
CAMPER’S HEALTH HISTORY

CAMPER NAME: _____________________________________________________________________________	
					    				      
About health care:
	 •	 At minimum, a staff member with first aid and CPR certification is at camp when campers are present.
	 •	 Campers should arrive ready to participate in the program.  Should your camper be unable to participate a 	
		  parent will be notified and the camper will remain under staff supervision until the camper is picked up by 	
		  parent.
	 •	 Campers should bring – and use – insect repellent and sunscreen (minimum 30 SPF).

The following non-prescription medications may be stocked in the camp First Aid Center and are used on an as 
needed basis to manage illness and injury.  These medications are administered by first aid personnel only. 

Cross out those the camper should not be given. 

Acetaminophen (Tylenol)	 Ibuprofen (Advil, Motrin) 
Phenylephrine decongestant (Sudafed PE) 	 Antihistamine/allergy medicine	
Pseudoephedrine decongestant (Sudafed) 	 Sore throat spray
Guaifenesin cough syrup (Robitussin) 	 Antibiotic cream 	
Diphenhydramine antihistamine/allergy medicine (Benadryl)	 Calamine lotion 
Dextromethorphan cough syrup (Robitussin DM) 	 Generic cough drops 
Bismuth subsalicylate for diarrhea (Kaopectate, Pepto-Bismol) 	 Aloe

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.

q This person takes NO medications on a routine basis.  OR q This person takes medications as follows:

Med #1 ______________________________ Dosage ___________  Specific times taken each day ____________	

Reason for  __________________________________________________________________________________

Med #2 ______________________________ Dosage ___________  Specific times taken each day ____________	

Reason for  __________________________________________________________________________________

Identify any medications taken during the school year that participant does/may not take during the summer:   _____

___________________________________________________________________________________________
														            
Can Tylenol be given to your camper? q Yes q No    If YES, recommended dosage: _________________________

Date (month & year) of your child’s most recent tetanus immunization ____________________________________

Is camper allergic to: (Please check the appropriate box)

q Bee Stings	 q Other bites	 q Penicillin	 q Food Allergies (list)_________________________________

q Hay Fever	 q Animal Dander	 q Environmental allergies	 q Other

Does this child have asthma? ....................................................................... 	 q Yes	 q No
If YES, will your child carry a rescue inhaler during the camp session? .......	 q Yes	 q No
If YES, does your child need staff help to use that rescue inhaler? ..............	 q Yes	 q No
If YES, what triggers your child’s asthma? ....................................................	 q Yes	 q No

Name of family physician___________________________	  Phone ______________________________________

Insurance Information:
       Is the participant covered by family medical/hospital insurance?    q Yes	q No
       If so indicate carrier or plan name ____________________________ Group # __________________________

We will call when there is a question about your child’s health and/or in an emergency.  Provide contact information 
for a custodial parent who will be available via phone while your child is attending our program.

Name of Parent________________________________ Phone (   ) ______________________________________

Important – this box must be complete for attendance

Last           	      First		       Middle	               Age 	        q Girl	 q Boy

This health history information is correct and the child described has permission to participate in all camp activities 
except as noted on this form.  I understand that the camp has limited healthcare on site and that staff will call the 
indicated parent/guardian (a) in an emergency, (b) if questions about my child’s health may arise, and /or (c) when 
my child is unable to continue because of injury or illness.  I acknowledge that the program will handle medication 
as described and that information on this form will be shared with staff on a need-to-know basis.

I grant permission for my child/ward to attend Mother of Hope Camp and agree to release, exonerate, indemnify, and 
defend the Roman Catholic Bishop of Providence, Catholic Youth Organization of the Diocese of Providence and Mother 
of Hope Camp from all claims arising from or occasioned by my child/ward/s attendance at the Camp. In consideration 
of admittance, I authorize the Mother of Hope Camp to arrange for medical examination and/or treatment for my child 
should an emergency arise at camp. It is understood that a conscious effort will be made by the Camp to contact me at 
the emergency number I have provided before any medical action is taken. 
Signature of Parent/Guardian: _____________________________________________   Date:______________

Printed Name: _____________________________________________________________________________



Mother of Hope Camp- P.O. Box W - Chepachet, RI 02814 - (401) 568-3580

2010 ENROLLMENT APPLICATION (Please print and complete one application per child.)
Pre-registration is required. Please fill out the application completely and return with a $25 non-refundable registration fee.  
To avoid a late fee of $35, we must receive payment by the Friday prior to attending camp.  Please make checks payable to 
Mother of Hope Camp.  Tuition: $140 weekly, $125 if more than one child from the same family attends during the same week; 
register and prepay for three or more sessions by June 8th and pay only $130 per week per child.  Daily rate is $40 per day 
per child. Early registration is encouraged. All camp fees are non-refundable.  APPLICATION WILL NOT BE ACCEPTED 
WITHOUT PARENT SIGNATURE ON REVERSE SIDE.

We welcome children of all backgrounds and religions.

____________________________________________________________________________________________
Camper’s Last Name	         First Name		  Middle Initial       	 Date of Birth      Age        q Girl  q Boy       Grade	

_____________________________________________________________________________________________
Address								       City/State		  Zip Code

_________________________________________________________________________________________________
Mother’s Name			   Home Phone			   Work Phone		  Cell Phone

_________________________________________________________________________________________________
Father’s Name			     				    Work Phone		  Cell Phone

_________________________________________________________________________________________________
PARENT E-MAIL  E-mail addresses will not be sold, leased, or rented to any agency outside of the Diocese of 
Providence.  

_________________________________________________________________________________________________
BUS STOP/PARISH				    CITY					     BUS CODE #

I grant my permission for my child to walk home from the bus stop  q YES   q NO   

My child will attend the session(s) checked below. * Please note that there is no camp on July 5th.

	  q 1. June 21-25	  	 q 2. June 28-July 2	  q 3. *July 6-9	  	  q 4. July 12-16

 	  q 5. July 19-23	  	 q 6. July 26-30	  	 q 7. August 2-6	  	 q 8. August 9-13

I wish to purchase lunch ($20 per week)      q YES   q NO

My child qualifies for summer food program    q YES    q NO  If YES please complete summer food application.

My child has received First Communion in the Catholic Church  q YES   q NO

The Mother of Hope Camp regularly takes photographs and or video of camp programs and uses these photos and or 
videos in promotional materials. I grant permission for my child’s photo and or video to be used in promotional materials. 
q YES   q NO    Please initial here: ________

Use this space to provide any additional information about the participant’s behavior and physical, emotional 

or mental health about which the camp should be aware ____________________________________________

___________________________________________________________________________________________

____________________________________________________________________________________________

List at least two other contacts (relatives, friends, neighbors) who could be called during camp hours in case of illness or 
emergency, if you cannot be reached. The individuals listed below are the only individuals authorized to pick up your child in 
addition to the mother or father. We will not release your child to anyone else without written permission. Is there any court 
order relating to the child’s custody? q YES   q NO  If YES, please provide a copy of the court order.

________________________________________________    ______________________________________________

Name	  				    Phone #	  	 Name					     Phone #

________________________________________________	 ______________________________________________

Name	  				    Phone#	  	 Name					     Phone #

Please group my child with: __________________________________________________________________________

Behavior Expectations
Our camp program has high behavioral standards that must be maintained to ensure a safe, wholesome, and high quality 
program for all campers and staff. Campers must refrain from negative physical contact of any sort.  Physical and/or verbal 
aggression is not tolerated.  The Camp Director or Senior Counselor will contact a camper’s parent/guardian immediately if 
any such incident occurs.  The camper will not rejoin activities and will remain under staff supervision until he/she is picked 
up by a parent and will not be allowed to return to camp.  

      FOR OFFICE USE ONLY	  q EBS    	  q MC	    	  q FA              q SF	        q TW   
	 q  Deposit   $25	 Date rec’d: _______	 Check # _______

	 q  Amount Paid       1._____   2._____     3._____    4._____    5._____    6._____    7._____     8._____

	 Check #	              ______    ______      ______     ______     ______     ______     ______      ______

	 q  Lunch	             1._____   2._____     3._____    4._____    5._____    6._____    7._____     8._____

	 Notes: ___________________________________________________________________________


