Camp Good SAM
CAMP APPLICATION
August 12-14, 2010
Child’s Name: ______________________________         Birth Date: __________________________
Address: _________________________________________________________________________


     Street

                  City


   State

     Zip Code

Phone Number: _________________________
    Sex:   M___    F___
Age: ____________

School: ___________________________________     Grade Completed: ______________________
	Parent/Guardian #1 *
	Parent/Guardian #2 * 

	Name:
	Name:

	Home Phone:
	Home Phone:

	Work Phone:
	Work Phone:

	Cell Phone:
	Cell Phone:

	Relationship to camper:
	Relationship to camper:

	Does this person reside with camper?  

Yes ___
No ___
	Does this person reside with camper?  

Yes ___
No ___

	Can the child be released to this individual?

Yes ___
No ___
	Can the child be released to this individual?

Yes ___
No ___

	Emergency Contact #1 (other than parents) *
	Emergency Contact #2 (other than parents) *

	Name:
	Name:

	Home Phone:
	Home Phone:

	Work Phone:
	Work Phone:

	Cell Phone:
	Cell Phone:

	Relationship to camper:
	Relationship to camper:

	Can the child be released to this individual?

Yes ___
No ___
	Can the child be released to this individual?

Yes ___
No ___


* Photo ID must be presented before your child will be released to this person.

Who will be providing transportation for the camper? 

Bringing: ____________________________
Picking up: _______________________________
List any additional person(s) to which your child can be released: _____________________________

_________________________________________________________________________________

How did you hear about Camp Good SAM? ______________________________________________
(First) name or nickname on camper’s nametag: _______________________

Child’s T-shirt size (please circle one):    
                                                                                                                  
Children:  S(6-8)
M(10-12)
L(14-16)

Adult:   S      M      L      XL
(continued on back)
BEREAVEMENT HISTORY
Please include as many details as possible when answering the following questions.  Attach additional pages if necessary.

1. Name of the person who died: __________________________________________________

Relationship to child:  _________________________________________________________
Date of death: ____________________
Cause of death: __________________________

Child’s age at time of death: _________
Age of person who died: ___________________
2. Please further describe the relationship between the child and the person who died:
__________________________________________________________________________

__________________________________________________________________________

3. Where did this person die?     Home___     Hospital___     Hospice___     Other ___________

4. Was the child present at the time of death?     Yes___     No___
     

Please explain the circumstances: _______________________________________________
___________________________________________________________________________
5. Was there a funeral or memorial service?      Yes___     No___
Did the child attend the service?     Yes___     No___
If yes, what was your child’s reaction to / or comments about the service? ________________
___________________________________________________________________________

6. Has your child received any professional support (i.e., school counselor, psychologist, psychiatrist, pastor)?     Yes___     No___

7. Has your child experienced any other recent losses?     Yes___     No___
If Yes, please describe: ________________________________________________________

___________________________________________________________________________
8. Please list any other changes/stresses in your child's life (i.e., divorce, remarriage, relocation, illness)? ____________________________________________________________________
​___________________________________________________________________________

___________________________________________________________________________
Child’s Name: ______________________________
Birth Date: ________________________

CAMPER INFORMATIONAL / MEDICAL SHEET
Will your child be able to participate in recreational swim?     YES ___     NO ___
Please list any sports/interests/hobbies that your child has: __________________________________
_________________________________________________________________________________

List any activity or health restrictions: __________________________________________________
List any dietary restrictions (physician recommended or religious, etc.):  _________________________________________________________________________________
Does camper have any history of depression / anxiety / emotional issues:     YES ___     NO ___

Have you sought professional treatment for the above issues:     YES ___
     NO ___

If YES, what is the name of the professional used: ___________________________________

IMPORTANT:  Notify Camp Good SAM if this camper has been exposed to any communicable disease during the 3 weeks prior to their arrival.

Operations or serious injuries (please include dates): ______________________________________

_________________________________________________________________________________

Chronic or recurring illness: __________________________________________________________

_________________________________________________________________________________

Activities to be discouraged (due to health): _____________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Date of last physical: ___________________________

Are immunizations up to date?     YES ___     NO ___

Does camper have any allergies:     YES ___     NO ___

Please check any allergies that might keep camper from taking part in the camp program, or that might affect his or her care:

___ Food allergy


___ Environmental allergies
___ Ivy poisoning


___ Penicillin
___ Insect stings


___ Other drugs: ____________________________


(continued on back)

Health History – Please identify any physical problems/issues by listing an approximate date beside the item(s).
	_________ Colds
	_________ Appendicitis
	_________ Chicken pox

	_________ Sinusitis
	_________ Constipation
	_________ Mumps

	_________ Sore throats
	_________ Diabetes
	_________ Measles

	_________ Ear trouble
	_________ Fainting spells
	_________ German measles

	_________ Hay fever
	_________ Heart trouble
	_________ Convulsions

	_________ Bronchitis
	_________ Sleep walking
	_________ Epileptic 

	_________ Asthma
	_________ Scarlet fever
	_________ Seizures

	_________ Hernia
	_________ Rheumatic fever
	

	_________ Stomach upsets
	_________ Polio
	


	Child’s Medical Doctor: ________________________    Phone Number: _______________________

Health Insurance Information:


Company: ___________________________    Policyholder’s Name: ____________________


Policy #: __________________    Group #: _________________    Agreement: ___________

    
Hospitalization Carrier: _________________________________

Please provide written instructions for any medication that the camper will have with them while in Camp.  ALL Medications must be in the original prescription bottles and MUST be given directly to the Camp Nurse. ______________________________________________________________________

_________________________________________________________________________________

This health history is correct so far as I know and the person herein described has permission to engage in all prescribed camp activities except as noted by me and the examining physician.  In the event that I cannot be reached in an EMERGENCY, I hereby give my permission to the physician selected by the Camp to hospitalize, secure proper treatment for, and to order injections, anesthesia, or surgery for my child as named above.

      Signature (Parent/Guardian): ___________________________________    Date: _____________

I have reviewed the medical information provided and find it to be accurate: 

      Physician’s Signature: _______________________________________    Date: _____________


Use the following lines for any additional information we should know about the camper so we may serve him/her better. _________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Acceptance into the camp will be on first come basis.  Please return form as soon as possible to: 


Good Samaritan Hospice
3500 Brooktree Road, Suite 320
Wexford, PA 15090
Please complete the two columns by reviewing the following list and indicating if your child is experiencing any of the listed behaviors.

N=Not a problem  S=Slight problem (occasionally)  M=Moderate problem (sometimes)  E=Excessive (always)
	
	Behavior present before death
	Behavior new since death

	Sleeping too much
	
	

	Sleeping too little
	
	

	Nightmares
	
	

	Appetite increase
	
	

	Appetite decrease
	
	

	Weight increase
	
	

	Weight loss
	
	

	Headaches
	
	

	Fatigue/lack of energy
	
	

	Stomach aches
	
	

	Anxiety
	
	

	Denial about death
	
	

	Anger problems
	
	

	Guilt
	
	

	Rebellious
	
	

	Difficulty concentrating
	
	

	Grades declining
	
	

	Being very loud/noisy
	
	

	Temper outbursts
	
	

	Fighting
	
	

	Defiant
	
	

	Clinging to parent/adult/sibling
	
	

	Desire to sleep with parent/sibling
	
	

	Desire for constant attention
	
	

	Insecure
	
	

	Not getting along with friends
	
	

	Concerns about alcohol/drug use
	
	

	Known alcohol/drug use
	
	

	Other(add here or on back of page)
	
	


Parent/Legal Guardian Permission
I give my permission to Camp Good SAM staff to share any information contained in this application with the staff and volunteers who will be working with my child.


_____________________________________
_______________________



Signature of Parent/Guardian



Date
