
Welcome to Mystic Lake YMCA Camp! We are happy that you have chosen the YMCA of Lansing 
for your child’s summer camp experience. Please read the following information carefully. Please 
make sure to mail or fax all forms to camp prior to your child’s week at camp. This is to help us bet-
ter prepare to serve your child’s needs. 

Mystic Lake YMCA Camp’s goals and expectations:

•	 To provide a safe, inviting and open community atmosphere for all campers.

• 	 To ensure highly trained and qualified staff dedicated to being professional positive role models work with your 		
	 child(ren).

• 	 To help foster friendships between your child and other campers.

• 	 To allow campers to learn and have fun in our exciting progressive activities and traditional camping 	 	 	
	 programs.

Please use our Parent Handbook as a tool to help better prepare your family for your child(s) upcoming camp 
experience. We look forward to partnering with you in helping to bring your child up strong in spirit, mind and body!

In The Spirit of Mystic,

Ricky Wright, Executive Director

Check list for all camp forms needed to complete registration. All are included on the following 
pages. Once you have completed all of these camp forms, please mail or fax them back to camp.

c Camper Release Form
c Health History Form
c USDA Form (We need this form signed and returned even if your family does not qualify.)

Mail these forms to:
Mystic Lake Camp
P.O. Box 100
Lake, MI 48632

Or fax these forms to:
1/989-544-2722

If you need help filling out these forms or have questions please contact us:
1/517-827-9653

Express Check In
If you have completed and returned all of your child’s forms including the USDA Summer Food Service Form, have all 
camp balances cleared up and have deposited money in your child’s store account, prior to your child’s first day of 
camp, your family will get to use our Express Check In Service on Sunday.

(Please see following pages for forms)



Mystic Lake YMCA Camp
CAMPER PICKUP AND RELEASE INFORMATION

(Please return entire form with other camp forms)

     Camper(s) Name(s) ____________________________________________________________________________
                                                       

If you have questions regarding your camper’s pickup call: 517/827-9650 or 517/339-3109

Authorization

(Complete & return w/camp forms)     

Please print below the name of only those 
Persons, including parents, authorized to 
pick up your camper (s):  

_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________

Signature of Parent or Guardian
_______________________________________

Date of Pickup___________________________

Release

(Complete when camper is picked up)

To pick up the camper(s) your name must 
appear on the Authorization list to the left! 
Photo ID required at time of pick-up.

Your Signature (sign at pickup)
_______________________________________

Date of Pickup___________________________

Mystic Lake YMCA Camp
CAMPER PICKUP AND RELEASE INFORMATION

(Please return entire form with other camp forms)

     Camper(s) Name(s) ____________________________________________________________________________
                                                       

If you have questions regarding your camper’s pickup call: 517/827-9650 or 517/339-3109

Authorization

(Complete & return w/camp forms)     

Please print below the name of only those 
Persons, including parents, authorized to 
pick up your camper (s):  

_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________

Signature of Parent or Guardian
_______________________________________

Date of Pickup___________________________

Release

(Complete when camper is picked up)

To pick up the camper(s) your name must 
appear on the Authorization list to the left! 
Photo ID required at time of pick-up.

Your Signature (sign at pickup)
_______________________________________

Date of Pickup___________________________



 

Mystic Lake YMCA Camp
Health History Form

This should be filled in by parents/guardian of minors                  Dates Attending_______________

Name____________________________________________________________ Birth Date____________ Age_______
              Last		      First		      Middle

Home Address_____________________________________________________________________________________
			   Street Address			   City		  State		  Zip

Gender:    Male      Female
Custodial Parent/Guardian____________________________________________Phone_________________________
Home Address_____________________________________________________________________________________
(if different from above)	 Street Address			   City		  State		  Zip

Business Address______________________________________________ Phone_ ______________________________
			   Street Address		  City     State     Zip

Second parent or guardian or emergency contact
Name____________________________________________________________________________________________
Address______________________________________________________Phone_______________________________
	    Street Address			   City     	    State         Zip

If not available in an emergency notify:  
Name____________________________________________________________________________________________
Relationship__________________________________________________Phone________________________________
Address__________________________________________________________________________________________
			   Street Address			   City		  State		  Zip

Insurance Information (Please provide a copy of your insurance card)

Is the participant covered by family medical/hospital insurance?	   Yes	     No
If so, indicate carrier or plan name_____________________________________________ Group #_ _____________
Carrier Address____________________________________________________________________________________
Name of Insured______________________________________ Relationship to Participant_______________________
Policy Holder Insurance ID Number___________________________________________________________________

Important – This box must be complete for attendance
Permission to Provide Necessary Treatment or Emergency Care: I hereby give permission to the medical 
personnel selected by the camp director or designated staff member to order x-rays, routine tests, treatment; 
to release any records necessary for insurance purposes; and to provide or arrange necessary related 
transportation for me/or my child. In the event I cannot be reached in an emergency, I hereby give permission 
to the physician selected by the camp director or designated staff member to secure and administer treatment, 
including hospitalization, for the person named above.

My child and I have reviewed and agree to the camper Behavior Policy found on page 8 of the Mystic Lake 
Camp Parent Handbook.

Signature of parent or guardian or adult camper/staff___________________________________________________
Witness_______________________________________________________ Date________________________________

I also understand and agree to abide by the restrictions placed on my camp activities.

Signature of minor or adult camper/staff_ _________________________ Date________________________________

This health history is correct and complete as far as I know, and the person herein described has permission to 
engage in all camp activities except as noted.
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The following information must be filled in by the parent/guardian, or adult camper or staff 
member.  The intent of this information is to provide appropriate care. Keep a copy of the 
completed form for your records. Any changes to this form should be provided to camp health 
personnel upon participant’s arrival to camp. Provide complete information so that the camp 
can be aware of your needs.

Allergies List all known.		  Describe reaction and management of the reaction.

Medication allergies (list)
_______________________________ 	 ___________________________________________________________ 	
_______________________________ 	 ___________________________________________________________
Food allergies (list)
_______________________________ 	 ___________________________________________________________
_______________________________ 	 ___________________________________________________________

Other allergies (list)
_______________________________ 	 ___________________________________________________________
_______________________________ 	 ___________________________________________________________

Medications Being Taken
Please list ALL medications (including over-the-counter or nonprescription drugs) taken 
routinely. Bring enough medication to last the entire time at camp. Keep it in the original 
packaging/bottle that identifies the prescribing physician (if a prescription drug), the name of 
the medication, the dosage, and the frequency of administration.

         This person takes NO medications on a routine basis.

  This person takes medications as follows:

Med #1______________________Dosage_________ Specific times taken each day______________________
Reason for taking_____________________________________________________________________________

Med #2______________________Dosage_________ Specific times taken each day______________________
Reason for taking_____________________________________________________________________________

Med #3______________________Dosage_________ Specific times taken each day______________________
Reason for taking_____________________________________________________________________________

Attach additional pages for more medications.
Identify any medications taken during the school year that participant may not take during the summer:  
____________________________________________________________________________________________

Dietary Restrictions

The following restrictions apply to this individual.

  Does not eat red meat	   Does not eat pork		    Does not eat eggs
  Does not eat poultry		    Does not eat seafood		   Does not eat dairy products
  Other (describe)_______________________________________________________________________________
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Explain any restrictions to activity (e.g. what cannot be done, what adaptations or limitations are necessary)
______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

General Questions (Explain “yes” answers below.)

Has/does the participant: 	 Yes 	 No 			   Yes 	 No

		 1.	 Had any recent injury, illness or 
	      			 infectious disease?	 	  	 16.	 Ever had any back problems?	 	  
       	2.	 Have a chronic or recurring illness? 	 	 	 17.	 Ever had problems with joints
       	3.    	Ever been hospitalized?	 	 		  (e.g., knees, ankles)?	 	  
       	4.    	Ever had surgery?	 	 	 18.	 Have an orthodontic appliance
       	5.    	Have frequent headaches?	 	 		  being brought to camp?	 	  
       	6.    	Ever had a head injury?	 	  	 19.	 Have any skin problems?	 	  
       	7.    	Ever been knocked unconscious?	 	 	 20.	 Have diabetes?	 	  
       	8.    	Wear eyeglasses, contacts or	 		  21.	 Have asthma?	 	  
               protective eye wear?	 	  	 22.	 Had mononucleosis in the past 12
       9.     Ever had frequent ear infections?	 	     		  months?	 	  
     10.     Ever passed out during or after	 		  23.  	Had problems with 
               exercise?	 	  		  diarrhea/constipation?	 	  
     11.     Ever been dizzy during or after			   24.	 Have problems with sleepwalking?	 	  
               exercise?	 	  	 25.	 If female, have an abnormal
     12.     Ever had seizures?	 	 		  menstrual history?	 	  
     13.     Ever had chest pain during or after			   26.	 Have a history of bed-wetting?	 	  
               exercise?	 	  	 27.	 Ever had an eating disorder?	 	  
     14.     Ever had high blood pressure?	 	    	 28.	 Ever had emotional or mental difficulties for
     15.     Ever been diagnosed with a heart				    which professional help was sought?	 	  
               murmur?	 	 	 29.	 If female, has she had her first period?	 	  	
							     29.	 If no, have you discussed with her?	 	  	

Please explain any “yes” answers, noting the number of the questions.
__________________________________________________________________________________________________________ 		
__________________________________________________________________________________________________________ 		
__________________________________________________________________________________________________________ 		

Which of the following	 Please give all dates of immunization for: 
Has the participant had? 	 Vaccine 	 Dates:  Mo/Yr   Mo/Yr   Mo/Yr   Mo/Yr   Mo/Yr   Mo/Yr 

  Measles	 DTP		  _______ 	 ________	 _______ 	 ________	 ______
  Chicken Pox	 TD (tetanus/diphtheria)		 _______ 	 ________	 _______ 	 ________	 ______ 	 _______
  German measles	 Tetanus 		  _______ 	 ________	 _______ 	 ________	 ______ 	 _______
  Mumps	 Polio		  _______ 	 ________	 _______ 	 ________	 ______ 	 _______
  Hepatitis	 MMR 		  _______ 	 ________

		 or Measles		  _______ 	 ________
TB Mantoux Test 	 or Mumps		  _______ 	 ________
Date of last test_________ 	 or Rubella		  _______ 	 ________
Result:    Positive     Negative	 Haemophilus influenza B	 _______ 	 ________	 _______
		 Hepatitus B		  _______ 	 ________	 _______
		 Varicella (chicken pox)	 _______ 	 ________
		 BCG		  _______
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Use this space to provide any additional information about the participant’s behavior and physical, emotional, or
mental health about which the camp should be aware.
__________________________________________________________________________________________________________ 		
__________________________________________________________________________________________________________ 		
__________________________________________________________________________________________________________ 	

Before your child comes to camp, please take a moment to check him/her for head lice. This parasite is very
transferable to other children and can pose a real problem at camp.

Name of Family physician___________________________________________________ Phone____________________________
Address___________________________________________________________________________________________________	
Name of Family dentist/orthodontist__________________________________________ Phone____________________________	
Address___________________________________________________________________________________________________
Date of Last Physical _____________________________

My child is physically and emotionally able to participate in all camp activities without limitation:    Yes	   No
If “no”, please explain activity restrictions:______________________________________________________________________

Authorization To Release

Names of persons other than parent to whom child may be released:
1.____________________________________________________ 3.___________________________________________________
2.____________________________________________________ 4.___________________________________________________
Signature of parent or guardian___________________________________________________Date_ _______________________

Transportation/Field Trips

I hereby give my permission to Mystic Lake Camp for my child to be transported in a vehicle and/or participate in
field trips and for visits to the doctor office, urgent care or emergency room for care.
Signature of parent or guardian___________________________________________________Date_ _______________________

Special Needs
Does your child have special needs? If yes, what advice can you provide us with in handling your child’s special needs? 
Please be specific:___________________________________________________________________________________________
__________________________________________________________________________________________________________ 		
__________________________________________________________________________________________________________ 	

Parental Tips
What method of working with your child gets the best results from you at home?_____________________________________ 		
__________________________________________________________________________________________________________ 		
__________________________________________________________________________________________________________ 		
__________________________________________________________________________________________________________

What should the camp counselor know about your child in working with him/her this summer?_________________________ 		
__________________________________________________________________________________________________________ 		
__________________________________________________________________________________________________________ 		
__________________________________________________________________________________________________________
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