Southern Cultural Heritage Foundation

Southern Exposure Summer Camp Application

M
Child’s Name Age/Grade Sex
Parent’s/Guardian’'s Name Relationship
( ) ( ) ( )
Home Phone Work Phone Mobile Phone
Address Email address

City, State ZIP Code

***EOOD ALLERGIES***

Person to be contacted in case of Emergency or lliness

Primary Emergency Contact

Secondary Emergency Contact

Relationship

( ) ( )

Relationship

( ) ( )

Work/Home Phone Mobile Phone

Work/Home Phone Mobile Phone

Medical Information

Hospital/Clinic Preference

Physician’s Name

Phone Number

Insurance Company

Allergies/Special Health Considerations

*If your child requires medication during the school year, they should maintain that schedule during camp.

Please return this form to address below.

1302 Adams Street, Vicksburg, Mississippi 39180 « Phone (601) 631.2997
Email: info@southernculture.org « Website: southernculture.org




Payment Information

The registration fee is $145 per child (Ages 4-5) and $135 per child (Ages 6-11) (This includes a $50 non-refundable deposit.). A
deposit must be paid for each week you plan to attend. If you register two or more children, there is a discount, $15 off per child for
each week. Registration fee includes all supplies and a daily snack. Fees can be paid with cash, check, or card.

*All balances must be paid in full by 5:00pm on the Thursday before the next camp week.*
Circle each session you would like to attend.

|:|Week 1: Junel-5 DWeek 4: June 22 - 26 |:|Week 7: July 13 - 17
|:|Week 2:June 8 -12 DWeek 5: June 29 - July 2 (closed July 3) |:|Week 8: July 20 - 24
|:|Week 3:June 15-19 |:|Week 6: July 6 — 10
THE FOLLOWING IS FOR ADMISTRATIVE USE
Total Number of Weeks: Total Payment Due:
Payment Date Payment Type Notes Payment Amount Balance Remaining

Parent/Guardian Agreement

| authorize Southern Cultural Heritage Foundation to seek emergency medical help for my child. This waiver applies only in the event that
neither parent/guardian can be reached in the case of an emergency. | authorize Southern Cultural Heritage Foundation to seek
emergency medical help for my child. This waiver applies only in the event that neither parent/guardian can be reached in the case of an
emergency.

| understand that the Southern Cultural Heritage Foundation (SCHF) assumes no responsibility for injuries or illness which my child may
sustain as a result of his/her physical condition or resulting from his/her participation in camp activities. | understand the related expenses
for the medical attention will be (my) the camper's responsibility. In consideration of the privilege of participating at SCHF camp, | hereby
voluntarily release and discharge the SCHF, its agents, contract services, volunteers, and employees from any and all claims of injury,
illness, death, loss or damage which my child may suffer as a result of his/her participation in camp activities.

| agree to pay the balance of camp fees on or before the Thursday proceeding the date of the SCHF camp. The deposit is non-
refundable. | understand that no refunds are given if a child leaves camp early because of homesickness or disruptive behavior as
determined by the Executive Director of the SCHF.

| have read and agree to the terms and conditions as stated in this application/agreement. All information is true and accurate to the best
of my knowledge.

Parent’s/Guardian’s Signature Date

| hereby give permission for my child to participate in the Southern Exposure Camp, a program sponsored by the Southern Cultural
Heritage Foundation. | give permission to SCHF to use photographs of my child participating in the program in any publicity issued by
SCHF regarding the camp.

Parent’s/Guardian’s Signature Date

Please return this form to address below.
1302 Adams Street, Vicksburg, Mississippi 39180 « Phone (601) 631.2997
Email: info@southernculture.org « Website: southernculture.org
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