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Adult Session: July 2nd through July 7th


Camper’s Last Name:_________________First Name:_________________
Address:_______________________City: ________________State:_____  

Zip:________County:_______________ e-mail:______________________

Phone: Cell: (____)_______________Home: (____)___________________

Gender: Female Male    Camper’s age:____   Date of Birth:___________

Ethnicity (optional):_________________ 
(Important for assistance with grant & funding applications)

Emergency Contact:___________Relationship_______________________
Phone: Cell: (____)_______________Home: (____)___________________

Second Emergency Contact:_________________Relationship___________
Phone: Cell: (____)_______________Home: (____)___________________

Living Situation:(w/Family, residential facility, etc.):____________________ 

Name of DOR Counselor:_____________________________________________

PERSONAL INFORMATION:
How did you first learn about EHC?_________________________________
Have you attended Enchanted Hills Camp in the past?  No Yes  
If so, what year and session did you attend?__________________________
Do you have a roommate preference?_______________________________

Do you have a special diet?_______________________________________


Tell us about your hobbies and interests and attach a current photo of yourself if available:_____________________________________________

____________________________________________________________

CAMP ACTIVITIES:
Do you tire easily?  No  Yes (please explain) 


Can you participate in walks up to an hour long?  Yes No 

Can you swim independently in a pool of 3-foot depth?  Yes  No      
6-foot depth?  Yes  No

Can you swim independently without a flotation device?   Yes  No

Can you participate in adapted sports such as:

 Beep Baseball,   Basketball,    Tandem bicycle riding 
 Horseback Riding 

Any other restrictions? 


Transportation Form

Let us know how you will get to and from camp.
	Getting to camp:
	
	Getting back from camp:

	
	I will travel by private car
	

	
	
	

	I would like to take the charter bus to camp from:
	
	I would like to take the 
charter bus from camp to:

	
	San Francisco
	

	
	Ashby Ed Roberts Campus
	

	
	Sacramento*
	



*Minimum of 4 riders for Sacramento pick up
The fee for the charter bus is $25 one way, $40 round-trip for all locations.
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Driver Release Form
If the camper is age 17 or under, and someone other than the parent or guardian may be picking the camper up from camp, the following driver’s release must be completed and signed by the parent or guardian.

I hereby authorize: __________________________or_______________________________       

to pick up my child, __________________________, from Enchanted Hills Camp.  I understand EHC staff will check the identification of the driver prior to releasing my child.
Parent/Guardian Signature  ______________________________________




Please Print Your Name___________________________Date___________


Payment Info
Send applications and payment to:

Attn: Enchanted Hills Camp Application


                  




LightHouse for the Blind and Visually Impaired

214 Van Ness Avenue

San Francisco, CA 94102





If you have questions, please contact: 
Tony Fletcher, Camp Director 
(415) 694-7319
After June 18th: (707) 224-4023
Camp Fees:


$350.00 Adult Session Fee*



 ___________ 
Charter bus fee






 ___________

($25 one way, $40 round trip)


$10.00 Camp T-shirt   

 


 ___________








 
Total: ___________
PAYMENT:

 Enclosed is cash, check, or money order

 I will contact Rich Russo, Community Services Program Assistant, at (415) 694-7352 to make a credit card payment.
  Enclosed is an authorization letter from my Regional Center or other third party
*All cancellations are subject to a $50 non-refundable administration fee. Cancellations received 14 days or more before the start of camp will be refunded, less the administration fee. Cancellations received less than 14 days prior to the start of camp are not refundable. 
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Enchanted Hills Camp 2010
Self Disclosed Health Form

Conditions:
Do you have any physical conditions requiring restriction(s) on participation in an active recreation program?  Please explain.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Past Medical Treatment:
____________________________________________________________

____________________________________________________________

____________________________________________________________

Allergies and/or Dietary Restrictions:
____________________________________________________________

____________________________________________________________

____________________________________________________________

Current Medications:

Drug
Dosage
Frequency

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

Current Treatments:

Condition


Treatment

_______________________  ____________________________________

_______________________  ____________________________________

_______________________  ____________________________________

_______________________  ____________________________________

Immunization: 

Date of last tetanus shot: ________________________________________

Must have been completed in the last ten years

Tuburculosis:

Date of last TB test:________________  Negative? _____ Positive? ______

Any current physical, mental, or psychological conditions requiring medication, treatment, or special restrictions or considerations while at camp?

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Date
Consumer Name (PRINT)                                             
Consumer Signature
Parent/Guardian (PRINT)      (Required if consumer is under 18 years old)
Parent/Guardian Signature                                             
Enchanted Hills Camp

Physician’s Health Form

Your application will not be processed without this form. 
It must be fully completed, dated and signed by a physician or nurse practitioner.

Note: You can use a different health form, as long as it includes allergies, current medications, current and past treatments, medical history, immunizations and eye conditions, with your date of birth, current height and weight. To be acceptable, your physician needs to sign and date any alternative form.
* PATIENT INFORMATION *

Name:_____________________________________________________

Birth Date:___________ Sex:_____ Height:______ Weight: _________
Does the patient have or experienced:

Yes       No                                                      Explanation

___
___
Allergies __________________________________________
___
___
History of heart disease_______________________________
___
___
Constipation/diarrhea_________________________________
___
___
Coordination problems________________________________
___
___
Dizziness/fainting
_________________________________
___
___
Arthritis___________________________________________
___
___
Respiratory problems_________________________________
___
___
Circulatory problems
_________________________________
___
___
Frequent colds/sore throats____________________________
___
___
Muscle weakness____________________________________
___
___
Kidney problems
_________________________________
___
___
Headaches

_________________________________
___
___
Joint/muscle pain
_________________________________
___
___
Seizure disorder
_________________________________
___
___
Orthopedic problems
_________________________________
___
___
Vomiting


_________________________________

___
___
Shortness of breath
_________________________________
___
___
Diabetes


_________________________________

___
___
Other


_________________________________
Is the patient legally blind, or have a condition that will render him/her legally blind in the near future?  

Yes ______ No ______
What is the cause of the patients’ visual loss?

	· Cataracts

· Glaucoma

· Retinitis Pigmentosa


	· Macular Degeneration

· Diabetic Retinopathy


	· Detached Retina       

· Stargardts

· Ushers Syndrome

            
	· Trauma

· CMV

Other_________




Is the patient deaf or hearing impaired?  Yes ______ No ______

If yes, please indicate degree of hearing loss. Left Ear_____Right Ear____ 

Current Medications:
Drug
Dosage
Frequency

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

Current Treatments:

Condition


Treatment

_______________________  ____________________________________

_______________________  ____________________________________

_______________________  ____________________________________

_______________________  ____________________________________

Conditions:
Does the patient have any other physical conditions requiring restriction(s) on participation in an active recreation program?  Please explain.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Immunization: 

This form is not complete without your immunization information.
Date of last tetanus shot: ________________________________________

Must have been completed in the last ten years

Tuburculosis:

Date of last TB test:________________  Negative? _____ Positive? ______

LICSENCED MEDICAL PERSONNEL
Name:
_______________________________Phone #:  _______________

Address:___________________________________________________
Pager #: ________________________
Date of Patient Examination:__________
_____________________
______________

Physician’s Assistant
Date
_____________________

         


______________

Physician or Nurse Practitioner’s Signature

Date 
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Medical Insurance Form

Name of insured

Name of insurance carrier

Membership number
Expiration date (if any)
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

If you do not have medical insurance:

Please contact Richard Russo, Community Services Program Assistant, for the required paper work.
(415) 694-7352

rrusso@lighthouse-sf.org
LightHouse for the Blind & Visually ImpairedPRIVATE 

WAIVER OF LIABILITY & RELEASE

This Waiver of Liability and Release must be initialed after each section and signed by anyone receiving services from the Lighthouse for the Blind & Visually Impaired (Lighthouse) at the following locations: 214 Van Ness, LightHouse of Marin, LightHouse of the North Coast, Enchanted Hills Camp, LightHouse Industries, in the community, client's home and workplace, as well as, while being transported in a vehicle provided or procured by the Lighthouse.  Participation in services is prohibited unless this form has been signed and returned to the individual receiving services or participating in LightHouse program is “Active.”  If more than a year passes without activity in ANY LightHouse program or service, a new Waiver MUST be signed.

1)
I am in satisfactory physical, mental and emotional condition and may engage in all activities associated with the services I am receiving at my own risk, except those listed in number 7 below.  At any time that I am receiving services provided by the Lighthouse, I hereby consent to any medical and/or other treatment as may be considered necessary by a qualified physician, nurse, or designated Lighthouse staff member.  In case of emergency, permission is given to designated Lighthouse staff to contact emergency medical services and/or secure treatment for the undersigned.


________


Initials

2)
I hereby state, that even with the best optical correction that I am: 

____
A. Visually impaired (visual acuity between 20/40 and 20/200) and have a vision loss that significantly limits one or more life functions.


____
B. Legally blind (visual acuity of 20/200 or less in best corrected eye, or visual field of 20 degrees or less). 


____
C. Totally blind or nearly-totally blind (visual acuity of "hand motions," "light perception," or "no light perception.")

I understand and accept the Lighthouse reserves the right to require documentation of my vision loss if the Lighthouse staff determines such information is considered necessary for assessment and/or the provision of services/training.   


________


Initials

3)
I hereby waive any and all claims that I or my heirs may have against the Lighthouse, its Directors, Officers, Employees, Independent Contractors, Volunteers, and/or Agents for any injuries or property damage which may arise while I am receiving Lighthouse services, including transportation provided or procured by the Lighthouse, at or while en route to any of the locations referenced above in paragraph 1.  I acknowledge that this waiver includes any claims for personal injuries or property damage caused by or arising out of the negligence of Lighthouse or its Directors, Officers, Employees, Independent Contractors, Volunteers, and/or Agents.


________


Initials

4)
A major objective of the Lighthouse is to educate the public about blindness.  To accomplish this, the Lighthouse frequently sends press releases and photographs to the media (newspapers, radio, television and the internet).  It is the right of the individual whether or not to consent to the use of her/his photograph and/or name for the above publicity purposes.  I hereby authorize the Lighthouse to use any photographs taken at the Lighthouse of me and/or my property.   Yes       No ___    
5)
I hereby authorize the Lighthouse to use my voice or written communications for publication, fundraising and advocacy purposes.  Yes         No  ___

6)
Are there any medical, mental or emotional conditions and/or medications the Lighthouse should be aware of during your participation in programs/services with the Lighthouse?

7)
Exceptions or specifications regarding any of the above:                                                                                                                                                                                                                                                                                                                                                                                                                         

I understand this Waiver of Liability and Release constitutes the entire understanding between the parties referenced herein with respect to matters set forth herein. There are no oral representations, arrangements or agreements between the parties referenced herein other than those contained verbatim in the Waiver of Liability and Release.   

This Waiver of Liability and Release shall be interpreted in accordance with and governed by the laws of the state of California.    

Date
Consumer Name (PRINT)                                             
Consumer Signature
Parent/Guardian (PRINT)      (Required if consumer is under 18 years old)
Parent/Guardian Signature                                             
�





�
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