
Name of Camper______________________________________________    M/F (circle one)  Age______ 

Name of Team__________________________________________________ Grade_________________ 

Past Health___________________________________ Past Injuries______________________________ 

Present Medications?___________________________Drug Sensitivities?_________________________ 

Other Allergies?________________________________________________________________________ 

Insurance Company____________________________Policy Number_____________________________ 

Insurance Co. Address___________________________________________________________________ 

Policy Holder___________________________________ 

Team Camp July 8-11, 2019 

Parent of Guardian Signature_____________________________________________   Date_____________ 

Street Address_________________________________________________________   Zip ______________ 

City____________________ State_____  Home phone (        )___________  Cell phone (       )____________  

Work phone (      )______________ Work phone for other parent or 2nd adult (       ) ___________________ 

 

 

 

 

 

 

 

 

 

Please make checks out to Chris Lamb Volleyball Camp LLC. For more information and to schedule    

practice times, call 316-978-5549 or email slamb@goshockers.com 




