

Camp: NAVIGATING THE TEEN SCENE (SELF MANAGEMENT) 
Please Print

Date:____________                                        

Camper’s name:_____________ ______        Age at Camp_____                
 Birth Date:_______________ 

· MALE
· FEMALE
Address______________________________________________________
City__________________________

State_______                          Zip__________

Phone #________________________________Fax #______________________________

E-Mail___________________________________

Parent’s Name:___________           Work # __________Cell#__________________

Parent’s Name:________________ Work # __________ Cell#
Emergency Name and contact information_____________________________________________________________
How did you hear ABOUT THE 9 DAY NAVIGATING THE TEEN SCENE (SELF MANAGEMENT Camp _______________________________________________________________________________
I want to register for:
· August 15th -22nd day camp  9am-3pm 

· August 15th- 22nd  overnight (out of State ONLY) 

Please note* overnight out of State Campers can arrive the 14th and need to arrange to leave on the 23rd thanks 
Camper Information
My Teenager has sensory aversions/ needs

· Sensitive to (circle all that apply)   touch_________, sounds___________, smells__________,

· Has a sensory diet that includes circle all that apply- frequent breaks, swinging, trampoline, joint compressions, brushing, other______________________________________________________________________________________________________________________________

My Teenager is: 

· Will eat most foods

· A picky eater please note they prefer to eat____________________________________________________________________________________________________________________________________________
· Has a special diet_________________________________________________________

My Teenager may exhibit the following behaviors:
· Avoidance of work tasks/specific activities  describe behavior and tasks:_______________________________________________________________________________________________________________________________________

· Tantrums, triggered by________________________________ best way to intervene is___________________________________________________________________

· Aggression to self, describe behaviors________________________________________________________________
· Aggression to others, describe the behaviors_______________________________________________________________________________________________________________________________________
· My Teenager may run away/ elope please explain________________________________________________________________________________________________________________________________________________________________________________________________________________

· My Teenager is motivated by the following reinforcers/ rewards_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· My Teenager is currently using circle all that apply
A token reinforcement system             Has a positive behavior support plan     

           Needs a behavior support plan             

Has specific target behaviors they are working on they are:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Other Information we should know: please note anxiety provoking situations, topics that cause stress, situations that cause stress, other medical conditions and or co-morbid diagnosis that may help us better program for your teenager:
Goals for my teenager:

Please check off specific goals areas you want the camp to focus on and also provide IEP goal information for the camp staff
· Behavior goals

· Self management goals

· Time management skills
· Social/ emotional goals

· Life skills- please describe:_________________________________________________________________________________________________________________________________________________________________________________________________________________________

· Communication goals

· I have enclosed my Teenagers IEP goals

I would prefer to receive Camp staff progress notes (end of camp for overnighters, daily log for day campers)
· E-mail

· Phone call
My e-mail address is:______________________________
Campers will send daily e-mails to parents to update them on progress and staff may add notes to these
Parent will be picking up and dropping off at camp

· YES

· NO- please explain (person who will pick up)____________________________
OVERNIGHT CAMPERS PLEASE COMPLETE ADDITIONAL INFORMATION
OVERNIGHT CAMPERS:
My teenager will arrive by:________________ airline

On (day/time):_____________________  flight Number:_____________

· Please pick my teenager up from the airport ($30)

· I will accompany my teenager to Camp

· I will be arranging transport to and from airport 

PLEASE NOTE your teenager is responsible for bringing

Overnighters Supply List:
· Pocket money (for additional items they want to purchase, such as souvenirs, additional snacks, magazines/music etc- camp provides all  snacks & meals)
· Clothes and swim/ sports and hiking/walking shoes (washers/dryers are available for your teenagers to do laundry) 
· Books , DVD’s and Music for daily down time
· Any special foods/ snacks/ supplements etc they may want (we provide snack 2 x/day and all meals but if your child has specific things they need please supply them)
· Personal hygiene items (soaps, shampoo, toothpaste, deodorant etc)
· Sunscreen/ hats etc summers in Chicago can be hot!
PLEASE complete:

· I am OK with my Teenager going to the movies with the following ratings:_______________________

· I give permission for my Teenager to be accompanied on outings and take the train/ bus to downtown Chicago

· I give permission for my teenager to go swimming
PLEASE COMPLETE THE FOLLOWING HEALTH INFORMATION
EMERGENCY CONTACT PERSON/S:
________________________________________________________________________________________________________________________________________________________________________
RECOMMENDATIONS AND RESTRICTIONS WHILE AT CAMP 
*This section must be filled out before form is considered complete. 
Is camper on a special diet? ____ Yes ____ No Explain 

Is camper on any special medicine? ____ Yes ____ No Explain 

Is camper on any new medication? ____ Yes ____ No Explain 

Is medicine being sent by parent/guardian? ____ Yes ____ No Explain 

Restrictions on swimming,   ____ Yes ____ No Explain 

Restrictions on strenuous activity? ____ Yes ____ No Explain 

Is camper able to dress self? ____ Yes ____ No Explain

Does camper have incontinence problems? ____ Yes ____ No Explain
	     Totally Independent 
	   Partially Independent 
	     Dependent 

	 

	Making snack
Purchasing an item

Managing money

Remaining calm in

Stressful situations



	


Current Medications:
· I have written down ALL medications my child takes below

· My child will need medication delivered during camp

Information should be listed below
	Medication-as listed on container
	Dosage
	Time taken
	Possible side effects

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Is your child under a Doctor’s care:
· Yes

· No

Doctor’s CONTACT INFORMATION:

Work Phone: (______) _______-__________
Please check the appropriate spaces that apply to your child. If you check “yes,” please provide a brief explanation.

ρ Special activities restrictions __________________________________________________________________

ρ Serious injuries or operations (in the past 3 years)___________________________________________________

ρ Hospitalized (How many times) ________________________________________________________________

ρ Diabetes _______________________________________________________________________
 Jaundice __________________________________________________________________
 Bleeding/Clotting Disorders __________________________________________________________________

 Lung Disease _______________________________________________________________________
 Heart Trouble _______________________________________________________________________
sieziures________________________________________________________________
 Asthma _______________________________________________________________________
 Other medical concerns________________________________________________________________
____________________________________________________ __________________________

Health Insurance Information

Medical Insurance Company _______________________________________________________________________________

Policy Number _________________________________________________________________________________________

Group Number:__________________________________________________________________________________________

*Please send a copy of all medical insurance cards
*IMPORTANT-THIS BOX MUST BE COMPLETED FOR ATTENDANCE*

This health history is correct so far as I know, and the person herein described has permission to engage in all prescribed camp

Activities except as noted. 
AUTHORIZATION FOR TREATMENT: I hereby give permission to the medical personnel selected by

The camp director to order X-rays, routine tests, treatment, to release any records necessary for insurance purposes; and to provide or

Arrange necessary related transportation for me/or my child. In the event I cannot be reached in an emergency, I hereby give

Permission to the physician selected by the camp director to secure and administer treatment, including hospitalization, for the

Person named above. The completed forms may be photocopied for trips out of camp.

I ____ authorize ____ do not authorize staff at the CAMP ACCESS to administer the following Over the Counter (OTC) medication to the

Above named minor at the label-indicated dosage. Camp has a supply of the following medications: Topical Antibiotic, Vionex

Skin wipes, and Calamine lotion. To my knowledge, all allergies for the named participant are listed on the form above. I

Understand that any OTC medication administered will be recorded and communicated to me.

Signature of parent or guardian _________________________________________________

PLEASE send to:
CAMP Navigating the Teen Scene

Turning Pointe Autism Foundation
P.O. Box 9203
Naperville, IL 60567
A confirmation letter will be sent with details on deposit, camp supplies and directions to camp. 
