


SECTION 1: SESSION PREFERENCE

Please number sessions in order of preference (1, 2, 3…).  Total number of sessions the camper would like to attend. 


Overnight Camp
Day Camp

Session 1: 6/15/08–6/20/08; Ages 18+ 


Session 2: 6/22/08–6/27/08; Ages 5-21 


Session 2: 6/23/08–6/26/08; Ages 5-21 


Session 3: 6/29/08–7/04/08; Ages 5-21 


Session 3: 6/30/08–7/03/08; Ages 5-21 


Session 4: 7/06/08–7/11/08; Ages 5-21


Session 5: 7/13/08–7/18/08; Ages 18+ 


Session 6: 7/20/08–7/25/08; Ages 18+ 



Session 7: 7/27/08–8/01/08; Ages 18+ 


SECTION 2: PERSONAL INFORMATION

Camper Name: 
  Social Security Number: 

Address: 

  Phone Number: 



  County: 

Age: 
  Date of Birth: 
  Sex:
( Male
( Female

Disability (Check all that apply): 
( Cerebral Palsy
( Mental Retardation
( Autism



( Aspergers Syndrome
( Down Syndrome
( Traumatic Brain Injury


( Other (Please specify): 

Camper Lives (Check one): 
( CFDS Residence
( Non-CFDS Residence
( Family Care Home
( At Home

Person Completing Application: 
  Relationship to Camper: 

Address: 

  Phone Number: 





  Alternate Phone Number: 

Email: 
  Fax Number: 

Service Coordinator: 
  Phone Number: 
  Email: 


SECTION 3: INSURANCE INFORMATION

Medicare #: 
  Medicaid #: 
  TABS ID #: 
  CFDS ID #: 

Policy Holder: 
  Relationship to Applicant: 
  Social Security #: 

Employer: 
  Insurance Name: 

Employer Address: 
  Insurance Address: 


Subscriber Number: 
  Group Number: 


SECTION 4: PHYSICIAN INFORMATION

Family Physician: 
  Address: 

Phone Number: 

 

Surgeon: 
  Address: 

Phone Number: 

 

SECTION 5: CONSENT TO TREAT

As Parent/Guardian/Advocate of 
, in the event of an emergency wherein any of the above named physicians are not available, I give my consent to provide treatment and to conduct any tests by appropriate St. Clare’s Hospital Staff on duty who are required to render necessary medical care.

Parent/Guardian/Advocate Signature
Date

SECTION 6: CONSENT TO ATTEND AND PARTICIPATE
As Parent/Guardian/Advocate, I give permission for 
 to attend Clover Patch Camp and participate in all activities.  I also agree not to send this person to Camp if exposed to a contagious disease within 21 days of the date the applicant is to report to Camp, and I will notify the Camp Director immediately.

Parent/Guardian/Advocate Signature
Date

SECTION 7: CAMPER RELEASE INFORMATION

Please list individuals granted permission to pick up the camper at any time during the campers session.  Camp management will release the camper only to individuals listed below. 

SECTION 8: GENERAL MEDICAL INFORMATION

Does the camper have a seizure disorder? 
( YES
( NO

Describe how often, type, duration, characteristics, etc. 

Does the camper have a history of skin breakdown? 
( YES
( NO

Describe the history of skin breakdown and list preventive techniques. 

Orthopedic Appliances and Equipment (Check all that apply.)

( Right Leg
( Left Leg
( Trunk
( Corset
( Right Hand
( Left Hand
( Helmet

( Other (please specify): 

Schedule: 


Is the camper: 
( Ambulatory 
( Non-ambulatory

If ambulatory:


Can the camper walk independently? 
( YES
( NO


Does the camper ever use a walker or wheelchair? ( YES
( NO
Please specify. 

If non-ambulatory:


What type of chair will the camper bring to camp?
( Manual 
( Electric

If manual, can the camper self-propel? 
( YES
( NO
How does the camper communicate? 

Will the camper bring any communication equipment/devices to camp? 

How else does the camper make his or her needs known? 

SECTION 9: BEHAVIORS

In order to provide a safe camping experience for the campers and staff please include a behavior plan if one has been written.  Please check all that apply.

Self-Abuse
( YES
( NO
Details: 

PICA 
( YES
( NO
Details: 

Wandering 
( YES
( NO
Details: 

Physically abusive
( YES
( NO
Details: 

Sensitive to touch 
( YES
( NO
Details: 

Emotional outbreaks 
( YES
( NO
Details: 

Verbally abusive 
( YES
( NO
Details: 

Lying 
( YES
( NO
Details: 

Stealing 
( YES
( NO
Details: 

Self-stimulating behavior 
( YES
( NO
Details: 

Temper tantrums 
( YES
( NO
Details: 

How does the camper react when upset, homesick or frustrated?


What methods should be used to handle these behaviors?




SECTION 10: CAMPING AND LEISURE INTERESTS

List previous camping experiences (day/overnight). 


Did the camper enjoy the experience(s) and adjust well? 

What were the camper’s three favorite things about camp? 

SECTION 11: ACTIVITIES OF DAILY LIVING

Please review all the activities of daily living listed below and provide details about the assistance the camper will require.

Help eating? 
( YES
( NO
Details: 

Help grooming? 
( YES
( NO
Details: 

Help dressing? 
( YES
( NO
Details: 

Help bathing? 
( YES
( NO
Details: 

Help toileting? 
( YES
( NO
Details: 


What is the word or method of toilet indication? 

Wears diapers (Attends)?
( Night
( Day
( Both
Details: 

Females: Help with menstruation cycle? 
( YES
( NO
Details: 

What are the camper’s normal sleeping hours? 

Has the camper been known to sleep walk? 
( YES
( NO
Details: 

Does the camper require bed rails? 
( YES
( NO
Details: 

Does the camper wet the bed? 
( YES
( NO
Details: 

Does the camper generally sleep well? 
( YES
( NO
Details: 


Please note we do not provide awake overnight staff.  Two staff members sleep in each cabin nightly and are responsible for routine bathroom trips and assistance.  We cannot accommodate campers who require consistent and frequent assistance throughout the night.
SECTION 12: ADDITIONAL INFORMATION

Does the camper have any strong fears (e.g. darkness, water, thunder, bugs)? 


Is there any further information that may be helpful in better understanding the camper and his/her needs at camp? 


Is there any additional assistance the camper may require while at camp? 





SECTION 13: MEDICATION AUTHORIZATION

CHECK ONE.


(

 takes no medication.


Camper Name
· I authorize administration of the prescribed medications in Section 20.

Parent/Guardian/Advocate Signature
Date

SECTION 14: WAIVER

All the information provided in sections 1-13 is accurate and complete to the best of my knowledge.

Parent/Guardian/Advocate Signature
Date
SECTION 15: SWIMMING PERMISSION FORM
Camper Name: 

What level swimmer is he/she?  Please check the appropriate box.

( No Experience (has never swam before)

( Beginner (has swam before)

( Experienced (swims approximately twice a month)

What type of adaptive equipment does he/she wear in the pool? 


Are there any swimming restrictions? 
( YES
( NO
Explain.  

I give permission for the above named camper to swim at Clover Patch Camp.

Parent/Guardian/Advocate
Date

Please note all swimmers wear a life jacket in the pool regardless of swimming experience.  Socks or swim shoes are required for all swimmers.


SECTION 16: PHOTO RELEASE FORM

Camper Name: 


PLEASE CHECK THE APPROPRIATE BOX.
(
Permission is given to Clover Patch Camp and the Center for Disability Services to use any photograph and video taping of the applicant and the applicant’s name for television news stories, newspaper articles, news releases, publications (brochures, newsletters, website, etc.) and community awareness programs.

(
Permission is given to take pictures of the applicant to be used only for cabin photos.

(
Permission is given to take pictures of the applicant to be used only for staff’s personal enjoyment (memories).

(
Please, no photos.

Parent/Guardian/Advocate
Date

SECTION 17: FINANCIAL ASSISTANCE FORM

Eligibility:
1. The camper must reside in a residence operated by the Center for Disability Services

or

The camper must live at home with family

2. Clover Patch Camp strongly encourages those campers who do not qualify to pursue financial support opportunities through their sponsoring agency.


CAMPER SCHOLARSHIP REQUEST

(Please complete the section that pertains to the camper)
For Campers Living at Home with Family


Camper Name: 
  Camper Date of Birth: 


Camper Address: 

  Family Size Including Camper: 


Other agencies providing financial assistance for the camper to attend Camp in 2008:  

Camper’s 2007 Gross Annual Income [Include copies of tax forms/SSI statements]: 


Legal Guardian’s 2007 Gross Annual Income: 

How much can the camper/family contribute to his or her 2008 camp tuition? 


For Campers Living in a Residence Operated by the CFDS


Camper Name: 
  Camper Date of Birth: 


Camper Address: 



In which CFDS operated residence does the camper reside? 

Other agencies providing financial assistance for the camper to attend Camp in 2008:  

Camper’s 2007 Gross Annual Income [Include copies of tax forms/SSI statements]: 

How much can the camper contribute to his or her 2008 camp tuition? 


By signing here as the above listed camper’s Parent/Guardian/Advocate, I certify that all of the above information is correct to the best of my knowledge.

Parent/Guardian/Advocate Signature
Date
SECTION 18:  HEALTH EXAMINATION

Camper Name: 
  Address: 

Date of Birth: 

 

Physician Name: 
  Address: 

Phone Number: 

 

Complete Diagnosis: 

Allergies: 

SYSTEMS REVIEW (Must be complete.)

Height: 

Weight: 

Pulse: 

BP: 

Respiration: 

General Appearance: 

Skin: 

Ears: 

Hearing: 

Eyes: 

Vision: 

Mouth: 

Neck Thyroid: 

Breasts: 

Chest-lungs: 

Heart: 

Abdomen (hernia): 

Extremities: 

Neurological: 

Pelvic/Genitalia/Rectal: 

IMMUNIZATIONS

Hepatitis B:  Attach a report that includes HepBSag, HepBSAb, HepBCoreAB or documentation of Hep B vaccine.

Date of lab report: 
  
Current lab report attached?
( NO
( YES


Documentation of vaccine?
( NO
( YES
If yes, dates of inoculation: 

 

 


PPD:  Results must be dated after AUGUST 1, 2007.  If positive, you must include a chest x-ray report or a note from physician stating that the client is asymptomatic.

Date of Test: 
  
Date of Reading: 
  
Results:
( Positive
( Negative

Tetanus: Results must be dated after AUGUST 1, 1998.  Date of Immunization: 

Children (5-21 years) must also show documentation of:


  Immunized?
If yes, date of immunization.

Measles/Mumps/Rubella (MMR) 
( NO  ( YES  




Diphtheria (DPT)   

( NO  ( YES  


Haemophilus Influenza Type B  
( NO  ( YES  





Poliomyelitis 
( NO  ( YES  


Varicella (Chicken Pox) 
( NO  ( YES  


Physician Signature 

Physician Name (print)
Date
SECTION 19:  STANDING EMERGENCY ORDERS

Camper Name: 
  Date of Birth: 

Diagnosis:  

Allergies:  

May be used for 48 hours and/or one episode x 5 doses.  Then consult MD for further orders.  Medications to be given po or G-tube unless otherwise indicated.  To be reviewed annually by MD and renewed Q 90 days or 180 days, depending on requirements of program.

PHYSICIAN MUST INDICATE WITH A “(” WHICH ORDERS APPLY:

(  Ibuprofen - 200 mg one-two tablets po q6h prn for pain, headache, or fever above 101.

(  Acetaminophen - 650 mg po/tube or suppository per rectum Q 4 prn (headaches, pain, or fever above 101).

(  Robitussin DM - 5cc Q 4 h prn for cough with cold symptoms.

(  Mylanta - 30 cc Q 4 h prn for complaints of gastric upset.

(  Triple Care Cream - Apply thin layer to reddened areas on a perianal area prn and after each diaper change.  



Notify MD after five days for further orders.

(  Milk of Magnesia - 30 cc @ hour of sleep prn for constipation.

(  Fleet Enema - One per rectum prn if no BM x 3 days, may repeat x 1.

(  Ducolax Suppository - 10 mg per rectum prn for no BM x 3 days, may repeat x 1.

(  Neosporin, Bacitracin or Triple Antibiotic Ointment – for minor cuts or skin abrasions

(  Sunscreen SPF 30 - PABA free to all exposed skin surfaces prior to sun exposure.

(  Benadryl Elixir - 12.5 mg per 5 ml.  (25 mg) tid prn for rash or persistent itch.

(  Benadryl Tabs - 25 mg, give one tab prn for rash or persistent itch.

(  Caladryl/Benadryl Lotion - Apply sparingly to affected area of bug bite, rash, or minor skin irritation tid prn.

· Kaopectate - Suspension 600 mg/15 ml give 15 cc-30 cc po after each loose bowel movement not to exceed 4 g 

in 24 h.
Physician Signature 

Physician Name (print)
Date


If No Standing Orders Are Applicable, Please Sign Below

Physician Signature 

Physician Name (print)
Date

SECTION 20: MEDICATION RECORD

Camper Name: 
  Date of Birth: 

A doctor’s order is required for all over-the-counter and prescription medications, including any topical creams and powders.  If medications change from now until the camper goes to Camp, a new medication record will be needed upon admission and may be faxed to Clover Patch Camp at (518) 384-3001 if necessary.

How does the camper take his or her pills?
( Crushed
( Swallows with water

If crushed, what does the camper mix the medication with?
( Applesauce
( Pudding
( Other 


Authorization:  I do hereby grant permission for the nurse to follow the above orders for medication.

Physician Signature 

Physician Name (print)
Date

Camper Name: 
  Date of Birth: 

Authorization:  I do hereby grant permission for the nurse to follow the above orders for medication.

Physician Signature 

Physician Name (print)
Date

SECTION 21: NOTE TO MEDICAL PROVIDERS

To: Medical Providers

From: Camp Medical Staff

In order to streamline the application process and camp experience for our campers please consider the following.

1. We have designated times to dispense medications in order for our campers to fully participate in the camp activities.  Our medication times are between 8:00 am and 9:00 pm.  If any medications need to be given outside of these times please indicate, otherwise we will use the established camp medication schedule.

2. Please consider giving a week holiday for routine creams, lotions and powders, as storage space for these items is limited.

3. Please sign and date each page of the medical section.  Unsigned pages will be returned delaying acceptance of the camper.

Thank you,

Camp Medical Staff

SECTION 22: TRANSFER/POSITIONING/MOBILITY FACT SHEET


Name: 
  Client Number: 

Day Program Therapist: 
  Program: 

Residence Therapist: 
  Residence: 

Date: 

Revised: 
  Revised: 
  Revised: 
  Revised: 

This individual requires the following assistance with transfers:

(  Mechanical lift (must be used with clients weighing over 150 lbs.)
( w/paddles or ( w/sling

(  Two-person lift (unable to bear weight or assist with transfer: client must weigh less than 150 lbs.)

(  One-person lift (client must be under 42 in. and less than 50 lbs.)

(  Stand-pivot transfer

(  Sliding board transfer

The following is an acceptable alternative when the physical environment or unavailability of equipment does not allow the client to be transferred by their primary means of transfer/lift (e.g. primary care/specialty medical clinic/dental):

Comments:

Is specific training required at the house by the residence consulting therapist?
( YES
( NO

Is specific training required in day program by the therapist?
( YES
( NO

WHEELCHAIR INFORMATION

Wheelchair Serial #: 
  Vendor: 
  Vendor’s Phone #: 

Date w/c delivered: 
  Funding: 

Vendor Providing Service: 
  Service Vendor’s Phone #: 

WHEELCHAIR MOBILITY
AMBULATION

(  Manual w/c    or    (  Power w/c    or    (  Stroller
Assistive/Protective Device


  Propels forward


  Maneuvers around objects
Age and status of device: 


  Negotiates ramps
Endurance (distance/time) 


  Lateral weight-shift in w/c

  level surfaces


  Propels backward

  uneven surfaces

Endurance (distance/time): 


  stairs/curbs

Method of propulsion: 


  inclines

KEY

I=Independent
MOD = moderate assistance (client does 50%) 
VC = Verbal Clues

S = Supervision
MAX = maximal assistance (client does <50%) 
N/A Not applicable

D = Dependant 
MIN = Minimal assistance (client does >50%)

Name: 
  Client Number: 

Positioning/Equipment (indicate length of time to be in position and specify R for Residence or DP for Day Program)

  Mat



  Supine



  Prone



  Side-lying



  Special equipment/supervision


  Recliner/Geri-chair



  Supine



  Prone



  Special equipment/supervision


  Wedge



  Supine



  Prone



  Special equipment/supervision


  Bed/hospital bed/waterbed



  Head/feet elevated (circle appropriate)



  Supine



  Prone



  Side-lying



  Special equipment/supervision


  Other



  Sitting



  Supine



  Side-lying



  Special equipment/supervision

Special equipment refers to: straps, egg crates, pillows, wedges, cushions, bolsters, side rails, etc. that may be needed to assist the client to maintain the position or to provide protection against falls or possible skin breakdown.  

Supervision refers to the level of supervision necessary while in this position.

Positioning during dining (indicate R for Residence or DP for Day Program)


  Standard kitchen chair


  Modified kitchen chair (specify): 


  Geri-chair


  Special chair (specify): 


  Wheelchair

SECTION 23: DINING FACTS SHEET

Name: 
  Med. Precautions: 

Program:
  Food Allergies: 

Date: 
  Update: 
  Special Diet: 

Teacher/Team Leader/Trainer: 
  
 


 
  Communication Style: 

Speech-Language Pathologist: 
  Occupational Therapist: 


This individual requires the following assistance with dining:



High Need
Requires ongoing assessment and monitoring due to health concerns and swallowing disorder



Consistent
Requires continuous monitoring from staff familiar with individual dining plan



General
Requires physical presentation of food; no direct therapeutic intervention needed



Supervised
Requires assistance with set-up, cut-up and/or clean-up; staff to consumer ratio 1:4



Independent
Requires no supervision during dining

MEAL SET-UP

FOOD
BEVERAGE
Consistency: (See Back)
Adaptive Equipment 

Consistency: (See Back)
Adaptive Equipment



Pureed




  Thin Liquid




Ground




  Thickened Liquid




Chopped ¼ x ¼



  Nectar




Chopped ½ x ½



  Honey




Regular




  Pudding



Presentation Portion:

Amount:



¼ t.



1 T


  Single Sip

  Spoon Fed



½ t.



Other


  2,3,4 Consecutive Sips

  Other



¾ t.






POSITIONING/OT NEEDS: (Note the positioning for the individuals and dining assistant)


INDIVIDUAL DINING PLAN: (i.e. placement of food, rate, prompting, dry spooning, routine after meal, etc.)


Are there concerns addressed on back?


Y


N

Psycho-social issues?


Y


N 
Plan Attached?


Y


N


OTHER:


FOOD/LIQUID CONSISTENCY GUIDELINES

All consistency recommendations are based upon the needs of the individual as determined by the speech-language pathologist consultation with the interdisciplinary team members.  A physician’s order is necessary to make any alteration in the consistency of foods/liquids.

FOODS

Regular 
The individual may eat regularly prepared foods but may need assistance cutting up food.

Chopped 
The individual has problem chewing and/or swallowing tender foods adequately and there is potential for choking.  Food should be chopped into pieces, by the dining assistant, small enough to be swallowed: ½ x ½ inch or ¼ x ¼ inch.

Ground 
The individual has problem chewing and/or swallowing adequately.  All foods must be processed into fine particles, which swallowed whole are not likely to obstruct the airway.  Food should be moistened adequately with appropriate moistening agents.

Pureed 
The individual does not have the ability to chew and/or swallow adequately.  All foods must be processed into a ready to swallow consistency, similar to creamy, moist mashed potatoes or pudding, with no lumps.  Food should be moistened adequately with appropriate moistening agents.

LIQUIDS

Nectar 
The consistency of the heavy syrup that covers canned peaches and pears.  The thickened liquid should flow from the spoon in one steady stream.

Honey 
The consistency of table honey in squeeze bottle containers.  The thickened liquid should bead from the spoon.

Pudding 
A consistency which will cling to the spoon; spoonable.

Moisten all shredded/ground foods, breads, cakes, cookies, etc. with appropriate liquids such as gravies, milk, vegetable juices, broth, yogurt, mayonnaise, ketchup, coffee, etc.

Thickening agents for beverages include: commercial thickeners, instant puddings, plain yogurt, applesauce, potato flakes, crackers, etc.

Foods that cannot be pureed: Corn, peas, tough meats

ADDITIONAL INFORMATION


Camp is available on a first come first served basis.  Acceptance into camp is contingent upon evaluation of a complete application by the camp director and medical advisors.


Campers must meet our medical requirements and be able to live in an outdoor environment with a 1:2 staff to camper ratio.  We are unable to make conditional offers.


Campers are not enrolled until they receive an acceptance packet confirming a specific session.


If a camper is sent home due to medical reasons determined by the Camp Health Director, the Camp fee will be prorated and a refund will be made.  If the camper does not wish to remain at Camp, or if the camper is sent home due to behavioral issues, Camp Management reserves the right to determine whether or not a refund will be granted.


In order to best meet the needs of the camper, please submit any behavior plans or IEPs with this application.


All medications must be in their original containers with the camper’s name and labeled in the current dosage by your pharmacist.  Medications will not be accepted in any other containers.  If possible ask your pharmacist to package the medications in bottles or small, labeled bags as opposed to blister packs.


Camp management will to the best of our ability meet the camper’s session date preference.  However, the session dates are not guaranteed and the camp management reserves the right to enroll the camper into any appropriate session.


Transportation to and from camp is the responsibility of the camper.











HOW TO APPLY


Complete the requested information in each section carefully and completely.  


Sections 1-17 should be completed by a Parent, Guardian or Advocate.


Sections 18-21, Health Forms, must be completed by a licensed physician on our forms.  


Section 22, Transfer/Positioning/Mobility, is best completed by an Occupational or Physical Therapist.


Section 23, Dining Facts, is best completed by a Speech Therapist.


Include a recent photograph of the applicant to assist camp staff in identifying campers for medications and for security purposes.


Return the application to Clover Patch Camp, 55 Helping Hand Lane, Glenville, NY 12302





COST


	Overnight Camp	Day Camp


	Camper Resides at Home	Camper Resides in a Group Home	Camper Resides at Home


	in the Capital District	or Family Care Provider	in the Capital District


	Session 2-5     $1150	Session 1	$1025	Session 2,3	$500


	contact office for financial assistance options	Session 6, 7	$1150








CONTACT INFORMATION


Christopher Schelin, Program Admin.


Laura Taylor, Camp Director


Phone: (518) 384-3080/3081 	(off-season)


	(518) 399-4759/4799 	(summer)


Fax: (518) 384-3001


Email: cloverpatchcamp@cfdsny.org


Internet: www.cloverpatchcamp.org


	www.cfdsny.org


Mailing Address: Clover Patch Camp


	 55 Helping Hand Lane


	 Glenville, NY 12302














Name: 	  Relationship to Camper: 	


Address: 		  Phone Number: 	


		  Alternate Phone Number: 	











Name: 	  Relationship to Camper: 	


Address: 		  Phone Number: 	


		  Alternate Phone Number: 	











Name: 	  Relationship to Camper: 	


Address: 		  Phone Number: 	


		  Alternate Phone Number: 	











6.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











7.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











8.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











9.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











10.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











12.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











11.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











1.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











2.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











3.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











4.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage











5.				


	Medication Name		Name of Physician Who Ordered Medication	


				


	Frequency of Administration	Dosage








SESSION DATES


Overnight Camp


Session 1: 6/15/08–6/20/08; Ages 18+


Session 2: 6/22/08–6/27/08; Ages 5-21


Session 3: 6/29/08–7/04/08; Ages 5-21


Session 4: 7/06/08–7/11/08; Ages 5-21


Session 5: 7/13/08–7/18/08; Ages 18+


Session 6: 7/20/08–7/25/08; Ages 18+


Session 7: 7/27/08–8/01/08; Ages 18+


Day Camp


Session 2: 6/23/08–6/26/08; Ages 5-21


Session 3: 6/30/08–7/03/08; Ages 5-21





A summer camp for children and adults with developmental disabilities
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