
WALDEN WEST SUMMER CAMP HEALTH FORM 2012 
 

15555 Sanborn Road, Saratoga, CA 95070    Tel: (408) 573-3050    Fax: (408) 867-9667 

PLEASE SEND THIS FORM AT LEAST ONE WEEK PRIOR TO YOUR CHILD’S FIRST WEEK OF CAMP.   
YOU MAY SEND IT NOW IF YOU WOULD LIKE. 

 

CIRCLE WEEK/S ATTENDING: 6/18-22   6/25-29   7/2-6   7/9-13   7/16-20   7/23-27   7/30-8/3   8/6-10   8/13-17 
 
CHILD’S NAME_________________________________AGE_______BIRTHDATE_______________ 
 
ADDRESS____________________________________CITY______________________ZIP________ 
 
PARENT/GUARDIAN__________________________________DAY TEL#______________________ 
 
CELL#__________________________________EVE TEL#__________________________________ 
 
ADDITIONAL CONTACT (Must be local)  NAME:   PHONE: ________________ 
 
EMPLOYER____________________________SPOUSE’S EMPLOYER________________________ 
 
INSURANCE CO. NAME___________________________ INSURANCE POLICY #_______________ 

 
LIST ANY HEALTH FACTORS THAT WOULD LIMIT PHYSICAL ACTIVITY WHILE AT WALDEN WEST: 
 

__________________________________________________________________________________ 
  

IF YOU WOULD LIKE YOUR CHILD TO BE ABLE TO RECEIVE ANY MEDICATION  
WHILE AT WALDEN WEST YOU MUST COMPLETE A SEPARATE PHYSICIAN FORM. 

 
 

PLEASE INITIAL ALL THAT APPLY AND SIGN BELOW: 
 
 

MEDIA RELEASE STATEMENT 
 

___  I give my permission for my child to be photographed, videotaped, and/or interviewed by  
representatives from the media, the Santa Clara County Office of Education or education 
related groups for the purpose of publicizing Office of Education programs, development of 
educational materials or reporting on events of community interest.  I fully relinquish my right or 
interest in any film, tape or photograph which may be used for any legitimate purpose. 
  
  

TRANSPORTATION RELEASE STATEMENT 
 

___  I understand that my child may be transported to and from Saratoga Elementary School in 
a van or school bus by a Walden West staff member or Cupertino School District bus driver. 

 
ACKNOWLEDGEMENT AND ASSUMPTION OF POTENTIAL RISK AND  

AUTHORIZATION FOR MEDICAL TREATMENT 
 
 

I understand, acknowledge and agree that the Santa Clara County Office of Education, its 
employees, officers, agents or volunteers shall not be liable for any injury / illness suffered by 
my child / children while participating in activities at Walden West Summer Camp. 
 

I hereby authorize Walden West to provide medical care for my child in the event of any 
emergency that may occur while he/she is attending Walden West.  
 

        
       _________________________________ 

           SIGNATURE OF PARENT/GUARDIAN 


