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SPECIFICS FOR CAMP TO BELONG MASSACHUSETTS 2010:

Arrival:  Tuesday, August 24, 2010

Departure: Sunday, August 29, 2010

Location: Camp Taconic, Hinsdale, MA

Contact: Kelley Lane, program director at Kelleyl.lane@gmail.com or 1 (508) 361-0323  


    Sheila Kane, CTB MA nurse   at SheilaKane@comcast.net or 1 (413) 204-4559 

*** If this is your first time applying to Camp To Belong- Ma program, please contact the program director before filling the application to help determine if our program fits your child’s needs. 

TO PERSON (S) COMPLETING THIS REGISTRATION FORM:

As a way to better serve the caseworkers and/or care providers who complete the camper registration, we have created this electronic copy, which can be completed directly on the computer.  For those who prefer not to use the computer, please feel free to print this form and handprint the information

The benefit to using this electronic copy is that the person completing the registration form can avoid handwriting the same information on multiple forms. In order to do this, follow the tips below: 

1. Complete the registration form for the first sibling. 

2. Save the document with the name of the first sibling

3. Go to ‘file’ and ‘save as’ and name the file with the name of the next sibling.

4. Complete with the new/different information needed and save again.

5. Again, go to ‘file’ and ‘save as’ and name the new document with the name of the next sibling.

6. Continue the process for each sibling.

7. When all the registration forms are completed, print each document, staple and submit to Kelley Lane, 82 Chandler Street, Somerville, Ma 02144
8. Registration forms are NOT to be submitted electronically or by fax due to confidentiality.

To avoid losing your camper spot(s), it would be best to submit registration by June 1, 2010 with appropriate fees or payment plan details. Please be sure to answer all question as completely and accurately as possible so that we can provide all campers with the best experience possible. Please be sure the person completing the form has been approved and understands the camper qualifications. Please be sure the campers and current care providers have been notified regarding Camp To Belong- Ma participation. 

Thank you! 

GENERAL INFORMATION

Person completing registration form: 







   

Relation to camper: 











Phone number: 


 Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      

CAMPER INFORMATION:






Camper’s name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Camper is:   FORMCHECKBOX 
 Departmental foster care   FORMCHECKBOX 
 Therapeutic foster care – list agency _______________  FORMCHECKBOX 
 group home – list group home _________________ FORMCHECKBOX 
 Adopted    FORMCHECKBOX 
 in Kinship care    FORMCHECKBOX 
 with Birth Parent(s)    FORMCHECKBOX 
 on extended care agreement 
Birth date: 


 Gender:       Ethnicity (optional):      

 FORMTEXT 
     

 FORMTEXT 
      

Current address:  
















    City   






State 

          Zip


Phone: (     ) 

    


Cell: (     ) 



Legal Guardian name(s):   












E-mail Address:  









AGENCY INFORMATION: (if applicable)

Camper is from which agency:  









Caseworker:   










Address: 










City





 State

 Zip


Caseworker’s phone #:  Day:  (     ) 


 
Caseworker’s e-mail address:  











Caseworker’s supervisor:  



 Phone #:  (     ) 



After hours, weekends, and emergency contact information:

















SIBLING INFORMATION

Please list the names, ages, and gender of this camper’s siblings that will be attending camp.  Attach an additional page if necessary.

1.  Name:  







 Age:        Gender:       
2.  Name:  







 Age:        Gender:       
3.  Name:  







 Age:        Gender:       
4.  Name:  







 Age:        Gender:       
5.  Name:  







 Age:        Gender:       
6.  Name:  







 Age:        Gender:       
LIVING ARRANGEMENTS:  Help us understand the camper’s relationship respective to the entire sibling group.  For example, are some siblings placed together while others may be in a separate placement?  What does the sibling visitation schedule look like?  When did the siblings last visit?



































Help us understand how this sibling group will benefit from attending Camp To Belong Massachusetts.  How will their relationship be supported following camp?  



































Camper Information 
Please describe any behavioral issues that would be helpful for us to know in caring for this camper; for example, wandering, anger management, indiscriminate affection, etc.

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
If any, please provide any helpful approaches or ways in which to best help your camper in times of distress or frustration.
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Has this child ever required restraining?  If yes, please note when the last restraint occurred and describe the situation and possible reasons leading up to the restraint.

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Does this child require 1:1 supervision in order to participate or manage him/herself to participate? Please explain.

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Name of Camper:






MEDICAL INFORMATION

Please provide a list of ALL medications that this camper will bring to camp. Please notify the nurse Sheila Kane, at, 1-413-204-4559 of any medicine changes between the time of completing the registration form and actual camp week. Also, please include a name and telephone number of a person we can contact one week prior to camp in case of any follow up on medical questions. 

Name: 








 Phone:  (     ) 



	MEDICINE
	DOSAGE
	TIMES GIVEN
	PURPOSE
	DIRECTIONS

	



	

	


	


	




	


	

	


	


	




	



	

	


	


	




	


	

	


	


	




	


	

	


	


	




	


	

	


	


	




	


	

	


	


	




	


	

	


	


	





Date of last tetanus shot: 












Allergies (include medications, foods, etc.): 










Special dietary restrictions/needs: 











Hearing impairments (include needs):      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
       

Vision impairments (include needs): 











Sleep walking or other sleep disorders (please elaborate) 








Muscular/skeletal challenges (include needs):      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Does this camper wet or soil the bed?  If yes, please explain.      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
List any fears we should be aware of at camp :      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Health history (check all that apply, giving last date of occurrence):

Asthma



 FORMCHECKBOX 
Diabetes


 FORMCHECKBOX 

Chronic Headaches

 FORMCHECKBOX 
Fainting Spells


 FORMCHECKBOX 

Reoccurring Ear Infections
 FORMCHECKBOX 
Frequent Stomach Aches
 FORMCHECKBOX 

Hypertension 


 FORMCHECKBOX 
Seizures
                           FORMCHECKBOX 

Chicken Pox


 FORMCHECKBOX 
Obesity


              FORMCHECKBOX 

Heart Disease


 FORMCHECKBOX 
Aids/HIV positive

 FORMCHECKBOX 




Bleeding Disorder

 FORMCHECKBOX 
Other



 FORMCHECKBOX 


Please provide additional information if any of the above categories that have been checked:        

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
List all operations and serious illnesses.  Does the child require any medical treatment?

     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Describe any physical, mental, emotional or behavioral challenges that would prohibit participation in any camp activity.      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
I certify that I have reviewed the health history, examined, and approve this individual for participation in camp activities. Specify any restrictions (if none, so state)      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          
Health Care Provider printed name:                                                    

Address:    






          Phone: 
Signature:                 





Date:                                                                                           

Insurance carrier and number (Include a copy of the child’s medical card number):
Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      

Policy #:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      
EMERGENCY CONTACT INFORMATION

First contact:





 Relationship: 



 Phone:


Second contact:




Relationship: 



 Phone: 


Will this camper’s Foster Parent(s), Adoptive Parents, Group home provider, Kinship Providers or Birth Parents (based on current placement of child) be at home and available during camp in the case of a medical/behavioral/psychological emergency? 

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
 No

Will this camper’s caseworker or care provider be at work and available during camp in the case of an emergency? 

 FORMCHECKBOX 
Yes 

 FORMCHECKBOX 
 No

If “no” and child is in agency custody, an agency duty worker will be contacted. If “no” and child is not in agency custody, please provide name and phone number of a contact person who is informed about the child’s participation in camp and who will be available in the case of an emergency.
We make every effort to ensure that a child experiences the full week of camp believing that to be in the best interest of the child and the siblings.  In the event that a child is no longer able to continue at camp, who will be responsible (24 hours per day) for pickup and transportation from Camp Taconic? 
Name 








 Relationship to child 



Phone (     ) 



Alternate phone (     ) 


Doctor:  





Phone: (     ) 



Dentist:  





Phone: (     ) 



Hospital:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      Phone:      

 FORMTEXT 
     

 FORMTEXT 
     
MEDICAL EMERGENCY: CONSENT TO TREAT AGREEMENT

In case of an emergency involving me or my child, every effort will be made to contact the person/agency listed as the emergency contact. In the event that the emergency contact cannot be reached, permission is hereby given to Camp to Belong to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of medications for me or my child. Medical providers are authorized to disclose to Camp to Belong staff any Protected Health Information/Confidential Health Information provided for purposes of medical evaluation and treatment.

Authorized Signature ______________________________

Name of Signee: __________________________________
SIGNATURES

Please identify the following signatures required for camper authorization by the agency or otherwise and obtain them in order for a registration to be accepted.  Please also note that in some cases, a court order for participation in camp may be required.











Printed name of child’s legal guardian


















Signature of child’s legal guardian





Date

If child is in agency custody, please complete the following











Printed name of caseworker 















Signature of caseworker




Date

PAYMENT INFORMATION

Camper fees are due at the time of application submission unless discussed otherwise.  If for any reason the camper does not attend camp and cancels after July 20, 2010 full payment will still be required.   

Who is responsible for the payment?

Name of agency/organization/sponsor 





Contact person      

 FORMTEXT 
     

 FORMTEXT 
                             Telephone      

 FORMTEXT 
     

 FORMTEXT 
      

 Billing address      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Have the sponsor, caseworker and/or care provider communicated about the payment of the invoice?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

Thank you so much for taking the time to complete this registration and give this child the opportunity to have quality time with his or her sibling(s). We look forward to working with you. Camp To Belong – MA is a non-profit tax-exempt organization and an active equal opportunity organization committed to an active nondiscrimination program. 

Our program director will contact you and the camper to learn more about the camper(s) to best meet their needs during our camping program.
First Name: __________________________
Last Name: _________________________

Gender (Please Check): 

  _____Male
_____Female 

Shoe Size (Please Fill In Size):
  ​_____Boys
_____Men
_____Girls
_____Women


Pant Size (Please Fill In Size): 
  _____Boys
_____Men
_____Girls
_____Women


Shirt Size (Please Fill In Size):
  _____Boys
_____Men
_____Girls
_____Women


Bathing Suit Size (Please Fill In Size): _____Boys
_____Men
_____Girls
_____Women


Do you need any clothing items in particular (including socks, underwear, undershirts, jackets, pants, etc.)?

_________________________________________________________________________________
Please Do Not Fill In Below This Line – Administrative Use Only

Cabin Group: _________


Family Group: __________

Additional Notes: ______________________________________________________________

____________________________________________________________________________









PAGE  

