
 

 

Magnolia Region College and Career Camper  

Walk-in Application 2024 
Camp for Single and Married Young Adults ages 18 & up 

No one under 18 can attend this camp   

 

KAMP KUMBAYA, EUPORA, MISSISSIPPI 
 

Walk-in Registration includes a $25 Walk-in Fee 

Do not mail this application, bring it with you 
 

Tuition:  $90.00 for individuals     $160 for Married Couple 

(Already includes $25 Walk-in Fee) 
 
 

Name:_________________________________ Marital Status______    Age____  Male__  Female__ 

Address:________________________________City____________________ State___________ Zip_______________ 

Phone_____________________   E-mail: _________________________________________________ 

In Case of Emergency Call_______________________________________________  Phone________________________ 

 

I agree to abide by all Camper Policy Rules & Regulations while I am a camper at Kamp Kumbaya. I know that In case of sickness 

or injury, a licensed physician selected by the camp will give necessary medical treatment. I understand that my medical insurance 

will serve as the Primary Coverage and Kamp Kumbaya insurance is Secondary insurance. Kamp Kumbaya insurance provides 

coverage only for accidents which occur during scheduled events for up to and not to exceed $2500.  Pre-existing medical/physical 

problems or injuries which I may have upon registration are my responsibility. Kamp Kumbaya will not be held liable for any 

expenses incurred in such cases.  In the event an accident or injury occurs during any camping activities, I will not hold Kamp 

Kumbaya, workers in this ministry, the Church of God of Prophecy Magnolia Region, or International offices responsible or liable  

for any accident or injuries. Check-In is 2:00pm. Signature of applicant(s):  ___________________________________________ 

 
 

Medical Information 

Please list any health problems_____________________________________________________________________ 

Please list any medications you are taking____________________________________________________________ 

Date of last tetanus shot___________________________ List of allergies__________________________________ 

Health Insurance Company_________________________Policy Number___________________________________ 

                  (Please include a  copy of Health Insurance Card) 

Family Physician_________________________________Phone Number (_____)____________________________ 

 

___ Please exclude me from any photos for organization advertising, media, video, audio, or other marketing purposes. 
 
 

 
 

For Camp Manager’s Use       

Total Paid at check-in _________   Church _________   □pd                

 


