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Registration Form - All-Inclusive Canoe-Camping

Personal Information

Full name :
Date of birth:
Address:

Phone Number:
Email address:

Emergency contact:
Name:
Telephone:
Relation:

Medical History
Do you have any known allergies (medications, food, insects, etc.)? If yes, please specify:

Do you have any chronic health problems (asthma, diabetes, heart problems, etc.)? If yes, please specify:

Do you take medication regularly? If yes, please specify:

Do you have any dietary restrictions or special needs? If so,
Please specify:

Do you have any physical issues that could limit your participation?

Level of Canoe Experience

Please rate your level of canoe experience:

O Beginner (never canoeed or very little)
O Intermediate (occasional canoe experience)
0 Advanced (regular and comfortable canoe experience)

Do you have experience in canoe camping?

o Yes 0 No



Disclaimer

l, , recognize that there are risks associated with participating in
this canoe-camping activity, including, but not limited to, the risk of injury, illness, loss or damage to
property, and risks associated with weather conditions and natural environments.

| declare that | am in good health and able to participate in this activity. | understand that | am
responsible for my own safety and the safety of my personal belongings for the duration of the trip.

| release and discharge Canoe-Camping Pontiac, its employees, guides and volunteers from any liability
for any injury, illness, loss or damage that may occur during or in connection with this activity.

Initial

I , agree to receive medical care in the event of an emergency
and | understand that | am responsible for all medical expenses incurred.

| have read and understood this disclaimer and agree to its terms.

Signature:

Signature of the parent or guardian (Under 18 years of age)

Date:

Additional Information
Do you have any questions or comments?

Please fill out this form carefully and submit it to info@canot-campingpontiac.com before the start of
the activity




