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Camp Med 2024 Application
(PRINT CLEALY ORTYPE)

Student Name: First MI Last

Permanent Mailing Address City State Zip Code

( ) ( )
Home Phone # Cell Phone # Email

/ / Gender: Male Female Lab Coat Size (Adult sizes): Small Med Large  XL 2X 3X
Birthdate (mm/dd/yyyy) Decline to Answer T-shirt Size: Small Med Large XL 2X 3X 

DEMOGRAPHIC DATA:

Ethnicity:
American Indian or Alaskan Native Native Hawaiian or other Pacific Islander

Asian Black or African American

Hispanic or Latino White or Caucasian 

For Camp Med data collection regarding health professions shortage purposes only. This information is a requirement of the US Department of Health and Human Services. It will not

be criteria for selection into the program.

Wake Forest School of Medicine is committed to abide by all local, state and national laws, and to administer all educational and employment activities without 
discrimination because of race, color, religion, national origin, age, marital status, physical handicap, or sex (except where sex is a bona fide occupational 
qualification or statutory requirement).
PARENT/GUARDIAN INFORMATION:
Primary Contact Name: Firs MI Last

Relationshipto Student:

Mailing Address: City State Zip Code

Home Phone #: ( ) Cell #: ( ) Work #: ( )

STUDENT and PARENT/GUARDIAN COMMITMENT: We understand that students apply to attend Camp Med as an optional school activity. We understand
that with acceptance, satisfactory behavior, conduct, academic progress, and regular attendance is mandatory for continued participation in Camp Med. With
that acceptance also comes the responsibility to maintain a mature, professional appearance. Due to contact with health care facilities and personnel, a higher
standard of appearance is expected. We agree to abide by all school policies including the Camp Med policies.

Signature Date

Direct your questionsto: Return required documentsto:

SCHOOL VERIFICATION: (2023 - 2024 School Year)
Current Grade Level: 

Name of School Presently Attending: 

School Address:   

School Phone #: ( )  

The above student applicant has had no significant disciplinary or attendance problems and has a minimum of a 2.5 GPA. I
recommend for participation in Camp Med.

Principal s / Counselor s Signature Date

Parent/Guardian Signature Date
IMPORTANT: Completed Application with Letter of Interest must be returned to Camp Med Coordinator no later than April 12, 2024
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Camp MED 2024 
Wake Forest School of Medicine  

Northwest Area Health Education Center

ASSUMPTION OF RISK AND RELEASE FORM 
THIS IS A LEGAL DOCUMENT READ CAREFULLY BEFORE SIGNING

I, the undersigned, hereby certify that I am the parent or legal guardian of ____________________________________ 
who will be participating in Camp MED sponsored by the Northwest Area Health Education Center (NW AHEC) of 
Wake Forest School of Medicine.   

Permission and Voluntary Participation.  I hereby give my permission for _____________________________ to 
participate in the various activities with Camp MED including, but not limited to, participation in health career 
presentations, tours of departments and laboratories, observing medical and research professionals at work, field trips, 
hands on educational and various recreational activities.  I further acknowledge that my child voluntarily chooses to 
participate in Camp MED (including all activities) and my child and I voluntarily assume all risks associated to include 
COVID-19 risk therewith.  I further agree to assume any and all risks involved in the transportation of and participation 
by my child in Camp MED.

Risks of Program.  I understand that this program involves activities and various recreational activities, and exposes my 
child to certain risks and dangers. Some of the risks associated with Camp MED include, but are not limited to, the 
following: 

The hazards of travel by car, van, bus, or other forms of transportation
Exposure to risks normally found in public places and medical facilities, including exposure to infectious,
communicable and other diseases and viruses
The potential of injury as a result of the criminal, negligent, or injurious acts of others
Physical exertion or emotional distress associated with activities undertaken
Loss of valuable personal property
Injury resulting in serious, permanent physical injury, or even death, resulting from accident, natural disasters or
acts of God; from strikes, protest, riot, etc., or from medical care or treatment received incident to such injury

Fitness to Participate. Understanding the above-mentioned risks, and understanding that participation in Camp MED
may subject me to physical exertion, I hereby state that, unless I have informed Melanee Mills, Camp MED program 
coordinator, otherwise in writing, my child is physically fit to participate in Camp MED. I also acknowledge that my 
child is up-to-date on all of his/her immunizations.

Release of Claims.  Knowing the risks described above, I release Wake Forest School of Medicine and Wake Forest 
Health Sciences, its officers, directors, employees, and agents; Wake Forest University, its trustees, officers, employees,
and agents; and Wake Forest Baptist Medical Center, its officers and agents, from any and all liabilities, claims, or 
demands for damages for personal injury, disability, property damage or other loss of any kind that my child may sustain 
as a result of his or her participation in Camp MED, whether such loss results from the negligence of such released 
parties or otherwise (except for claims or liability arising directly from the gross negligence of such parties).  I further 
agree to indemnify and hold harmless Wake Forest Health Sciences, its officers, directors, employees, and agents, from 
any and all Camp MED
or arising from any of my acts or omissions or from the acts or omissions of my child.

My child and I agree to comply with all the rules, regulations and policies of Wake Forest Health Sciences and Wake 
Forest University, including those applicable generally and those pertaining specifically to Camp MED. I acknowledge 
that the program coordinator or other authorized officials may from time to time establish rules and policies for the 
program which may be announced orally or in writing.  I understand that each site or location at which my child may
participate in connection with Camp MED has its own rules, policies, and standards of acceptable conduct, including but 
not limited to those related to dress, safety and behavior.  My child and I recognize that behavior which violates these 
rules, policies or standards could harm relations with these programs, as well as my own health 
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and safety. My child and I will become informed of and abide by all such rules, policies, and standards for each service in 
which my child will be involved during my participation in Camp MED.

Medical Treatment Authorization.  Camp MED, Northwest Area Health Education Center (AHEC) and Wake 
Forest Health Sciences, including its employees, officers, and agents, and Wake Forest University, its employees, officers, 
and agents, are authorized (but are not obligated) to take any actions (including notification of parents or guardian) it 

related thereto and hereby release Camp MED, Northwest AHEC and Wake Forest Health Sciences, including its 
officers, directors, employees, and agents, and Wake Forest University, its officers, trustees, employees, and agents, from 
any liability for any such actions or for payment for such authorized treatment.

My child is presently covered by standard health insurance providing for medical treatment, and such insurance will be 
Camp MED.  My health insurance 

information is as follows:

Name of the insuring company: _________________________________________________

Address: ___________________________________________________________________

Name of primary policy holder: _________________________________________________

Group number of this policy: ___________________________________________________

Individual policy number: ______________________________________________________

List any physical condition, treatment, or medication that a health care professional should be aware of (i.e., food 
allergies, car sickness, asthma, etc.) while your child is attending Camp MED. All information and instructions must be 
in writing.  Attach a separate sheet to this Assumption of Risk and Release if necessary:  

Special Precautions: _________________________________________________________________________
Medications to be taken: ______________________________________________________________________
*Medications, along with written instructions, should be given directly to the counselors at registration.

Person to notify in case of emergency, illness or accident (if unable to notify parent or legal guardian stated below):   
Name: __________________________________________________________________________________  
Address:________________________________________________________________________________________

__________________________________________________________________________________________
Telephone: (home)___________________ (work) ____________________ (cell) __________________

I am the parent or legal guardian of the above participant and have read and understand the foregoing assumption of risk 
and release form.  I am and will be legally responsible for the obligations and acts of the participant as described in this 
assumption of risk and release form and agree, for myself and for the participant, to be bound by its terms. 
Signature of parent/guardian: ___________________________________________________  

Printed name of parent/guardian: _________________________________________________

Parent address:_______________________________________________________________

_______________________________________________________________

Parent Email _______________________________________________________________

Telephone number where you can be reached: (home) _______________ (work) ______________(cell)______________

Date:___________________ 

Student Name:______________________________________________________ DOB:__________________________

Grade:______ High School:_______________     Male: ___ Female: ___ Ethnicity:____________ County:____________

Student Cell: _______________________ Student Email: ___________________________________________________









*NOTE: If photo depicts treatment, payment, or health care, use form MR 08/04, Authorization for Multi-
Media Use and Disclosure of Protected Health Information. 

Wake Forest University Baptist Medical Center 
NON-PATIENT PHOTO RELEASE FORM*  

 
 

I hereby grant Wake Forest University Baptist Medical Center WFUBMC  and its agents, as 
well as any news media or company working in collaboration with a department of WFUBMC, 
permission to use my likeness in a photograph (still, film, or video) in any and all of its 
publications, including print, website entries, or other public media, without payment or any other 
consideration. 
 
I understand and agree that these materials will become the property of WFUBMC and will not be 
returned. 
 
I hereby irrevocably authorize WFUBMC to edit, alter, copy, exhibit, publish, or distribute this photo for 
purposes of publicizing WFUBMC or for any other lawful purpose. I waive the right to inspect or 
approve the finished product, including written or electronic copy, wherein my likeness appears. 
Additionally, I waive any right to royalties or other compensation arising or related to the use of the 
photograph. 
 
I hereby hold harmless and release and forever discharge WFUBMC from all claims, demands, and 
causes of action which I, my heirs, representatives, executors, administrators, or any other persons 
acting on my behalf or on behalf of my estate have or may have by reason of this authorization or any 
use of the photograph. 
 
I am at least 18 years of age and am competent to contract in my own name. I have read this release 
before signing below and I fully understand the contents, meaning, and impact of this release. 

Print Name:   

Signature:      Date:     

 

If the person signing is under age 18, there must be consent by a parent or guardian, as follows: 

I hereby certify that I am the parent or guardian of _________________________, named above, and do 
hereby give my consent without reservation to the foregoing on behalf of this person. 

Parent/Guardian Print Name:   

Parent/Guardian Signature:      Date:     


