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Camper’s Shirt Size: ___________
CAMPER APPLICATION
Full Name: __________________________________  Name liked to be called: _______________________

Address: ________________________________________________________________________________

Telephone number: ____________________________________
Date of birth: ______________________
Name of school: ______________________________________
Name of teacher: ___________________

What dates are you aware of that the camper will not be present for camp? ___________________________

Developmental Disabilities/Delays: __________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________
What foods are liked/disliked? ______________________________________________________________

_______________________________________________________________________________________

Describe your campers toileting needs?: ___________________________________________________________

Does camper have particular activities that he/she likes?

______________________________________________________________________________________________________________________________________________________________________________

Dislikes? ______________________________________________________________________________________________________________________________________________________________________________

Does camper sunburn easily? ___________

Does camper need any of the following when outside (yes/no):

bug repellant?  ________________
 a hat? _________________
full body covering? _________________ 

Does camper have motion sickness? __________  

Please describe swimming level/ability of camper: ______________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Are floatation devices, life jackets, swim caps, swim shoes, or shirts needed when swimming?  ___________

If yes, what? ____________________________________________________________________________
Does camper have any of the following:

* known allergies?        If yes, please describe: _______________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
* history of seizures?        If yes, please describe the type, frequency, and duration: __________________
_______________________________________________________________________________________

* visual impairment?       If yes, please describe: ______________________________________________

_______________________________________________________________________________________

* hearing impairment?       If yes, please describe: ____________________________________________

_______________________________________________________________________________________

* speech impairment?       If yes, please describe: _____________________________________________

_______________________________________________________________________________________

* mobility impairment?       If yes, please describe: ____________________________________________

_______________________________________________________________________________________

* behavioral issues?       If yes, please describe: ______________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
Does camper have any other frequent illnesses or problems such as colds, earaches, skin problems, high fevers, diarrhea, etc.        If yes, please describe: ______________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Describe the camper’s attention span? ________________________________________________________ 
______________________________________________________________________________________________________________________________________________________________________________

Describe the camper’s expressive communication abilities: ________________________________________
Describe the camper’s receptive communication abilities: _________________________________________

Any restrictions on religious celebrations? _________  If so, what? _________________________________
_______________________________________________________________________________________
FAMILY INFORMATION
Parents’/ Guardians Names: ________________________________________________________________

Address: _______________________________________________________________________________

Day time phone numbers (in case of emergencies): ______________________________________________ _______________________________________________________________________________________

OTHERS AUTHORIZED TO BRING AND PICK UP CAMPER FROM SUMMER CAMP (must show identification at all pick ups)
1.  Name & Relationship to Camper: _________________________________________________________
_______________________________________________________________________________________

2. Name & Relationship to Camper: _________________________________________________________

_______________________________________________________________________________________

IN CASE OF AN EMERGENCY, WHO CAN BE CONTACTED IF PARENTS CANNOT BE 

REACHED? WE MUST HAVE AT LEAST ONE (1) EMERGENCY CONTACT!

Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      
Relationship:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     
Phone:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      (home)        

 FORMTEXT 
          

 FORMTEXT 
      (work)        

 FORMTEXT 
          

 FORMTEXT 
      (cell)
EMERGENCY INFORMATION
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MEDICATIONS
Please list the name of medications that would have to be given during camp hours, how much medication is given each time, when each medication is given, and what is the purpose of each medication (must be complete for consideration):

	Name of Medication
	Dosage of Medication
	Times of Medication
	Purpose of Medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Describe any special procedures for giving medications: __________________________________________
_______________________________________________________________________________________

How does camper respond to taking medications: _______________________________________________
_______________________________________________________________________________________

· PLEASE REVIEW THE APPLICATION FOR COMPLETENESS PRIOR TO SUBMISSION.  THANK YOU!
