CAMP PIONEER at the LIFE ENRICHMENT CENTER

July 8-13, 2019
CAMPER APPLICATION

(All Campers Must Be Ambulatory, Able and Willing to Participate in Small Family Group Activities)

 

  CAMPER INFORMATION

 

Name _____________________________ Age ______ Birthdate __________

 

Male/Female ___ Height _______ Weight ______ Shirt Size (S-XXXL)________

 

Whom does Camper live with _____________Relationship to Camper _______

 

Address ________________________________________________________

                           Street                              City              State     Zip

Email Address_______________________ 

 

Home Phone (    ) _______________         Work Phone (    ) ______________

 

Please complete the following information as thoroughly as possible in order to help the counselors better understand each camper.  Please check all that apply.

 

   __Sees Well
  __Hears Well
     __Uses Sentences
 __Outgoing

   __Vision Impaired
  __Hearing Impaired     __Uses Words Only         __Shy

 
Relates well to:
__Peers    __Adults    __Males    __Females

 

Motor Activity:       __Runs easily    __Walks easily    __Walks with help

 
Sleeping: 
         __Sleeps easily  __Walks in sleep   __Wakes up periodically

                             __Has bad dreams    __Wets bed

 

Swimming:            __Fears water    __Requires life jacket   __Swims somewhat

                             __Swims well

 
Bowling:

__Does not bowl
__Bowls
___Prefers Bumpers




Bowling shoe size_______(if shoes are needed)

Needs Assistance with the Following:    __Toileting   __Eating   __Dressing

 

Comments:
        _____________________________________________________

                            _____________________________________________________

 

Has the Camper been to Camp before?   __Yes    __No

 

  If YES, when and where?  ______________________________________________

 
Has the Camper been away from Home before?   __Yes    __No

 

  If YES, how long and under what circumstances? ___________________________

 

CONTACT INFORMATION

 

LEGAL GUARDIAN/EMERGENCY CONTACT

 

Name ____________________Home (   )______Work (   )______

 

Address______________________________________________

                          Street                               City             State    Zip

PHYSICIAN

 

Name ____________________Home (   )______Work (   )______

 

Address______________________________________________

                          Street                               City             State    Zip

SCHOOL OR CENTER CAMPER ATTENDS

 

Name ______________________________Phone (   )_________

 

Address______________________________________________

                          Street                               City             State    Zip

 

TEACHER/CASE MANAGER

 

Name ______________________________Phone (   )_________

 

Address______________________________________________

                          Street                               City             State    Zip

 

SECONDARY EMERGENCY CONTACT

 

Name ____________________Home (   )______Work (   )______

 

Address______________________________________________

                          Street                               City             State    Zip

RELEASE FORM

    I give approval for PHOTOGRAPHS AND OTHER PICTURES INCLUDING VIDEOS to be taken of this camper during the camp activities which may be used for further promotions of the camp.

   This camper has my permission to go on CAMP SPONSORED FIELD TRIPS.

   I hereby release the Florida Annual Conference of the United Methodist Church, all duly authorized agents of that body and the camp authorities of Camp Pioneer from any responsibility or liability for any injury or illness derived from participation in the program at Camp Pioneer.

 

                                                                    _________________________________________

                                                                          SIGNATURE OF PARENT OR LEGAL GUARDIAN

MEDICAL RELEASE

    In the event of an emergency, illness, or accident, the Program Director or Camp Nurse will contact the parent or legal guardian at the earliest possible moment.  However, as contact cannot always be made immediately due to “no one at home,” busy circuits, etc., the following EMERGENCY PERMISSION TO TREAT must be signed and notarized.

   In the event that ________________________ suffers any illness or accident requiring emergency hospitalization, medication, or surgery while in any part of the summer program of the Florida Conference of the United Methodist Church, I hereby give my permission for any necessary hospitalization, medication, or surgery on recommendation of the camp doctor or camp nurse.  A representative of the camp will contact me at the earliest possible moment.

   We further authorize a routine visit to the physician should my camper contract an illness needing medical attention. 
    ___________________________     __________________________
      Signature of Camper



Name of Camper (print)
    ___________________________     __________________________

      Signature of Parent/Guardian                      Name of Parent/Guardian (print)  
 

To be completed by NOTARY PUBLIC

 

STATE OF ____________COUNTY OF _________________, I, THE UNDERSIGNED 

 

AUTHORITY, HEREBY AFFIRM THAT BEFORE ME PERSONALLY APPEARED

 

_______________________________(NAME) WHO SIGNED IN MY PRESENCE.

 

WITNESS MY HAND AND OFFICIAL SEAL, THIS _____DAY OF ____________

 

A.D. __________

 

                                               _____________________________________

                                              NOTARY PUBLIC, STATE OF FLORIDA AT LARGE

 

MY COMMISSION EXPIRES ________________

 

Please send application with $75.00

          This application must be complete,

Deposit by April 30, 2019 to:


          including the Release Form
    Life Enrichment Center                                         and the Medical Form                                     

   Attn:  Camp Pioneer   



         before this Application is accepted.
   4991 Picciola Rd.



 

   Fruitland Park, FL 34731 

Additional Camper Information

 

How does Camper respond to instructions?  __________________________

 

Describe any fears the Camper may have. ____________________________

 

Effective rewards ______________________________________________

 

Does the Camper play a musical instrument or have other talents that he/she could share at camp?  If so, what?  _________________________________

 

_____________________________________________________________

 

Are there any other campers who will be attending camp whom you feel would not be appropriate to place in the same cabin as your Camper?

 


Name ________________________ Reason ____________________

 


Name ________________________ Reason ____________________

 

 

   

 HEALTH RECORD

(Must be Completed by Parent or Guardian and Notarized)

 

Allergies:  List any allergies the Camper has: _______________________________

 

Medication: List medications the Camper is presently taking:

 

     ______________When   ____________How Much  _________________Why

 

    ______________ When   ____________How Much  _________________Why

 

Seizures:  Does the Camper have seizures?  __Yes  __No  If YES, please describe.

 

  What is the proper procedure to follow during/after the seizure? _______________

 

  __________________________________________________________________

 

Illnesses:  Please check if the Camper has had the following:  __Measles __Polio

  __Chicken Pox  __Scarlet Fever  __Whooping Cough  __Others: ______________

 

Shots:  When was the Camper’s last Tetanus shot?  _________________________

        (Camper must have series of DPT, DT or Tetanus Booster within the past 5 years)

 

Diet:  List the Camper’s SPECIAL dietary needs, if any: _______________________

 

__________________________________________________________________
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