                                                             Traill’s End Mt. Bike Camp

                                                           Registration Form

Camper’s Name: ___________________________wk1___wk2___

Date Of Birth: _____________________________________________________________________

Address:__________________________________________________________________________

City:________________________ State:______________ Zip:______________________________

Parent/Guardian Name:______________________________________________________________

Home Phone:_________________________________ E-Mail:______________________________

Work Phone:__________________________________E-Mail:______________________________

Bee Sting Allergy?   ______yes ________no

Other Allergies:____________________________________________________________________

Medication taken regularly:___________________________________________________________

Other health concerns:_______________________________________________________________

Physician:_______________________________________Phone:____________________________

In case of illness, accident or other emergency, The staff should contact:

Name:__________________________________________Relationship:_______________________

Telephone #’s (h)_________________cell____________________(w)________________________

Name:__________________________________________Relationship:_______________________

Telephone #’s (h)_________________cell____________________(w)________________________

In the event that neither of the above contacts can be reached,  I authorize the camp staff to permit such 

treatment as the attending physician may deem necessary,  including surgery.

Signature:__________________________________________________________________________

                                                                        (parent  or guardian)

I give permission for my child to travel with the Traill’s End Mt. Bike camp Staff to the designated            

trails.

Signature:__________________________________________________________________________

                                                                         (parent or guardian)

________   Enclosed is my check for $ _________  to cover my non-refundable deposit for the camps 

and services (lunch).

________  Enclosed is my check for $__________ to cover all fees for the camp and services(lunch)

                      Please make checks payable to  Mt. Washington Bike Shop and mail to:  

                                                                                5813 Falls Rd. Balt. Md. 21209

Credit card #_________________________________________________________

Expiration Date: ______________________________________________________

Signature: ___________________________________________________________

