Worth, Texas. I furthermore grant permission 
for my child to participate in all activities as my child is capable. 

In the event an emergency necessitating medical or surgical attention arises, I hereby consent and give 
my permission to the University Baptist Church staff, its representatives, or the sponsors, or any 
attending physician to make such decisions and to perform such medical treatments and/or surgery as 
they deem necessary and proper under the circumstances. 
 
I, ___________________________________, the parent of ___________________________________,  do 
release, acquit, discharge, and covenant to hold harmless University Baptist Church, its staff, its 
representatives, and the sponsors from any and all actions, causes of actions, damages, or liabilities, 
and financial responsibility for all medical treatment provided during the attendance of 2017-2018 
ministry activities sponsored by the University Baptist Church, Fort Worth, Texas. 

TO BE COMPLETED BY ADULTS 18 YEARS OF AGE OR OLDER 

In the event an emergency necessitating medical or surgical attention arises,  
I, ______________________________________, hereby consent and give my permission to the University 
Baptist Church staff, its representatives, and the sponsors, or any attending physician to make such 
decisions and to perform such medical treatments and/or surgery as they deem necessary and proper 
under the circumstances. 
 
I do release, acquit, discharge, and covenant to hold harmless University Baptist Church, its staff, its 
representatives, or the sponsors from any and all actions, causes of actions, damages, or liabilities 
arising out of the treatment of any sickness or accident, and financial responsibility for all medical 
treatment provided during the attendance of 2017-2018 ministry activities sponsored by University 
Baptist Church, Fort Worth, Texas. 

I have read this Medical Release Form and agree to the terms cf this document, and agree that I am 
signing it on the behalf of the above named party. 

SIGNATURE OF PARENT/GUARDIAN ______________________________________ DATE _____________________

2720 Wabash Avenue Fort Worth, Texas 76109 ⎜817-926-3318


