MUSHC TIM’S Camp Registration
2025
	Client: 
	DOB: 
	Age: 

	Primary Contact: 
	Relationship to client:

	Contact Information.  Please write in order of preferred means of contact.

	Order of contact
	E-mail or phone number	
	Client, Mother, Father, Spouse, etc.
	Leave a message? Y/N

	1
	
	
	

	2
	
	
	

	3
	
	
	



If your child is in school, what is their final date of attendance?   ______________________

The following individuals have permission to pick my child up from camp:
Name/Phone Number:
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Does your child have any allergies? ____________________________
If yes, please list allergies: ________________________________________________

                                                                                                                                                          Initials
My child will be dropped off at 9:00 a.m. and picked up at 12:00 p.m.                              _______
My child will attend all days of camp June 9th to June 26th Monday-Thursday.                 _______


______________________________________________________               ___________________
Signature and relationship to camper                                                                          Date



e-mail completed form to speechandhearingclinic@marquette.edu
