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Boot Camp Registration 
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Child's First Name 

Gender OM 
Child's Address 

School Name 
T-Shirt Size 

Child's Race: 

OF 

(6·8) 

Child's Last Name 

Date of Birth 

City Zip 

Grade 
(10-12) 

Hawaiian/ 
Indian American Eastern Pacific Islander 

Childs Ethnicity: Hispanic/Latino Non-Hispanic/Non-Latino 
Childs First Language _________________ _ 
Does your child self-administer any medications such as an Inhaler or epl-pen? Please list 
any medication your child will be taking at camp All medication given to camp director and must come in original bottle with 
the name of child, medication, dosage, and doctor's name. Please also list any food allergies. 

Parent/Guardian Contact Information 
Name ______________ Retationship to Child ____________ _ 

Address City ____________ Zip ______ _ 
Emai ___________________ Home Number _________ _ 

Cell Number ___________ Work Number _______________ _ 

Name ______________ Retationship to Child ____________ _ 

Addrtoss City ____________ Zip ______ _ 

Emai._ __________________ Home Number _________ _ 
Cell Number ___________ Work Number ______________ _ 

DI grant permission to African American Chamber of Commerce of Hudson Valley and their partners or sponsors 
to use photographs, video recordings, and audio recordings of me toand/or my child(ren) for promotional purposes 
via any media, social media, digital, print formats, or platforms. I understand that these materials may be used 
without further consent or notification. If you choose to opt-out of this consent, please notify us by email. 
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