
 
 
 

 

 
E s s e x  R i v e r  B a s i n  A d v e n t u r e s 

 

S U M M E R S E A K A Y A K A D V E N T U R E P R O G R A M 
 

R e g i s t r a t i o n  A p p l i c a t i o n 
 

 
 
 
First Name  Last Name   Date of Birth    Sex 

Street Address   City   State  Zip 

Parents/Guardian      Phone-Day 

Phone-e vening  Cell Phone 
 
Plea se selec t week you would like to enroll: 

 
Week 1  July 5-9   half day   ___________   $275. 

Week 2  July 12-16   half day  ___________   $275. 

Week 3  July 19-23   half day  ___________  $275. 

Week 6  Aug 2-6  full day  ___________  $325. 

Week 7  Aug 9-13   full day  ___________     $325 

I full y unders tand the potential  risks invol v ed in sea kayaking  and hereb y release  the ERBA s taff from liabilit y should as 

accident , illness,  or injur y occur,  pro v ided adequate  safet y  precautions  have  been  taken.   In  case  of  emergency,   I 

understand that ev er y effort  w i ll be made to secure proper t reatment and I giv e my permission for such treat ment. I al so 

understand that my child’s health/accident  insurance w i l l prov ide cov erage for any accident , injur y or illness. 
 

Parent/guardian  Signature_ _ __ _ _ _ _ __ _ _ _ _ __ _ _ _ _ __ _ _ _ _ _ __ _ _ _ _ __ _ _ _ _ __ _ 

Dat e__ _ _ _ _ __ _ _ _ _ __ _ _ _ _ __ _ _ _ _ __ _ _ _ _ __ _ 
 

*Regis t rat ion w ill be accept ed on a first come firs t ser v e basis. Please return this applicat ion w i th a $100.00 non-refundable 

deposi t , release form, emergency form, and Physicians health form to: ERBA * PO BOX 270 * ESSEX, MA * 01929 
 

BALA NCE is due by June 1, 2010  Any questions please call 978-768-3722 



EMERGENCY INFORMATION FORM 
 
 
 
CAMPERS NAME______________________________________________________________________ 

ADDRESS________________________________ ____________________________________________ 

TELEPHONE___________________________________________________________________ 

DATE OF BIRTH__________________________ 
 
FATHERS NAME__________________________  MOTHERS NAME________________________ 

ADDRESS________________________________  ADDRESS______________________________ 

_______________________________________   ______________________________________ 

TELEPHONE_____________________________  TELEPHONE____________________________ 

P LE A S E L I S T THE NAME S OF TWO PEOP LE TO NOTI F Y IN CA S E OF EMERGENCY 
 
NAME______________________________  NAME___________________________________ 

ADDRESS____________________________  ADDRESS________________________________ __ 

____________________________________  _________________________________________ 

TELEPHONE__________________________  TELEPHONE________________________________ 

MEDICAL INFORMATION 
PEDIATRICIAN/DR.____________________________  INSURANCE 
CARRIER___________________________ 

 
ADDRESS_____________________________  SUBSCRIBER__________________________________ 

TELEPHONE___________________________  POLICY NO.___________________________________ 

DENTIST NAME_________________________  TELEPHONE___________________________________ 

 

 
 
MEDICAL TREATME NT CONSE N T 

 
The undersigned guardian of___________________________________________consents  to ERBA taking 
such child to a hospital, doctor or dentist when, in the opinion of ERBA personnel, treatment appears 
necessary and to the treatment of such child by such hospital doctor or dentist when, in the opinion 
of the care  pro vider,  such  treatment  appears  reasonably  necessary  in circumstances  where  the 
parent or guardian cannot be reached in a timely manner to gi ve consent. This consent will remain 
in effect as long as the child participates in an ERBA program. 

 
DATE_________________________ 

 
PARENT/G UARD IAN SIGN ITURE______________________________________________________________ 


