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2012 SUMMER CAMP APPLICATION
(A $25.00 non-refundable registration fee is required with each application)
[image: image2.jpg]
Return completed application to:
Camp CaPella

P.O. Box 552

Holden, Me.  04429

Please print or type:

Camper Information    Are you applying for day camp? ___________________or overnight camp? _______________________
                                
(camper arrives and goes home each day)               (camper lives at Camp CaPella for the week)
Name:  __________________________________________________________________
Address:  ____________________________________________________  City:  _________________________  Zip:____________

Phone Number: _________________________________
 
E-mail:  ___________________________________________

Date of Birth:  _____________________________
          Age _________                   Male                  Female 
School attended___________________________________ grade level_____________________________________________
Camp CaPella does NOT discriminate on the basis of ethnic background, race, religion, or sexual orientation. The following information is required of us to report to a funding source for the camp. We report only the total numbers involved.
Ethnic information:   Black_______ Hispanic______ Native American_____ Asian____ Other_____
Family Information 

Father’s Name:  __________________________________________  Phone:  _________________________           Home         Cell
Address:  ____________________________________________________  City:  _________________________  Zip:____________




(If different from above)
E-Mail address:  _________________________________________________________________
Place of Employment:   _______________________________________________     Work Phone:  ___________________________

Mother’s Name:  __________________________________________  Phone:  _________________________           Home         Cell
Address:  ____________________________________________________  City:  _________________________  Zip:____________




(If different from above)

E-Mail address:  _________________________________________________________________

Place of Employment:   _______________________________________________     Work Phone:  ___________________________

Guardian’s Name:  ________________________________________  Phone:  _________________________           Home         Cell
Address:  ____________________________________________________  City:  _________________________  Zip:____________




(If different from above)
E-Mail address:  _________________________________________________________________

Place of Employment:   _______________________________________________     Work Phone:  ___________________________

Case workers Name: _________________________________________________   Work Phone_____________________________
2

Emergency Contact Information
1. Name:  ___________________________________________  Phone:  ____________________________           Home         Cell
Relationship to camper ______________________________________________

2. Name:  ___________________________________________  Phone:  ____________________________           Home         Cell


Camper Eligibility Policy
(Please read, sign and return with the completed application.)

To be eligible to attend Camp CaPella, a camper must be able to meet all of the following requirements.

The camper must:

· Be 5 years of age or older.  There will be separate weekly sessions for campers aged 5 to 13, campers aged 14 to 20, and adults.

· Have a primary diagnosis of physical and/or developmental disability.

· Be able to interact with others, individually or with assistance, and participate in a camp program.

· Be able to adapt to staff supervision ration of 1 staff to 2 campers.  We are prepared to provide 1 to 1 care when needed for feeding, bathing, toileting, etc., but we do not have the resources to serve campers who require constant 1 on 1 care throughout the day.

· We cannot accept a camper whose behavior may represent a danger to him/herself or others.

· Applicants who will be accompanied by a medical caregiver because of their specific medical needs will be considered on an individual basis.

I agree that ________________________________________ meets the above requirements to attend 

                                      (Camper name)

Camp CaPella.

____________________________________________________________________________________________________________

Print Name








Relationship to Camper (Parent, Guardian, etc.)

_______________________________________________________________________________________________________________________

Signature









Date

3.

2012 CAMP CAPELLA SUMMER SCHEDULE

NEW CAMP PROGRAM BEING OFFERED THIS SUMMER!!

OVERNIGHT CAMPING FOR 12 CAMPERS ALL WEEKS!

For the 2012 camp season Camp CaPella will be offering an overnight camping experience as well as a day camp experience. 

The day camp will be for up to 12 campers and run each day from 8:30 am to 4:30 pm. There will be bus transportation from the Brewer Wal-Mart store to camp leaving at 8 am and arriving for pick up at 4:45 each day, Monday through Friday. 

For the overnight camp, Camp CaPella will offer an overnight weekly camp in addition to our day camp. Campers will need to be dropped off at Camp CaPella at 5:00 pm on Sunday and picked up on Friday at 4:30 pm. The overnight week camp will be for 12 campers. 

WEEK


AGE GROUP


DATES

_____Week 1


5 to 13 year olds


June 24 --- June 29
_____Week 2


5 to 13 year olds


July 1 --- July 6
_____Week 3


5 to 13 year olds


July 8---- July 13  

_____Week 4


5 to 13 year olds


July 15--- July 20
_____Week 5
                        5 to 13 year olds


July 22--- July 27
_____Week 6   
 Teen week ---14 to 20 year olds

July 29--- August 3
_____Week 7


  Adult Week



August 5 --- August 10
Personal Funding Sources
The actual cost for campers is $1500.00 per week of camp.
We realize that most families cannot pay this amount. We ask that families contribute $300.00 (or whatever they can afford).  Any assistance the family can offer us in identifying a sponsoring business, or organization for their camper would be greatly appreciated. 

It is our mission to be able to provide the Camp CaPella experience for children and adults with disabilities regardless of a family’s ability to pay the full cost.  Due to the nature of the population we serve, the cost of providing a quality camping experience is expensive.  A camper sponsorship fund has been established for campers needing financial assistance.  Our camperships have been provided by contributions from local service organizations, businesses, schools, foundations, and individuals.  It is their support that makes Camp CaPella possible because we do not receive any state or federal funding. Camp CaPella has not ever turned anyone away because of an inability to pay.  If you wish to be considered for financial assistance please complete the application form that is a part of this packet. (last page)
4.
Camp T-Shirt Order Form

It’s time to order your 2011 Camp CaPella T-Shirts!

Camp CaPella will provide 1 t-shirt for each camper.  Please complete this form so your camper’s shirt will be available when they arrive at camp.  If you would like to order additional shirts for your camper, please return this form with $15.00 payment per additional shirt.

Camper Name:  ________________________________________________________________________

Week(s) Attending Camp:  (please circle and indicate first, second choice)

            Week 1  

Week 2

Week 3

Week 4

Week 5

Week 6

Week 7

Size Needed: (please check one)
        Child:

______ Small

______ Medium
______ Large

        Adult:

______ Small

______ Medium
______ Large

______ X-Large









______ XX-Large
______ Other (please specify)

Order:



       Item


Quantity

Cost


Total Due


Complimentary t-shirt

      1


No charge

    0



Additional t-shirt(s)                ________
   X
$15.00 each   =
$________


Please don’t forget to include this order form and your payment with your completed application.

Thank you!

5.
General Information

Camper’s Diagnosis:  _______________________________________________________________________________________


        (please be specific)

Has camper attended Camp CaPella before:             No                Yes       When: ______________________________

Will your camper be riding the bus to camp?             No               Yes       Location:  ______________________________________



As you fill out this section, please keep in mind that Camp CaPella is a recreational opportunity in which campers participate in a wide variety of activities.  These opportunities may include swimming, boating, recreational activities, music, arts/crafts, as well as daily special events.  During ALL of these activities, unless additional volunteers or a PCA is available for the camper, we will provide a 1:2 staff to camper ratio.  Please carefully consider all the questions.  Feel free to use an additional piece of paper of you need more space.

Campers will be expected to participate, within their capabilities, in the activities mentioned above.

Please list any known restrictions that may hinder this camper’s participation in these activities: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PLEASE CHECK THE FOLLOWING STATEMENT THAT APPLIES TO YOUR CAMPER:

____
I feel comfortable this camper will be safe and adequately cared for with a 1:2 staff /camper ratio.
____
I feel, at certain times, a 1:2 ratio will NOT be adequate supervision for this camper (please list reasons below).
_____
I feel this camper is ALWAYS in need of 1:1 supervision for safety, behavior and /or personal care (please list reasons  

              below).
Reasons for choosing statement number 2 or 3 above: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Completed by:









If one-on-one care is needed, an individual support staff person must attend with your camper. Camp CaPella is not be able to provide one-on-one care.  Our ratio is 1 staff person to 2 campers.
A personal support person will be attending camp with this camper.            No            Yes    If Yes, please fill out below:

Name of support person:  __________________________________________________________________

Organization employed by: __________________________________
Phone Number: ___________________________

6.

Health Information   (please circle answers)
Movement:
Walking:
On their own

Uses a walker

Uses a cane


Wears braces:       Yes
No
Able to put on and off themselves:
Yes
No
Uses a Wheelchair:






Manual

 Can maneuver own chair

Yes
No

Power

Can drive power chair

Yes
No

Camper is able to get in and out of chair without help           Yes
No  

If help is needed to transfer, please list how and what assistance is required: ______________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Personal care:


Dresses Self:
Yes
No

Feeds Self:
Yes
No

If yes, please list what assistance is needed:_________________________________________________________________________

________________________________________________________________________________________________________________________________________________
Toileting:

Does camper need assistance in the bathroom:
Yes
No


If yes, please list what assistance is needed:________________________________________________________________________

________________________________________________________________________________________________________________________________________________
Communication:   


Speech or language impairment:   Yes     No             Hearing impairment:   Yes     No       Wears a hearing aid:   Yes       No       Visual impairment:
            Yes    No            Uses glasses or contact lenses:   Yes       No
Seizures:



Camper has seizures:                     Yes     No
          Type:    Grand Mal       Petit Mal

Date of last seizure: _________________________________________________________________

General:

Food Allergies:   


   Yes
No

Special Diet:  


Yes       No        


Allergic to insects, animals, plants:
   Yes
No

Medicine Allergies:   

Yes       No

Up to date on shots: 

   Yes
No

History of behavioral problems:
Yes       No

Please explain any “Yes” answers to General Questions:  ___________________________________________________

____________________________________________________________________________________________________


____________________________________________________________________________________________________


____________________________________________________________________________________________________

7.

Medication Information/Release
NAME OF MEDICATION

TIME GIVEN

AMOUNT/DOSAGE PER DAY

1.
____________________________

____________

____________________________

2.
_____________________________
____________

____________________________

3.
_____________________________
____________

____________________________

4.
_____________________________
____________

____________________________

Pharmacy: __________________________________________________________     Phone # _______________________________


     Name                                                                  Location

Physician: __________________________________________________________      Phone # _______________________________

                    Name




Location/Practice
PERMISSON TO GIVE MEDICATION

DO YOU GIVE PERMISSON FOR A STAFF MEMBER OF CAMP CAPELLA TO ADMINISTER THE ABOVE MEDICATION TO THIS CAMPER? ( Staff are Red Cross certified CPR/AED for the professional rescuer and the healthcare provider.)   

(please circle one)    





Yes

No 

DO YOU GIVE PERMISSON FOR A STAFF MEMBER OF CAMP CAPELLA TO ADMINISTER THE FOLLOWING TO THIS CAMPER AS NEEDED? (please circle one) 


1. SUNBLOCK






Yes

No


2. NEOSPORIN OINTMENT ON MINOR WOUNDS/SCRAPES
Yes

No


3. AFTER BITE OR CALAMINE LOTION ON INSECT BITES
Yes

No


4. INSECT REPELLANT





Yes

No
PERMISSON TO ADMINISTER TREATMENT / LOCATE APPROPRIATE FACILITY
IN CASE OF A MEDICAL EMERGENCY I UNDERSTAND THAT EVERY EFFORT WILL BE MADE TO CONTACT ME.  IN THE EVENT THAT I CANNOT BE REACHED, I GIVE PERMISSON FOR A STAFF MEMBER OF CAMP CAPELLA TO TAKE THIS CAMPER TO AN APPROPRIATE FACILITY FOR TREATMENT? (please circle one)
Yes

No
PLEASE INDICATE IF YOU HAVE A PREFERENCE:        EMMC     MCMH     ST. JOSEPH’S     Other:  ___________________




PHOTO RELEASE

DO YOU GIVE CAMP CAPELLA PERMISSON TO VIDEOTAPE OR PHOTOGRAPH THIS CAMPER WHILE ATTENDING CAMP CAPELLA FOR 2011 AND FUTURE PROMOTIONAL PURPOSES?  (please circle one)

Yes

No
TO THE BEST OF MY KNOWLEDGE, ALL INFORMATION PROVIDED IS ACCURATE AND THIS CAMPER HAS PERMISSION TO ENGAGE IN ALL CAMP ACTIVITIES, EXCEPT AS NOTED.

____________________________________________________________________________________________________________

Print Name








Relationship to Camper (Parent, Guardian, etc.)

_______________________________________________________________________________________________________________________

Signature









Date Signed



8.
2012 CAMP CAPELLA SUMMER CAMP

Physical Examination/Medical Release

(To be completed by a physician and returned with application.)

Name of Camper:  _______________________________________________________________________________________
Date of Examination:  ____________________________________________________________________________________
Diagnosis:  _____________________________________________________________________________________________
MEDICATIONS

NAME OF MEDICATION

TIME GIVEN 

DOSAGE 
1.  ________________________________

_______________
_____________________

2. _________________________________

_______________
_____________________

3. _________________________________

_______________
_____________________
4.__________________________________

_______________
_____________________
 (Please use back of form if needed)
FEMALE PARTICIPANT INFORMATION: Has this person menstruated? Yes____ No_____
If not, has she been informed?  Yes____ No____ If “Yes”, does she require any assistance?  Yes_____ No____

Special considerations:

IMMUNIZATON HISTORY                Is your camper up-to-date with their immunizations?   YES _____ NO______
DATE


VACCINE



DATE 


VACCINE
________

DTP




________

Measles

________

TD (tetanus/diphtheria)


________

Rubella

________

Tetanus




________

Hepatitis B

________

Polio




________

Flu shot (type)
SEIZURES
Does this camper have seizures? 
 Y      N


Under control with medication?  
Y      N    

What type of seizure: ________________________________

How often: _________________________________

Duration of seizure: _________________________________

Date of last seizure: __________________________

Known Precipitating factors: _____________________________________________________________________________

HOSPITALIZATIONS
Past surgical procedures: _____________________________________________________________________________________

Last hospitalization: _________________________________________________________________________________________

Reason: ___________________________________________________________________________________________________

9.
SIGNATURE OF PHYSICIAN:

I have examined the participant named above.  In my opinion this participant is capable of participating in camp activities except for the restriction(s) stated above.

Name of Physician (please print) __________________________________________    Phone Number _______________________

Address ____________________________________________________________________________________________________

___________________________________________________________________________________________________________

Signature of Examining Physician









Date
10.
Campership Application

We understand that the $1500.00 per week actual cost of operating camp is financially prohibitive for most families. We raise funds all year long so as to offer your camper financial assistance in attending camp. It is our mission to be able to offer this camping experience for all regardless of their ability to pay the full cost. 

If you do not have the resources to pay the full cost of camp, please complete this brief application that will help us obtain financial assistance for your camper. 

Campers name :___________________________________ Age___________________________

Camper’s Diagnosis_______________________________________________________________

Parent or Guardian’s name(s) _______________________________________________________

Address:​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________

              ________________________________________________________________________

Home Phone #:_________________________________ Cell #_____________________________

E-Mail:________________________________________

Are there any known sources of funding for this summer?

What are they ______________________________  How much would you expect to receive?_____________

Parent’s employer___________________________________

May we contact your employer for possible funding?   YES______ NO_______

Church?__________________________________________

May we contact your church for possible funding  YES_____ NO_____

Are you a veteran?  YES______ NO______

Are you a member of a community service organization? yes____ No___

If so, may we contact them for possible funding?   Yes________ NO_________

Organizations contact information_____________________________________

11.
Are there any other suggestions as to whom we may be able to contact for a possible donation?

Has your camper attended Camp CaPella before?   YES_____ NO______

What years?_______________________________

What other camp funding sources do you think you can receive? Ie: flex funding; family; etc

Please describe why you would like your camper to attend camp this summer:

Are there any special circumstances that you think we should be aware of that you may need extra financial assistance? 

Thank you for helping us with determining the level of need and potential sources of funding. 

[image: image1.emf] 


For office use only:





App. Received: ___________


WEEK (s) # ______________


Registration Fee Paid:


___________________


Date             Cash or Check #





Camper Name:  _____________________





Camper Name:  _____________________








Camper Name:  _____________________





Camper Name:  _____________________





Camper Name:  _____________________











Camper Name:  _____________________








