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Advanced Manufacturing Technology Summer Camp
Co-sponsored by SINE and Vincennes University

Registration Form

Student Name __________________________________  

School		 __________________________________	 Grade Completed ________

Home Address___________________________________

Home Address___________________________________

Telephone 	 __________________	 e-mail	 ______________________________

Teacher’s Name 	 ____________________________

Parent’s Signature 	 ____________________________

Date of Camp (indicate your 1st, 2nd, and 3rd choice by listing a 1, 2, or 3 in the blank beside each date):

_____ June 27-30			   _____ July 11-14			   _____ July 25-28

*Limited space available for each camp. Applicants will be awarded their first choice (1) while reservations remain 
available. If your first choice is unavailable, we will attempt to reserve a space for you in the next available camp 
based on your preferences above.

Indicate any dietary or health/physical activity limitations:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please indicate Tee Shirt size:	       S		  M	       L  	         XL



VINCENNES UNIVERSITY 
SUMMER WORKSHOP HEALTH FORM 

 
 
NAME OF STUDENT ______________________________SCHOOL ___________________ 
 
HOME ADDRESS ___________________________________________________________ 
    street   city  state      zip 
 
HOME PHONE _________________ PARENT/GUARDIAN WORK PHONE_______________ 
 
STUDENT'S BIRTHDATE ______________________ STUDENT'S AGE ____________________ 
 
      ______________________________________ 
       signature of parent or guardian 
 
ADDITIONAL INFORMATION 
 
Does this student have any allergies?  yes    no    If yes, please indicate what type __________ 
______________________________________________________________________________ 
 
Does this student have any regular medications?   yes     no   If yes, please indicate _________ 
______________________________________________________________________________ 
 
Has this student had any operations or injuries, or are there special restrictions of which we 
should be aware? _______________________________________________________________ 
 
Does this student have any serious or chronic diseases?   yes     no    If yes, please indicate. 
_____________________________________________________________________________ 
 
Date of this student's last tetanus immunization  ______________________________________ 
 
Do you carry health insurance on the above-named student?    yes     no  
 
If yes, pleas complete the following information: 
 
 1. Company name ___________________________________________ 
 
 2. Policy number ___________________________________________ 
 
 3. Benefit Code _____________________________________________ 
 
I understand that the above information is confidential and will be used for medical purposes only.  I GIVE 
MY PERMISSION FOR MY SON/DAUGHTER TO RECEIVE MEDICAL ATTENTION FOR 
EMERGENCY ILLNESS OR ACCIDENT. 
 
      ___________________________________________ 
       Signature of Parent or Guardian 


