MADISON HOOP DREAMS BASKETBALL CAMP 
NAME OF CAMPER: __ _____________________
ATTENDING CAMP IN MADISON 
Session(s) or Date(s) attending: _________________________________

MEDICAL RELEASE FORM
     I authorize the director(s) of the Madison Hoop Dreams Basketball Camp to act for me according to his/her best judgment in an emergency requiring medical attention other than that maintained by the camp for which services I shall pay.

     The above named youth is physically fit to participate in the Madison Hoop Dreams Basketball Camp. I authorize the Director(s) to act in their best judgment in any emergency requiring medical attention.
Signature of Parent or Guardian: __________________________________

EMERGENCY PHONE NUMBERS
Home: (         ) _________________________________

Work: (         ) _________________________________

Cell Phone: (         ) _____________________________

 INSURANCE CARRIER:_____________________________________
CARD POLICY NUMBER:_____________________________________

In case of an emergency, another person we can contact:

Name: _______________________Phone # (        )___________________
BRING THIS FORM THE MORNING OF CAMP REGISTRATION

