

Camp Whittle, Big Bear

June 24th- July 4th, 2009

Hearing kids of deaf adults (KODAs) of ages 8 thru 17 will enjoy an amazing experience, exploring their identity as bicultural individuals through increased awareness of ASL, deaf culture, hearing culture and by sharing their own stories. 

KODAS will spend seven days and six nights at Camp whittle, located in the San Bernardino Mountains near Big Bear Lake, CA. Activities will include: archery, nature, arts and crafts, horseback riding, swimming, kayaking, rope courses and leadership/team building skills.

Camp Director, Molly Bowen, a CODA from Northern California, currently works as the program manager/Assistant Camp Director with Camp Grizzly Youth Leadership for Deaf, Hard of hearing and KODA children under NORCAL Center on Deafness. She has been involved with Camp Grizzly since its inception in 1999. She will lead an experienced team of counselors in providing fun activities that help campers understand their unique heritage. KODA Campers will have a great time, and leave with a deep appreciation of their group identity as KODAs.

The Deadline for submitting the staff application is May 25th, 2009

Staff/Volunteer Application forms

KODAWest Camp

Volunteer /Staff Application Form

(Minimum 18 Years recommend age 21 and up)

First Name:______________________________
Last Name:_______________________________

Address:____________________________________________________________________________

City/State/Zip:________________________________________________________________________

Are you at least 18 years of age or older? ____ Y 
____N 
Gender:
___M
___ F

Hearing_____
CODA_____

SS#____________________________ (required)

Daytime phone: __________________ V/TTY/VP
Evening Phone: __________________V/TTY/VP

Email Address: _________________________________________

Please circle your adult T-Shirt size: Small  Medium  Large  X-Large  XX-Large

Have you ever been convicted of a misdemeanor/felony in which a child/adult was a victim or involved?

□ yes
 □ no  (if yes please attach separate letter of explanation)

CERTIFICATIONS

Please circle and attach a copy of the following certifications you have: Lifeguard
registered nurse

Archery
CPR

First Aid
Interpreter

Other:__________________________________

VOLUNTEER POSITIONS
Please select at least three positions with 1 being your first preference. Although we try to honor your preference, we will match you with a position based on your experience and skills and the availability of such positions.

____ Nurse  ____ Lifeguard  ____ Archery  ____Sports  ____ Arts &Crafts  ____ Interpreter

____ Counselor; what age? ____     _____ Leadership Presenter; What topic?____________________

REFERENCES

Give the names and addresses of 2 people not related to you who have known you for at least two years.

1. Name: __________________________
 Address: _________________________________________

  Phone: __________________________
V/TTY/VP Email address:__________________________________

2. Name: __________________________
 Address: _________________________________________

  Phone: __________________________
V/TTY/VP Email address:__________________________________

EMPLOYMENT HISTORY:

Please list 3 past employers starting with the most recent.

1. Company: __________________________________________________________________________

Dates worked: Start: ______________ End:_________________ Job title:__________________________

Supervisor’s name:_____________________________ Supervisor’s phone:________________________

Reason for leaving:______________________________________________________________________

2. Company: __________________________________________________________________________

Dates worked: Start: ______________ End:_________________ Job title:__________________________

Supervisor’s name:_____________________________ Supervisor’s phone:________________________

Reason for leaving:______________________________________________________________________

3. Company: __________________________________________________________________________

Dates worked: Start: ______________ End:_________________ Job title:__________________________

Supervisor’s name:_____________________________ Supervisor’s phone:________________________

Reason for leaving:______________________________________________________________________

CAMP EXPERIENCE:

Please list your residential camp experience starting with the most recent.

1. Camp name: ________________________________________________________________________

Dates worked: Start: __________________ End: ________________ Job title: ______________________

Director’s name: ______________________ Director’s phone #: _________________________V/TTY?VP

What did you like most about this camp? __________________________________________________

What did you like least about this camp? __________________________________________________

2. Camp name: ________________________________________________________________________

Dates worked: Start: __________________ End: ________________ Job title: ______________________

Director’s name: ______________________ Director’s phone #: _________________________V/TTY?VP

What did you like most about this camp? __________________________________________________

What did you like least about this camp? __________________________________________________

3. Camp name: ________________________________________________________________________

Dates worked: Start: __________________ End: ________________ Job title: ______________________

Director’s name: ______________________ Director’s phone #: _________________________V/TTY?VP

What did you like most about this camp? __________________________________________________

What did you like least about this camp? __________________________________________________

For
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=Office Use

Health History and Examination Form
for Children, Youth and Adults
Attending Camps
FM 08N
[image: image4.emf]Suggested for resident camp use.
Developed and approved by American Camp Association with the American Academy of Pediatrics


Dates of Camp Attendance  

[image: image5.png]General Quesfions (Explain “yes” answers below)

Has/does the participort: Yes No
1. Had any recent injoy,ilness orinfectious

disease?

Hove a chronic or recuring lness/conditon?

Ever boen hospialzed?

Ever hod surgeny?.

Hove frequent headaches?

Ever hod a head injury?

Ever boan knocked unconscious?

Wear lasses, cortacs or profective

ope wear?

9. Ever had frequen car infections?

10. Ever passad out during or offer exercise?

11. Ever been dizzy during or afer exercise?.

12. Bver hod seizures?.

13. Ever had chest pain during or afer execise?

14. Ever had high blood pressure?

15. Ever been diagnosed with o heort murmur?

16. Ever hod back problems?.

20,
2

2
2
2
2.

26,
27
2.

Plecse explain any “yes" answers, nofing the number of the questions.

Which of the folloving

has the porticipant had? Vaccine:
Measles o
Chicken pox O fetonus/diphheric}
German measles Totanus
Momps Polio
Hepattis A MR
Hepattis B or heosles
Hepattis C o hiumps.
or Rubella
8 Mantoux Test Hoamophius ifluenza B
Dot of kst fest Hopaiis 8
Rosut: 1 Positve ] Nogafive Varicolla (chicken pos)

Ever had problems with joints
(6.9 knoes, ankls)?.

Have an orthodontic appliance being

brought to camp?.

Have any skin problems (e.g., iching,

rash, acnel?.

Have didbeles?

Have asthma.

Had mononucleosis in the past 12 months?

Had problems with diartheaconstipation?

Have problems with sleepualking?.

Iffemale, have an abnormal mensiral

history?

Have a historyof bedwefing?

Ever hod an ecing disorder?

Ever had emotional difficulie for which professional
help was sought?

Ploaso give ll dafes of immurizafion for:
Dotes:

Mot MofYe  MofNe Mot MofYr

Yes No

Moy

Use this space to provide any additional information about the parficipant’s behavior
‘and physical, emotional, or mental health about which the camp should be aware.

Hame of family physican
Address
Name of family dentist/orthodontst

Address

Phone.

Phone.



Mail this form to the address below by  
(date)
The information on this form is not part of the camper or staff acceptance
process, but is gathered to assist us in identifying appropriate care. Health history (first three pages) must be filled out by parents/guardians

of minors or by adults themselves. Update required annually. Health
exam (back page) must be completed by approved licensed medical personnel at least every two years.
Name  
Birth date 
Age at camp 

Last
First
Middle
Home address  

Street Address
City
State
Zip
Social security number of participant 
Gender:
( Male
( Female
Custodial parent/guardian  
Phone 

Home address  

(if different from above)
Street Address
City
State
Zip
Business address  
Phone 

Street Address
City
State
Zip
Second parent or guardian or emergency contact  

Address  
Phone 

Street Address
City
State
Zip
Business address  
Phone 

Street Address
City
State
Zip
If not available in an emergency, notify  

Relationship  
Phone 

Address  

Street Address
City
State
Zip
Insurance Information
Is the participant covered by family medical/hospital insurance?
( Yes
( No
If so, indicate carrier or plan name 
Group # 

( Photocopy of front and back of health insurance card must be attached to this form.
Important — These boxes must be complete for attendance*
This  health  history  is  correct  and  complete  as  far  as  I  know.  The person herein named has permission to engage in all camp activities except as noted.
I hereby give permission to the camp to provide, seek, and consent to routine health care, administration of prescribed medications, and emergency treatment for me/my child, as may be necessary, includ- ing,  but  not  limited  to  x-rays,  routine  tests  and  treatment,  and/or hospitalization. I also give permission for the camp to arrange related transportation. I agree to the release of any records necessary for treatment, referral, billing, or insurance purposes.
[image: image6.wmf] 

It is my intention that the camp be treated as acting in loco parentis
if the person herein named is a minor. Further, it is my intention that the appropriate representatives of the camp be treated as “personal


representatives” for the purposes of disclosing protected health in- formation pursuant to the privacy regulations promulgated pursuant to the Health Insurance Portability and Accountability Act of 1996. I hereby agree (pursuant to 45 CFR § 164.510(b)) to the disclosure to camp representatives of the protected health information of the person herein described, as necessary: (i) to provide relevant information to the camp representatives related to the person’s ability to participate in camp activities; and (ii) in the case of minors, to provide relevant information to the camp representatives to keep me informed of my child’s health status.
In the event I cannot be reached in an emergency, I hereby give permis- sion to the physician selected by the camp to secure and administer treatment, including hospitalization, for the person named above. This completed form may be photocopied for trips out of camp.
Signature of parent or guardian or adult camper/staffer  

Printed Name  
Date 

I also understand and agree to abide by any restrictions placed on my participation in camp activities.
Signature of minor or adult camper/staffer 
Date 

*If for religious reasons you cannot sign this, contact the camp for a legal waiver which must be signed for attendance.
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Health History
The following information must be filled in by the parent/ guardian, or  adult  camper  or  staff  member.  The  intent  of  this  information  is to  provide  camp  health  care  personnel  the  background  to  provide appropriate care. Keep a copy of the completed form for your records.


Any changes to this form should be provided to camp health personnel upon participant’s arrival in camp. Provide complete information so that the camp can be aware of your needs.
ALLERGIES  List all known.
Describe reaction and management of the reaction.
Medication allergies (list)
Food allergies (list)
Other allergies (list) — include insect stings, hay fever, asthma, animal dander, etc.
MEDICATIONS BEING TAKEN
Please list ALL medications (including over-the-counter or nonprescription drugs) taken routinely. Bring enough medication to last the entire time at  camp.  Keep  it  in  the  original  packaging/bottle  that  identifies  the


prescribing physician (if a prescription drug), the name of the medication, the dosage, and the frequency of administration.
(  This person takes NO medications on a routine basis.
(  This person takes medications as follows:
Med #1 
Dosage 
Specific times taken each day 

Reason for taking  

Med #2 
Dosage 
Specific times taken each day 

Reason for taking  

Med #3 
Dosage 
Specific times taken each day 

Reason for taking  

Attach additional pages for more medications.
Identify any medications taken during the school year that participant does/may not take during the summer:  

RESTRICTIONS
The following restrictions apply to this individual.
	Dietary
	
	

	(  Does not eat red meat
	(  Does not eat pork
	(  Does not eat eggs

	(  Does not eat poultry
	(  Does not eat seafood
	(  Does not eat dairy products


(  Other (describe)  

Explain any restrictions to activity (e.g., what cannot be done, what adaptations or limitations are necessary)



� EMBED Word.Document.8 \s ���





� EMBED Word.Document.8 \s ���





Name __________________________________________________________________________________________________________________________ Cabin or Group ________________________________________________ Year____________________
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[image: image1.png]General Quesfions (Explain “yes” answers below)

Has/does the participort: Yes No
1. Had any recent injoy,ilness orinfectious

disease?

Hove a chronic or recuring lness/conditon?

Ever boen hospialzed?

Ever hod surgeny?.

Hove frequent headaches?

Ever hod a head injury?

Ever boan knocked unconscious?

Wear lasses, cortacs or profective

ope wear?

9. Ever had frequen car infections?

10. Ever passad out during or offer exercise?

11. Ever been dizzy during or afer exercise?.

12. Bver hod seizures?.

13. Ever had chest pain during or afer execise?

14. Ever had high blood pressure?

15. Ever been diagnosed with o heort murmur?

16. Ever hod back problems?.

20,
2

2
2
2
2.

26,
27
2.

Plecse explain any “yes" answers, nofing the number of the questions.

Which of the folloving

has the porticipant had? Vaccine:
Measles o
Chicken pox O fetonus/diphheric}
German measles Totanus
Momps Polio
Hepattis A MR
Hepattis B or heosles
Hepattis C o hiumps.
or Rubella
8 Mantoux Test Hoamophius ifluenza B
Dot of kst fest Hopaiis 8
Rosut: 1 Positve ] Nogafive Varicolla (chicken pos)

Ever had problems with joints
(6.9 knoes, ankls)?.

Have an orthodontic appliance being

brought to camp?.

Have any skin problems (e.g., iching,

rash, acnel?.

Have didbeles?

Have asthma.

Had mononucleosis in the past 12 months?

Had problems with diartheaconstipation?

Have problems with sleepualking?.

Iffemale, have an abnormal mensiral

history?

Have a historyof bedwefing?

Ever hod an ecing disorder?

Ever had emotional difficulie for which professional
help was sought?

Ploaso give ll dafes of immurizafion for:
Dotes:

Mot MofYe  MofNe Mot MofYr

Yes No

Moy

Use this space to provide any additional information about the parficipant’s behavior
‘and physical, emotional, or mental health about which the camp should be aware.

Hame of family physican
Address
Name of family dentist/orthodontst

Address

Phone.

Phone.
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[image: image1.png]Health Care Recommendations by Licensed Medical Personnel
Y examined his individual on {ACA-accredaion requirements specily exams within 24 morths of camp aftendance. Individucl
camps may require annual exams. A new exam s not necessarly equired for camp aftendance.)

3 Weight Height
Iy opinion, the above applicant [ is L1 i not able o participete in an ocive camp progrom.
The appiicnt i under he care of a physician for he following conditons

Recommendations and Resfrictions at Camp

Tractment fo be confinved of camp.

Medications to be administered a1 camp (name, dosage, frequency)

‘Any medically-prescribod ml plan or distar restictions

Known allergies

Deserption of any limiation o resticlion on camp clivis

Addionalinformation for health care o af the camp.

Signature of Licensad Medical Parzonnel
Printct Tile
Address

Phone Date

For camp use anly

Scrasning Record

Date scrsened Time. pm

Meds received

Updates/odelions fo health istory noted  [1¥es  [1No [ Nona required

Curent healh needs dentiied

Obsenationl nofes

Screened by








