Page 1 – To be completed by the Parent/Guardian/Advocate


SECTION 1: SESSION PREFERENCE
 FORMCHECKBOX 

New camper – All new campers must participate in a pre-camp screening.  Please select a screening date below.
 FORMCHECKBOX 

Returning camper – Years of attendance:      

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

Session 1: 7/30/12–8/03/12; Male Only
     
 FORMCHECKBOX 
 YES, please add our family to the carpool list.
Session 2: 8/06/12–8/10/12; Co-ed
     
 FORMCHECKBOX 
 NO, our family does not wish to carpool.
Session 3: 8/13/12–8/17/12; Co-ed
     
NEW CAMPERS ONLY – PLEASE CHOOSE A PRE-CAMP SCREEN DATE
 FORMCHECKBOX 
  April 9, 3:00 pm
 FORMCHECKBOX 
  May 16, 6:00 pm
 FORMCHECKBOX 
  June 14, 5:00 pm
 FORMCHECKBOX 
  July 12, 5:00 pm
 FORMCHECKBOX 
  April 11, 4:00 pm
 FORMCHECKBOX 
  May 22, 3:00 pm
 FORMCHECKBOX 
  June 25, 3:00 pm 
 FORMCHECKBOX 
  July 17, 3:00 pm
SECTION 2: PERSONAL INFORMATION

Camper Name:      
  Phone Number:      
  

Address (street/city/state/zip):      

County:      
  Age:        Date of Birth:      
  Gender:  FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
Diagnosis:      
  Allergies:      


Person Completing Application:      
  Relationship to Camper:      

Alternate Phone Number:      
  Email:      

SECTION 3: CAMPER RELEASE INFORMATION

Please list individuals granted permission to pick up the camper at any time during the camper’s session.  

1st 
Name:      
  Relationship to Camper:      


Phone Number:      
  Alternate Phone Number:      


2nd 
Name:      
  Relationship to Camper:      


Phone Number:      
  Alternate Phone Number:      


SECTION 4: PHYSICIAN INFORMATION

Primary Physician:      
  Phone Number:      

Address:      

Surgeon (if applicable):      
  Phone Number:      

Address:      

Specialist (if applicable):      
  Phone Number:      

Address:      

SECTION 5: SOCIAL AND BEHAVIORAL INFORMATION

In order to best prepare for and meet the needs of the camper, please provide accurate and detailed information.  Submit all behavior support plans and Individualized Service Plans (ISPs) with this application.
Check all that apply.

Physical Aggression
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
Details:      

Self-stimulating behavior 
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
Details:      

Sensitive to touch 
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
Details:      

Temper tantrums 
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
Details:      


Verbally abusive 
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
Details:      

Wandering 
 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO
Details:      

BEHAVIORS SCHOOL REPORTS TO YOU
Check all that apply. Please give details for those items that require the intervention of a Teacher or an Aide and what methods should be used to handle these behaviors.
	 FORMCHECKBOX 
 Withdrawn

 FORMCHECKBOX 
 Loud

 FORMCHECKBOX 
 Know it all

 FORMCHECKBOX 
 Extremely busy

 FORMCHECKBOX 
 Always appropriate

 FORMCHECKBOX 
 Constantly weepy
	 FORMCHECKBOX 
 Quiet

 FORMCHECKBOX 
 Constant talking

 FORMCHECKBOX 
 Disrespectful

 FORMCHECKBOX 
 Distractible

 FORMCHECKBOX 
 Always on task

 FORMCHECKBOX 
 Very needy
	 FORMCHECKBOX 
 Needs prompts to participate

 FORMCHECKBOX 
 Interrupts peers and teachers

 FORMCHECKBOX 
 Difficulty in following direction

 FORMCHECKBOX 
 Misunderstands expectations

 FORMCHECKBOX 
 Teachers don’t see any disability

 FORMCHECKBOX 
 Meltdown if routine is changed

 FORMCHECKBOX 
 No problems for cycle of time followed by many problems for

cycle of time


Please explain all checked behaviors.      


     


BEHAVIORS YOU SEE AT HOME AND COMMUNITY
Check all that apply. Please give details for what methods should be used to handle these behaviors.
	 FORMCHECKBOX 
 Withdrawn

 FORMCHECKBOX 
 Loud

 FORMCHECKBOX 
 Know it all

 FORMCHECKBOX 
 Extremely busy

 FORMCHECKBOX 
 Always appropriate

 FORMCHECKBOX 
 Constantly weepy
	 FORMCHECKBOX 
 Quiet

 FORMCHECKBOX 
 Constant talking

 FORMCHECKBOX 
 Disrespectful

 FORMCHECKBOX 
 Distractible

 FORMCHECKBOX 
 Always on task

 FORMCHECKBOX 
 Very needy
	 FORMCHECKBOX 
 Needs prompts to participate

 FORMCHECKBOX 
 Interrupts parents, peers, siblings

 FORMCHECKBOX 
 Difficulty in following direction

 FORMCHECKBOX 
 Misunderstands expectations

 FORMCHECKBOX 
 Don’t see any disability at home

 FORMCHECKBOX 
 Meltdown if routine is changed 

 FORMCHECKBOX 
 No problems for cycle of time followed by many problems for 

cycle of time


Please explain all checked behaviors.      


     


Other behaviors of concern:      


     

     


     


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


     

     

     


How does the camper react when upset or frustrated?      


     

     

     


List all psychiatric and medical diagnoses:      


     

     

     

List prior group experience (dates and perceived effectiveness):      


     

     

     

List counseling services (current/past providers):      


     

     

     

Language skills (Check one.)

 FORMCHECKBOX 
 Typical or advanced for age
 FORMCHECKBOX 
 Has significant verbal limitations
 FORMCHECKBOX 
 Has minor verbal limitations

SECTION 6: DINING FACTS 

Food Allergies:      

Special Diet/Nutrition:      


Medical Precautions:      

Does the child have any difficulties with dining other than those listed above?   FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO 

If yes, please request a detailed dining facts sheet from the camp office and submit with the application.
SECTION 7: CONSENT

CONSENT TO TREAT

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 Ellis Hospital Staff on duty who are required to render necessary medical care.

CONSENT TO ATTEND AND PARTICIPATE

I give permission for the above named camper 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.

MEDICATION AUTHORIZATION

Please check one.

 FORMCHECKBOX 

NO
The below named camper does not need to take any routine medication (prescription or over-the-counter) while at camp.
 FORMCHECKBOX 

YES
The below named camper will need to take medication while at camp (9:00 am – 4:00 pm).  I authorize administration of the prescribed medications in Section 11.
PHOTO RELEASE
Please check one.
 FORMCHECKBOX 

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

 FORMCHECKBOX 

Permission is given to take pictures of the camper to be used only for staff’s personal enjoyment (memories).  These photos will not be used for any media purposes.

 FORMCHECKBOX 

No photos.

RELEASE OF CONTACT INFORMATION

 FORMCHECKBOX 
YES      FORMCHECKBOX 
 NO
I give my permission to Camp Spectacular to release my contact information to the families of other campers.  The release of this information is for the sole purpose of arranging social interactions among the campers and organizing carpool groups.  I understand that my contact information will not be released to any other entity.

WAIVER

All the information provided in sections 1-6 is accurate and complete to the best of my knowledge.

As the Parent/Guardian/Advocate of      
, I have read and understand the above.


Camper Name

     

     


Parent/Guardian/Advocate Signature
Date
SECTION 8: SWIMMING PERMISSION

Will the camper swim while at camp?   FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

If yes,

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

 FORMCHECKBOX 
 No Experience (has never swam before)

 FORMCHECKBOX 
 Beginner (has swam before; limited swimming ability)

 FORMCHECKBOX 
 Experienced (is a proficient swimmer)
What type of adaptive equipment does he/she wear in the pool?      


     


     


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

     


     

Please note.

1. An American Red Cross certified lifeguard is on duty at all times during swimming activities.

2. Socks or swim shoes are required for all swimmers.

3. All campers must have a signed swimming permission form to participate in swimming activities while at camp.

As the Parent/Guardian/Advocate of      
, I have read and understand the above.


Camper Name


     


Parent/Guardian/Advocate Signature
Date

BLANK PAGE

SECTION 9:  HEALTH EXAMINATION

Camper Name:      
  Date of Birth:      

[Please print clearly or use office stamp]
Physician Name:      
  Phone Number:      

Address:      

Complete Diagnosis:      

Allergies:      

SYSTEMS REVIEW [Must be complete.  Please indicate if within normal limits.]

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:  Documentation of vaccination.  Dates of inoculation:       
       
       


Or, attach a lab report that includes HepBSag, HepBSAb, HepBCoreAB.  Date of lab report:      


Tetanus:  Results must be dated after July 27, 2002.  Date of Immunization:      

Immunization Record:  (Please note.  Immunization is not required however; we must know the immunization status.)

  Immunized?
Date(s) of inoculation

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

Diphtheria (DPT)   

 FORMCHECKBOX 
 NO      FORMCHECKBOX 
 YES
     

Haemophilus Influenza Type B  
 FORMCHECKBOX 
 NO      FORMCHECKBOX 
 YES
     

Poliomyelitis 
 FORMCHECKBOX 
 NO      FORMCHECKBOX 
 YES
     

Varicella (Chicken Pox) 
 FORMCHECKBOX 
 NO      FORMCHECKBOX 
 YES
     


.
.

.

     

     


Physician Signature 

Physician Name (print)
Date
.
SECTION 10:  STANDING EMERGENCY ORDERS

Camper Name:      
  Date of Birth:      


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 which orders apply.
 FORMCHECKBOX 
 Ibuprofen – 200 mg one-two tablets po q6h prn for pain, headache, or fever above 101
 FORMCHECKBOX 
 Acetaminophen – 650 mg po/tube or suppository per rectum Q 4 prn (headaches, pain, or fever above 101)
 FORMCHECKBOX 
 Robitussin DM – 5 cc Q 4 h prn for cough with cold symptoms
 FORMCHECKBOX 
 Mylanta – 30 cc Q 4 h prn for complaints of gastric upset
 FORMCHECKBOX 
 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.

 FORMCHECKBOX 
 Milk of Magnesia – 30 cc @ hour of sleep prn for constipation
 FORMCHECKBOX 
 Fleet Enema – One per rectum prn if no BM x 3 days; may repeat x 1
 FORMCHECKBOX 
 Ducolax Suppository – 10 mg per rectum prn for no BM x 3 days, may repeat x 1
 FORMCHECKBOX 
 Neosporin, Bacitracin or Triple Antibiotic Ointment – for minor cuts or skin abrasions

 FORMCHECKBOX 
 Sunscreen SPF 30 – PABA free to all exposed skin surfaces prior to sun exposure
 FORMCHECKBOX 
 Benadryl Elixir – 12.5 mg per 5 ml.  (25 mg) tid prn for rash or persistent itch
 FORMCHECKBOX 
 Benadryl Tabs – 25 mg, give one tab prn for rash or persistent itch
 FORMCHECKBOX 
 Caladryl/Benadryl Lotion – Apply sparingly to affected area of bug bite, rash, or minor skin irritation tid prn
 FORMCHECKBOX 
 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
 FORMCHECKBOX 
 NO STANDING ORDERS ARE APPLICABLE
Authorization:  I do hereby grant permission for the camp healthcare providers to follow the above medication orders.
.
.

.

     

     


Physician Signature 

Physician Name (print)
Date
.

SECTION 11: 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 between now and the camper’s arrival at camp, a new medication record will be needed prior to admission and may be faxed to Camp Spectacular at (518) 384-3001.

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

How does the camper take his/her pills?   FORMCHECKBOX 
 Crushed      FORMCHECKBOX 
 Swallows with beverage:      

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

	Medication Name / Strength
	Amount
	Route
	Frequency
	MDD
	Purpose
	Prescribing Physician

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


Authorization:  I do hereby grant permission for the camp healthcare providers to follow the above medication orders.

.
.

.

     

     


Physician Signature 
Physician Name (print)
Date















































Operated by the Center for Disability Services (CFDS)
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