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All campers must have their own medical coverage.  Campers will not be al-
lowed to play unless the above information is submitted and this form is signed 
by the parent/guardian of the camper.  I  hereby certify that my daughter is in 
good health and may participate in all camp activities.  Furthermore, I hereby 
authorize the staff of Villanova Womenõs Lacrosse Summer Camp & Clinics and 
Cornerstone Sports to act for me according to their best judgment in any emer-
gency requiring liability for any injuries or illness incurred while at camp. 

I understand that the Villanova Womenõs Lacrosse Summer Camp & Clinics and 
Cornerstone Sports is neither administered nor sponsored by Villanova Univer-
sity and that Jebb Chagan is providing the camp outside the scope of his employ-
ment with the University.  I agree to release, hold harmless, and indemnify 
Villanova University, its trustees, its officers, its employees, its agents, and Jebb 
Chagan from any and all claims and liability arising out of the Villanova Womenõs 
Lacrosse Summer Camp & Clinics and Cornerstone Sports. 

___________________________________________ 

Parent/Guardian Signature   Date 

MEDICAL INFORMATION 

Parent/Guardian Name________________________________ 

Phone ______________________________________________ 

Emergency Contact Name______________________________ 

Emergency Contact Phone_____________________________ 

Family Physician_____________________________________ 

Phone______________________________________________ 

Medical Insurance Co.________________________________ 

Policy #_____________________  Group#________________ 

Policyholderõs Name__________________________________ 

Allergies____________________________________________ 

Recent Injuries_______________________________________ 

Date of Last Tetanus Booster(mm/dd/yy)__________________ 

Refund Policy 

If cancellation is received by Monday, July 5h, 2010, all but $75.00 of the camp 
fee will be returned.  Cancellations after July 5th will result in forfeiture of entire 

fee. All Entrants are welcome!! Please mail this portion in if registering by mail. 

 


