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Youth Camp Sessions
  Youth campers (3rd - 8th grade) will participate in a variety of programs, including campfires, swimming, horseback riding, drama, arts and crafts, and adaptive sports. Campers are encouraged to explore new challenges independently with their new friends. Campers will gain a greater understanding and acceptance of their vision loss, leading to increased self -confidence. 

Teen campers (9th -12th grade) will experience all the youth camp activities and special events. Additionally, they will participate in activities geared toward building leadership abilities and setting goals for the future.  Examples of these leadership activities include: public speaking, organizational skills, assisting campers and staff with participating in activities, program set up, and facilitating discussions. 
Please check: (Please mark an X after your chosen answer)  
  YOUTH____    (3rd - 8th grade) Monday, July 8 -- Sunday, July 14
 
TEEN____      (9th - 12th grade) Thursday, July 18-- Saturday, July 27
*Please Note:  All campers must be able to take care of their own daily needs with little assistance.*

Camper’s Last Name: __________________ First Name: ____________________
Address: _______________________ City: ________________State:__________

Zip: ________ County: _______________ Email:___________________________
Phone: Cell: (____) _______________Home: (____) _______________________
Email: ____________________________________________________________
Emergency Contact: __________​​​______________ Relationship______________
Phone: Cell: (____) _______________Home: (____) _______________________
Business: (___) ____________________________Email: ___________________

Second Emergency Contact: _________________ Relationship_______________
Phone: Cell: (__) _________________Home: (__) _________________________
Business: (___) ____________Email: ___________________________________
Name of O&M and/or TVI Instructor: Last____________ First ________________
Telephone Number: _________________________________________________
Email: ____________________________________________________________
Personal Information

Date of Birth (MM/DD/YYYY):__________________________________________
Gender: (Please mark an X after your chosen answer)  
     Female_____     Male_____    Other______    Declined______  
Pronouns: (e.g. she/her, he/him, they/them, etc.) __________________
Ethnicity (optional):_________________ 
(This is information is important for grant and funding applications, which assist in defraying costs for your attendance.)
Primary Language: _____________________________________________________

Secondary Language: ___________________________________________________

Do you have a roommate preference? (Please mark an X after your chosen answer)  
         Yes_____     No_____
If yes who do you desire as your roommate? _______________________________

 (Please note that these are requests and we will attempt to fulfill them but we do not guarantee requests. These requests are honored by availability.)

Tell us about your hobbies and interests: __________________________________
___________________________________________________________________   
Referral Information:

Referred by: (Please mark an X after your chosen answer)  
  Teacher____        Family Member ____        Friend____         Other____ 

(If other who or what?): _______________________________________________

DOR Counselor (if applicable): 

Counselor First Name: _______________________________________________

Counselor Last Name: _______________________________________________
Telephone Number: _________________________________________________

Email: ____________________________________________________________
CAMP ACTIVITIES: (Please mark an X after your chosen answer)  
Do you tire easily? No____      Yes____ (If 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 ____
Can you swim independently in a pool of 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 ____ Goal Ball ____
Any other restrictions? 


What camp activities do you look forward to and would like to participate in?

(Please choose your top three, by marking an X after your chosen answers)
     Archery____
     Arts and Crafts ____
     Boating/Fishing ____
     Drama ____
     Horse Back Riding ____
     Music/Talent Show ____
     Nature/Hiking ____
     Recreation ____
     Self Defense ____
     Swimming ____
Do you give permission for your child to take field trips off camp such as bowling, kayaking, tandem biking, and ropes course? (Please mark an X after your chosen answer)  
     Yes ____      No ____    If yes, please sign, print and date below:                  
Parent or Guardian Signature __________________ Date: ________________
Parent or Guardian Print Name ___________________ Date: ________________                                      
LIFE SKILLS

In what areas would you like to see growth and development in your child while attending Enchanted Hills Camp?  (Please choose your top three, by marking an X after your chosen answers)
        Coordination and Mobility____
        Leadership Skills____
        Independence____
        Organizational Skills and Time Management____
        Self Confidence____
        Social and Interpersonal____
In the choices you have selected please explain your observations. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
All of the above information has been filled out completely to the best of my knowledge.

Parent or Guardian Signature __________________ Date: ________________

Parent or Guardian Print Name ___________________ Date: ________________                                      

If you have any questions or concerns, please do not hesitate to ask. Our partnership with you needs to be built on open communication, including information that you provide on this application, so your child may have a full and healthy experience at camp.
Camper Questionnaire

VISION:

Cause of visual impairment: __________________________________________

Age of onset: ___________


If partially sighted, please describe your functional vision: _________________________________________________________________

_________________________________________________________________

_________________________________________________________________

How do you prefer to access print material? (Please mark an X after your chosen answer)
Braille_____    Tape_____     Large Print_____      Email_____ 

COMMUNICATION/ SPEECH: (Please mark an X after your chosen answer)  

 
Verbal_____         Non–Verbal_____  

If non–verbal; please describe method of communication: ___________________     _________________________________________________________________

_________________________________________________________________

HEARING: (Please mark an X after your chosen answer)
Are you hearing impaired?

Yes _____    
No _____   

Do you use hearing aids?
Left Ear ____   Right Ear ____

For communication, which do you use?

Sign Language____   Finger Spelling____   Verbal____   Other ____
If other, please describe: _____________________________________________
MOBILITY: (Please mark an X after your chosen answer)
Are you an independent traveler?  Yes_____    No______      
Do you use:  Battery Wheelchair____   Non-Battery Wheelchair______   

Support Cane__​__  White Cane_____   Human Guide_____   Guide Dog_____

If you are a wheelchair user; can you use your chair on unpaved trails? 

 
Yes_____   No ______                                                               

If you are a wheelchair user; can you transfer independently? Yes_____   No ______                                                               

DAILY LIVING SKILLS: (Please mark an X after your chosen answer)
For dressing:    No assistance needed______   Some Assistance needed_______ 

(Please describe): _________________________________________________________________

_________________________________________________________________

For eating:       No assistance needed______   Some Assistance needed_______

(Please describe):  _________________________________________________________________

_________________________________________________________________

For bathing:     No assistance needed______   Some Assistance needed_______ (Please describe): _________________________________________________________________

_________________________________________________________________

For toileting:     No assistance needed______   Some Assistance needed_______

(Please describe):__________________________________________________

_________________________________________________________________

	PLEASE RETURN 
THIS FORM


TRANSPORTATION

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

(Please mark an X in front of your chosen answer)
Getting to camp:

____ I will get to camp by private car

$25 to Camp ($40 Round Trip)

I would like to take the charter bus from:

____ San Francisco departs @ 1:00 p.m. from the LightHouse, 1155 Market Street
____ Berkeley departs @ 1:30 p.m. from Ed Roberts Campus, 3075 Adeline Street

____ *Sacramento departs @ 1:30 p.m. from Sacramento Café & Brew, Third and J Streets




*Minimum of 4 riders for Sacramento pick up




Getting back from camp:

____ I will leave camp by private car

$25 to Return from Camp ($40 Round Trip)

I would like to take the charter bus back to:

____ San Francisco arrives @ 12:15 p.m. @ the LightHouse, 1155 Market Street
____ Berkeley arrives @ 11:15 a.m.  @ The Ed Roberts Campus, 3075 Adeline Street


____ *Sacramento arrives @ 11:30 a.m.  @ Sacramento Café & Brew, Third and J Streets





*Minimum of 4 riders for Sacramento pick up

Driver Release Form

If the camper is age 17 or under, and someone other than the parent or guardian may be picking them up from camp, the parent or guardian must complete and sign the following driver’s release.
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

Please note: YOUR APPLICATION WILL NOT BE PROCESSED WITHOUT PAYMENT AND COMPLETE APPLICATION
(Please mark an X in front of your chosen answer)
___ I have already contacted Sydney Ji, the Enchanted Hills Camp Admin Assistant, 
        at (415)694-7310 and made a credit card payment. 
___  Enclosed is a check or money order.

___ Enclosed is a Regional Center Authorization

___ Financial Hardship, please contact Tony Fletcher, EHC Director @ 415-694-7319

Send applications and payment to:

Enchanted Hills Camp Application


                  




LightHouse for the Blind and Visually Impaired

1155 Market St, 10th Floor
San Francisco, CA 94103



If you have questions, please contact: 
Enchanted Hills Camp Admin Assistant at (415) 694-7310

Camp Fees*:


$75.00 Youth/Teen Session Fee 

           
  ___________ 

Charter Bus Fee









($25 one way, $40 roundtrip)



  ___________


$10.00 Camp T-shirt (Size: ____)   


  ___________









 
Total:  ___________

*Fees for these sessions are non-refundable.
Self-Disclosed Health Form

Name: ________________________________________________________

Birth Date: ____________ Sex: _____ Height: ________ Weight: __________
Please indicate the following health conditions:

Yes       No                                                      Explanation

___
___
History of heart disease__________________________________

___   ___   High blood pressure_____________________________________
___
___
Constipation/diarrhea____________________________________
___
___
Coordination problems___________________________________
___
___
Dizziness/fainting_______________________________________
___
___
Arthritis_______________________________________________
___
___
Respiratory problems____________________________________
___
___
Circulatory problems_____________________________________
___
___
Frequent colds/sore throats_______________________________

___   ___   Mental health___________________________________________
___
___
Muscle weakness_______________________________________
___
___
Kidney problems
________________________________________
___
___
Headaches
____________________________________________
___
___
Joint/muscle pain_______________________________________
___
___
Seizure disorder________________________________________
___
___
Orthopedic problems_____________________________________
___
___
Vomiting______________________________________________
___
___
Shortness of breath______________________________________
___
___
Diabetes (Type   )_______________________________________

___   ___   Traumatic Brain Injury____________________________________
___
___
Other
_________________________________________________
What is the primary cause of your vision loss? ____________________________

Age of onset? _____________________________________________________

Please describe your visual impairment?

______________________________________________________________       

______________________________________________________________ 

________________________________________________________________

Self-Disclosed Health Form 

Who is your Primary Care Physician? 

Last Name: ____________________    First Name: ____________________

Telephone Number: _____________________________________________

        Current Medications, including over the counter medications:

Drug
Dosage
Frequency

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

        Current Treatments:

        Condition


    Treatment

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

        Past Medical Treatment:

        _____________________________________________________________

        _____________________________________________________________

        _____________________________________________________________

Drug Allergies:

Are you allergic to any medications prescribed or over the counter medications? 

(Please mark an X after your chosen answer)
   Yes____       No____      
If yes, what are they? _________________________________________________________________ _________________________________________________________________ _________________________________________________________________ 

Please describe what reaction you have had and how have you been treated in 

the past? _________________________________________________________           _________________________________________________________________ _________________________________________________________________ _________________________________________________________________ _________________________________________________________________

Food Allergies:

Are you allergic to any foods? (Please mark an X after your chosen answer)
      Yes____       No____      
If yes, what are they? _______________________________________________

Please describe what reaction you have had and how have you been treated in the past?

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Are you on a special diet? (Please mark an X after your chosen answer)
     Yes____        No____      
If yes, what type of diet are you on? ____________________________________

OTHER DISABILITIES:  (Please put an X in front any of the following that apply)
____
Cerebral Palsy

____
Multiple Sclerosis

____
Diabetes (type): _______________________________________________

____
Epilepsy (date of last seizure): ___________________________________


Type of seizure:  ______________________________________________

____
Head Injury (please describe): ___________________________________


____________________________________________________________

____
Cognitive Disability (please describe): ______________________________


____________________________________________________________

____
Developmental Disability (please describe functioning level, living skills, etc.): 


____________________________________________________________

         ____________________________________________________________
____________________________________________________________

         ____________________________________________________________

____
Mental Health History (please describe):____________________________    

         ____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

___
Behavioral Disorder: (Self-abuse, biting, hitting, wandering, insomnia,

         etc.  Please be specific and explain any behavior management routine you 

         would like us to implement at camp) *Note a camper who harms another 

         camper or staff member will be immediately dismissed from camp.  ____________________________________________________________

         ____________________________________________________________

         ____________________________________________________________

___
Attention Deficit Disorder or Hyperactivity (please describe):____________  

         ____________________________________________________________


____________________________________________________________

         ____________________________________________________________

___
Serious illness or injury that has required hospitalization (please describe):  

         ___________________________________________________________


___________________________________________________________

         ___________________________________________________________

___
Other (please describe): ___________________________________________________________

         ___________________________________________________________


___________________________________________________________

         ___________________________________________________________

Self-Disclosed Health Form 

Date of last tetanus shot: ________________________________________

Must have been completed in the last ten years

Tuberculosis:

Date of last TB test: ________________ 
Test Result: (Please mark an X after your chosen answer) 

         Negative_____        Positive_____

(Only applicable if living in a residential facility)

Do you have any physical conditions requiring restriction(s) from any camp activities that you should be exempted for health reasons?  Please explain.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Date: ___________________________



Consumer Name (PRINT):____________________________________________                                             
Consumer Signature: ________________________________________________

Parent/Guardian (PRINT):_____________________________________________     

Parent/Guardian Signature: ___________________________________________                                           
*Please note Self Disclosure must be signed and dated.

If you have any questions or concerns, please do not hesitate to ask. Our partnership with you needs to be built on open communication, including information that you provide on this application, so your child may have a full and healthy experience at camp.
Immunization Acknowledgement
I attest that all immunizations for my child; that is required for school, are up to date; including the actual date (month/year) of last tetanus shot.
Parent/Guardian (PRINT):_____________________________________________     

Parent/Guardian Signature: ___________________________________________                                           
Non-Immunization Acknowledgement
If your camper has not been fully immunized, please sign the following statement: 
I understand and accept the risks to my child from not being immunized. 
Parent/Guardian (PRINT):_____________________________________________     

Parent/Guardian Signature: ___________________________________________                                           
Medical Insurance Form

Name of insured: _____________________________

Name of insurance carrier: ______________________

Membership number: __________________________

Expiration date (if any):_________________________

LightHouse for the Blind and Visually ImpairedPRIVATE 
Agreement and Understanding of Financial Responsibility

For Medically Uninsured Consumers of the

 LightHouse, Enchanted Hills Camp

Camper Name:                                    ____   ________
   DOB: ____________________                                                

Date: ____________________________________                                                          
All persons who participate in programs sponsored by the LightHouse are responsible for having their own medical insurance and are liable for their own medical coverage in the event of an injury.  Because you                                                                     do not have medical insurance, it is important that you understand and agree with the following. (Please initial each number if you are in agreement and sign below.)

1. _____
Because I,                                                                                    , am uninsured by any medical insurance coverage/group, it is the understanding of the  LightHouse for the Blind and myself, that I am responsible for ALL medical fees & medications prescribed/incurred if emergency medical services are necessary and provided by qualified medical personnel.

2. _____
When participating in the Enchanted Hills Camp program, and if I am in need of emergency medical services due to injury, the Camp Nurse and Camp Director will instruct that I be sent to The Queen of the Valley Hospital, Napa, CA.  However, if medical personnel require I be sent to another facility for treatment, the Camp Nurse or Camp Director of the Enchanted Hills Camp must follow their direction.

3. _____
I understand  I will be unable to attend Enchanted Hills Camp, Napa, CA unless #1 & #2 are initialed.

"I understand and am in agreement with the information on the previous page, and I take FULL responsibility for those items (1 - 3), which have been initialed."

Name (print):___________________Signature:_________________________

1.
Camper Phone Number: __________________________________________
                


Camper Address:
  ___________________________________________


_________________________________________________________                          

2.
Parent/Guardian Home Phone: _____________________________________
                


Parent/Guardian Work Phone: __________________________________

3.
Other Emergency Contact Name: ____________________________________
 

        
Other Emergency Contact Relationship to Camper: ______________________
                     


Other Emergency Contact Home Phone: __________________________


Other Emergency Contact Work Phone: ___________________________

Guardsmen Grant

*If child is between the ages of 6-17years, please read this application.

Though the LightHouse asks for a $60 camping session fee from all Youth Campers, this is by no means the actual cost of sending a child to camp.  The LightHouse generously supplements tens of thousands of dollars each year, to ensure that any child, regardless of family income, can enjoy Enchanted Hills.  The Guardsmen, a regional non-profit, shares this vision and each year this fund supports organizations like ours in our pursuit of ensuring that financial restraints don’t prevent a child from enjoying a trip to a camp.

Please review the following table.  If your family’s income is less than the amount listed below, the LightHouse is eligible to receive funding from the Guardsmen to help cover the costs of sending your child to camp.  We have included the Guardsmen Campership Application on the following page. If applicable, please complete and return it along with the rest of your camp application.
INCOME ELIGIBILITY GUIDELINE ESTIMATES FOR 2019
	FAMILY SIZE
	GROSS FAMILY YEARLY INCOME OR LESS

	1
	$28,083

	2
	$38,073

	3
	$48,063

	4
	$58,053

	5
	$68,043

	6
	$78,033

	7
	$88,023

	8
	$98.013

	Each Additional family member add:
	+$9,990


THE GUARDSMEN CAMPERSHIP APPLICATION

AGENCY NAME: ___________________________________________________________________________________
DATES OF SESSION: __________________________________________________   #DAYS AT CAMP: ____________

CAMPER’S INFORMATION:

CHILD’S NAME: ____________________________________________________________________________________
ADDRESS: __________________________________________________________________________________________________
CITY: _____________________________________________________ STATE: _________   ZIP: __________________
TELEPHONE: (      ) ________________________   AGE: ___________ _ DATE OF BIRTH: _______/_______/_________
CIRCLE ONE:     Male     Female              IS THE CHILD A FOSTER CHILD? (Circle one)      Yes      No

GUARDIAN INFORMATION:

NAME: ____________________________________________________   RELATIONSHIP: ________________________
NAME: ____________________________________________________   RELATIONSHIP: ________________________

INCOME INFORMATION:

GROSS MONTHLY INCOME: _________________________________ (salary, wages, commission, etc.)

ALL OTHER ASSISTANCE: _____________________________ (alimony, welfare, AFDC, support, etc.)

NUMBER OF PERSONS IN HOUSEHOLD DEPENDENT UPON INCOME: _______________________________________

WRITE A FEW WORDS DESCRIBING THE CHILD AND HIS/HER BACKGROUND:  _______________________________ ___________________________________________________________________________________________________
___________________________________________________________________________________________________   ___________________________________________________________________________________________________
To Parent or Guardian: In consideration of this campership application for sponsorship by The Guardsmen, I agree to the following conditions: (1) to allow my child to attend camp; (2) to contribute the amount of money specified for my child to attend camp; (3) to allow my child to receive such medical treatment as may be considered necessary by the camp doctor; and (4) The Guardsmen shall not be responsible for any disease, injury or death to my child while traveling to, from, or while attending camp.

Parent/Guardian Signature: _____________________________________   Date: __________________

To Agency Representative: By signing this application, you are representing that to the best of your knowledge the information supplied above is complete and accurate.

Agency Representative Signature: _________________________________ Date: ____________________

Full Camp Fee: $___________________________
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: San Francisco Headquarters (1155 Market St), 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 in 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/their 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? If so, please explain.


___________________________________________________


___________________________________________________


___________________________________________________

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.   


________


Initials

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):_______________________________________

                (Parent/Guardian Signature Required if consumer is under 18 years old)

      Parent/Guardian Signature: ______________________________________                                            

Enchanted Hills Camp Application 2019
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