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CAMP FREEDOM
A Lions Camp Crescendo community service project

CAMPER APPLICATION

June 20, 2016 – June 24, 2016
Application Deadline:  June 1, 2016
ALL INFORMATION IS REQUIRED AND MUST BE COMPLETED FOR APPROVAL OF APPLICATION!

Name:







Goes By:

                ( MALE     ( FEMALE

For foster children, circle Level of Care (LOC) as assigned by CRP if applicable:   1
2
3
4
5

Social Security Number:





Date of Birth:



Age:


Address:




City:



State:

Zip Code:


County of Residence:





        ( Foster Care    ( Relative Placement 
Is camper attending any other camp?  ( YES ( NO  If yes, camp name:








T-Shirt Size:
Youth ( SM  ( MED  ( LG
OR
Adult  ( SM  ( MED  ( LG  ( XL ( XXL
Returning Camper?  ( YES ( NO
May pictures be taken of camper for his/her personal use?  ( YES ( NO


NOTE: We take no responsibility concerning photos taken by other campers.

Child brought to camp by:













Child picked up from camp by:













( Foster Parent ( Relative (name):

              

                                                    


Home/Cell Phone:


Work Phone:


Email:






Relation to Child:




     Foster Agency Name:

             


DCBS Worker’s Name:




              

County:


             
    
( Active Case
 ( Inactive Case 
Cell Phone:



Office Phone:




Email:
















Please tell us why child is appropriate for Camp___________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

AFTER COMPLETING PAGE 2 (MEDICAL INFORMATION) RETURN APPLICATION TO:

Lions Camp Crescendo, Inc.

P.O. Box 607

Lebanon Junction, KY 40150

1-888-879-8884

Visit us online at:

www.lccky.org
Continue to Page 2

Page 2




MEDICAL INFORMATION
(Please attach a copy of insurance/medical card and a recent photo)

Insurance Provider:






Policy/Card Number:





Doctors Name:





Phone Number:
(
)





Present Health Is:

    




Year of Last Tetanus Shot:



List each diagnosed or chronic condition related to camper:








Is camper on medication? ( YES ( NO      If yes, list all medications the child is currently taking:

              


NOTE:  PLEASE SEND ALL MEDICATION THE CAMPER IS CURRENTLY TAKING IN THE ORIGINAL BOTTLE OR PACKAGE.  INCLUDE WRITTEN INSTRUCTIONS WITH THE TIME AND DOSAGE FOR EACH MEDICATION.

List any food restrictions:













List any physical limitations:













List all items and/or medicines you are allergic to:









If Campers require an EPI-Pen, this must be brought with them to Camp
Does camper requires assistance with:  Dressing   Toilet   Bathing (Shower)   Mobility   Other ________________
Does camper have a problem with bed wetting? ( YES ( NO
Does Camper require pull-ups? ( YES ( NO

Has camper ever stayed away overnight?  ( YES ( NO
CONSENT FOR NON-PRESCRIPTION MEDICATIONS

This consent allows appropriate camp staff to give child over-the-counter medications as needed.

Yes
No
Tylenol





Yes
No
Ibuprofen
Yes
No
Tums





Yes
No
Chloraseptic Spray
Yes
No
Chloraseptic Lozenge



Yes
No
Halls or Vicks
Yes
No
Triple Antibiotic Ointment


Yes
No
Caladryl Clear
Yes
No
Sting Kill




Yes
No
Hydrocortisone Cream
Yes
No
Aloe with Lidocaine



Yes
No
Sudafed

Yes
No
Imodium A-D Caplets/Liquid


Yes
No
Emetrol
Yes
No
Benadryl




Yes
No
Desitin
List other non-prescription drugs:











Statement of Release & Authorization  (Signature required for approval of application!)

1. I hereby agree to release and hold Camp Freedom staff free and harmless for any claims, demands, or suits for damages from any injury or complication that may result from the proper administration of the non-prescription medications I have voluntarily marked “yes”.

2. In case of an EMERGENCY, where child needs to be seen by a physician, I hereby give permission for child to be transported to a medical facility or hospital for the purpose of conducting examinations, ordering x-rays, administering tests and/or receiving EMERGENCY treatment.  (Bring copy of DNR if applicable)

Signature _________________________________________________________ Date ___________________________

                                              Relative / Foster Parent
DCBS Worker Signature ___________________________________________________ Date_____________________






(For Foster Child)
Camp Freedom is provided at no cost to Campers and is funded by donations.  Any support you may be able to provide is greatly appreciated.





Child’s Name: _________________________








