2010 CAMP APPLICATION

OFFICE ONLY
___Auburn __ Shrewsbury PF HF AM PM
___ Bolton ___ Westborough S;glsjve/ord
ODHAVEN ___ Clinton ___ Worcester Cash$
. CK# $

Mailing address: P. O. Box 777, West Boylston, MA 01583 —leominster  ___NOPHOTO MC VISA DISC
Email: info@campwoodhaven.com « www.campwoodhaven.com ___Marlborough ﬁgg%‘(‘a’gd —j—j—
Phone: 508-835-9883 ¢ Fax: 508-835-0910 —
CAMPER’S NAME AGE BIRTHDATE / /

(first) (last)

ADDRESS

(age at time of camp)

GENDER M F GRADE FALL 2009

CITY ST

ZIP CAMPER’S PHONE

NEW CAMPER: YES NO

FAMILY EMAIL

FRIEND REQUEST

PLEASE CIRCLE T-SHIRT SIZE: YS YM YL AS AM AL AXL SCHOOL

PARENT/GUARDIAN NAME

PARENT/GUARDIAN NAME

ADDRESS ADDRESS

CITY ST ZIP CITY ST ZIP

( ) - ( ) - ( ) - ( ) -

HOME PHONE q BUS/ g CELL PHONE HOME PHONE q BUS/ g CELL PHONE

WEEK 1 | WEEK 2 |WEEK 3| WEEK 4 |WEEK 5 | WEEK 6 |WEEK 7| WEEK 8 | WEEK 9
June June 28-  July July July July

August  August
26 - 30 2-6 9-13

August

PLEASE CHECK WEEKS ATTENDING 21-25  July2 5.9 12-16  19-23 16 - 20

CAMPERS AGES 5-12

PLEASE CHECK WEEKS AND TIMES DAY WEEKLY RATES: $25 AM - $25 PM

MORNING 7:00 - 8:30

AFTERNOON 4:30 - 6:00

LEADERSHIP TRAINING PROGRAM CAMPERS AGES 13- 15
q 9 Week Program

q 4 Week Program Signature of Leadership Participant

BUS TRANSPORTATION ($35 per week) - PICK-UP AND DROP-OFF LOCATIONS - (Choose one)

O AUBURN St. Joseph’s Catholic Church « 194 Oxford Street, Auburn, MA

3 BOLTON Trinity Congregational Church « 14 Wattaquadock Hill Road, Bolton, MA

J CLINTON St. John’s Gym ¢ 149 Chestnut Street, Clinton, MA

O LEOMINSTER Wal-Mart « 275 New Lancaster Road, Leominster, MA

0O MARLBOROUGH Best Buy at Solomon Pond Mall « 769 Donald Lynch Blvd., Marlborough, MA
O SHREWSBURY St. Mary’s Catholic Church ¢ 640 Main Street, Shrewsbury, MA

O WESTBOROUGH Wal-Mart « Route 9 and Otis Street, Westborough, MA

O WORCESTER Sam’s Club « 301 Barber Avenue, Worcester, MA

An authorized adult must sign the child on and off the bus according to camp policies. Camp staff will monitor the bus.
Refer to the Camp Handbook for bus departure and arrival schedules.
I am interested in being included in the carpool list and having carpool information mailed to me.



CAMP PERMISSION AND RELEASE FORM
Required for Attendance

ODHAVEN

Mailing address: P. O. Box 777, West Boylston, MA 01583
Email: info@campwoodhaven.com « www.campwoodhaven.com
Phone: 508-835-9883 « Fax: 508-835-0910

PICK-UP AUTHORIZATION

| authorize Camp Woodhaven to release my child to the following individuals:

Initial

EMERGENCY CONTACT/AUTHORIZED EMERGENCY PICK-UP

OTHER THAN PARENTS PH: ( ) - RELATIONSHIP

Additional non-emergency pick-up - other than parents

Name Phone Number Relationship

SIGNING PARENT AGREES:
* To enclose the $25 non-refundable
Registration Fee. Child cannot be
enrolled without this payment.

* The Camp Woodhaven price schedule
and accepts the program fees, tuition
and terms of enrollment for all scheduled
weeks with all fees paid in full by

June 1, 2010 or reservations are subject
to cancellation. Payments must be
received by May 1, 2010 to qualify for
early registration discounts.

« when adding additional weeks after
June 1, agrees to pay for the additional
week(s) in full immediately. Late

enrollment will be accepted if openings
are still available. Payments must be
made in full at the time of enrollment.

* only 50% of tuition will be refunded
with written notice of cancellation at
least 14 days prior to the beginning of
the cancelled session(s). All refunds
due to cancellation will be issued only
after August 24, 2010.

 their child may not attend unless a
current Health form & Physician’s form
with current immunizations is at the
camp prior to attendance.

* no child will be allowed to remain
at camp without full prior payment
of tuition.

« itis the parent’s responsibility to
bring any special concerns regarding
their child to the attention of the Director
at the time of registration.

« the Directors reserve the right to
dismiss a camper when, in their
judgment, the camper’s behavior
interferes with safe camp operation,
the rights of others, the smooth
functioning of activities or groups
or violates the camp’s principles

of conduct.

PHOTO RELEASE: I give permission for the staff of Camp Woodhaven, or their designate, to take
photographs or video of my child(ren), and | do not object to those photographs or videotapes being used
for publications or publicity.

RELEASE OF LIABILITY: I realize that the activities and terrain may present risks that neither | nor my
child may be familiar with, and that | assume these risks on behalf of myself and/or my child, and that |
agree to save and hold harmless Camp Woodhaven from any and all claims, liabilities, suits, actions,
damages or losses, including without limitation all costs and attorney’s fees, and from and against its
activities, any condition of its property or act, omission or negligence of Camp Woodhaven.

Signature of Parent/Guardian Date

Please print Parent Signature name here Thank youl!

Camp Philosophy - Camp Woodhaven is a Christian non-denominational camp. All children of all faiths and
denominations are welcome to attend. Our Christian activities include a weekly chapel service and bible story time.



HEALTH HISTORY & EMERGENCY INFORMATION

PARENTS, YOUR CHILD CANNOT
WooDHAVEN ATTEND CAMP WITHOUT HEALTH
Mailing address: P. O. Box 777, West Boylston, MA 01583 HISTORY & PHYSICIANS FORM!

Email: info@campwoodhaven.com ¢« www.campwoodhaven.com
Phone: 508-835-9883 * Fax: 508-835-0910

Please check all that apply:
Camper’s Name

U Drug Allergies:
Q Food Allergies:
U Foods poorly tolerated:

(first) (middle) (last)

Age Sex M F Birthdate / /

Q Dietary preferences (circle): Vegetarian,
Parent/Guardian Name No Dairy, Other
Address QO Environmental Allergy:
) 7i U Bee Sting Allergy
City State iy O Severe Allergic Reactions to:
Phone: Home ( ) - Bus/Cell ( ) -

Epinephrine pen is prescribed.
Asthma

Diabetes

Seizure Disorder

Heart Problems

Parent/Guardian Name g
a
d
d
Phone: Home ( ) - Bus/Cell ( ) - Q4 Infectious Diseases
a
a
a
d
a

Address
City State Zip

Bleeding/Clotting Disorders
Bowel/Bladder Problems
Fears/Phobias

Attention Deficit Disorder

Local Emergency Contact/Pick-Up other than Parents:

Phone: Home ( ) - Bus/Cell ( ) - Other

Relationship:

Health and Medications Name of Physician:
Significant Health Concerns: Phone:

Do you carry family medical/hospital
insurance: Y N

If so, who is the carrier?

Policy or Group #:
Hospital Preference:

Medications to be administered at Camp*:

Medications given at home:

Limitations in any activities? Name of Dentist:
Other information: Phone:
* Medications must be brought to camp in the original labeled pharmacy container. Parents also must Name of Orthodontist:

sign consent forms prior to any medication being administered.
Phone:

Important - This MUST be signed and completed to qualify for camp

This health history is correct so far as | know, and the person herein described has permission to engage in all prescribed activities
except as noted. Emergency Authorization: | hereby give permission to the medical personnel selected by the camp director to order
xrays, routine tests and treatment for my child, and, in the event | cannot be reached in an emergency, | hereby give permission to
the physician selected by the director to hospitalize, secure proper treatment for, order injection and/or anesthesia and/or surgery
for my child as named above.

| consent to have my child received Tylenol Motrin Benadryl
the nurse may administer.

per standing orders. Please initial each medication

Signature of Parent or Guardian: Date: / /

| also understand and agree to abide with the restrictions placed on my summer program activities.

Signature of Minor: PLEASE COMPLETE OTHER SIDE




PHYSICIAN’S FORM
PHYSICIAN COMPLETES THIS FORM
CHILD CANNOT ATTEND WITHOUT COMPLETED FORM

Camper’s Name Please record the date (month, date, year) of
(first) (middle) (last) all basic immunizations and booster doses:
Age_ === SexMF Birthdate / / Vaccines  Yearof Basic Year of last
Immunization booster
Health Examination by a Licensed Physician DPT/DTaP 1
| have examined the above applicant Date examined: / / 2
o - . 3
In my opinion, the named camper’s condition does does not preclude his/her
participation in an active summer program. 4
OR 5
Current medical problems, recent injuries, operations or chronic conditions:
DPT/DTaP
- I . OR
Regular and/or periodic medications and reasons for taking them:
Tetanus
. . . T Polio 1
Medically prescribed meal plan or dietary restrictions: OPV/O{V
2
3
Allergies (food, drug, environmental, etc.): 4
MMR
Is an epinephrine pen prescribed: Yes No (Measles,
Mumps,
Medications or treatment to be administered during the camp day: Rubella)
Measles
Mumps
Outdoor Games participation: This individual may participate in all camp and athletic activities Fg'lbe”a
unless otherwise indicated. Limiting conditions: (German
Measles)
Additional Health Information: Varicella
HIB
Hepatitis B 1
Provider’s Name:
Licensed Provider’s Signature:
Address: City: 3
State: Zip: Phone: _( )
Date of form completion: / /
Tuberculin  type
By Test date
(Initial if completed by nurse or physician’s assistant)
. . o1 . result
Note: An equivalent form may be utilized. Your child’s physical exam must

have occured within two years of their first day of camp.

Your physician can fax this form directly to Camp Woodhaven at: 508-835-0910 or email this form to: info@campwoodhaven.com






