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Last Name_________________________ First Name_________________ Middle Name_________________ Name Called_________________ 
 
III. PERSONAL HISTORY 
 
To be completed by parent, guardian, or adult applicant.  Indicate required assistance or level of involvement. 
 
Approximate Mental Age Level ____________     Approximate Functional Age Level ____________     Height __________     Weight ___________ 
 
EATING:  No assist       ______  Partial assist  ______  Total assist       ______ 
 
DIET:   Normal       ______  Chopped food ______  Blended/Pureed ______ 
   Low Calorie ______  Low salt  ______  Low cholesterol ______ 
   Diabetic  ______  If diabetic, total number of calories ____________ 
   Low-fat  ______  Any other special diet _____________________________________________ 
 
   Does camper have any difficulty swallowing? ________________________________________________________ 
   List problem foods or any food allergies. ________________________________________________________ 
 
 
HEARING:  Normal ______      Hard of hearing ______           Partial loss ______      Total loss ______ 
 
SPEECH:  Normal ______  Mildly affected ______   Moderately affected ______ 
   Severely affected ______    Few words ______                   Nonverbal ______ 
 
COMMUNICATION: Is the camper able to understand & communicate his/her needs to others…Ex. Food, thirst, bathroom, medical 

assistance? Yes ____ No ____ 
Camper makes his/her needs known by…       Speaks ______             American Sign Language ______       
Gestures ______       Communication Board ______       Other, please specify _________________________________ 

 
VISION:   Normal ______  Partial loss ______     Legally blind ______ Total loss ______ 
 
MOBILITY:  Walks ______  Crutches ______  Cane ______  Walker ______ 
   Wheelchair (manual _____  electric _____ )  Other __________________________________________ 
   Can the camper independently use his/her wheelchair?  Yes _____  No  _____ 
   Does the camper currently have any skin breakdown or pressure sores? If so, please describe. _______________ 
   _______________________________________________________________________________________________ 
 
TRANSFERS:  No assist ______  Partial assist/Standby ______  Total assist ______ 
    
ADAPTIVE DEVICES: None ______  AFO’s or night braces _____  Prosthesis ______  Helmet ______ 
   Glasses ______  Contacts ______   Hearing Aid ______ Dentures ______ 
   Other __________________________________________________________________________________________ 
 
TOILETING:  Bladder Control: Normal/No assist ______ Occasional Incontinence/bed wetter ______  

Partial assist ______ Total assist ______  Needs reminder ______ 
 

Bowel Control: Normal/No assist ______ Partial assist ______ Total assist ______ 
 

Aids used: None ______ Needs reminder ______ Urinal ______ Bedpan ______ 
 Diapers ______ Toilet chair ______  Ostomy ______ 

    Other, please specify ______________________________________________________________ 
 

Catheterization: Self Cath/Independent ______        Dependent/Nurse ______                 Indwelling Catheter ______ 
    Condom Catheter ______  
    Catheter schedule _________________________________________________________________ 

 
WASHING/BATHING: No assist ______  Partial assist ______ Total assist ______  

Prefers: Shower ______       Tub Bath ______        Sponge Bath ______ 
 
DRESSING:  No assist ______  Partial assist ______ Total assist ______ 
 
SLEEPING:  Sleepwalks   Yes _____  No _____ Needs to be awakened or turned during the night   Yes _____  No _____ 
 
   Can camper sleep on an upper bunk?   Yes _____  No _____ 
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Last Name_________________________ First Name_________________ Middle Name_________________ Name Called_________________ 
 
IV. MEDICAL INFORMATION – EVERY BLANK MUST BE COMPLETED!! 
 
List all allergies (If NO allergies, please write “NONE”) __________________________________________________________________________ 
________________________________________________________________________________________________________________________ 
Please list any problems (medical, behavioral or otherwise) of which we should be aware: _______________________________________________ 
________________________________________________________________________________________________________________________ 
Has camper had any recent hospitalizations or illnesses? Yes __________ No __________ If yes, please explain ______________________ 
 
 
By signing this I agree to allow Camp ASCCA to administer any necessary over-the-counter medications and the below-prescribed medications to 
this camper.   Guardian Signature: __________________________________________________________________________ 
 
Physician’s Name: _________________________________________________         Phone #: (_______)_______________ 
Address: Street _____________________________ City_______________________ State __________ Zip ____________ 
 
MEDICATIONS:  Please list all medication, dosages, and times medication is to be taken. **ALL MEDICATIONS MUST BE SENT IN 
ORIGINAL PRESCRIPTION BOTTLES** OVER-THE-COUNTER MEDICATIONS MUST BE IN ORIGINAL BOTTLES** 
 
Name of medication   Dosage (mg)  # of pills ea. time Times to be taken (8a, 12n, 3p, 6p, 8p) 
________________________________ __________________ ___________ ________________________________________ 
 
_____________________________________ _____________________ _____________ _____________________________________________ 
 
_____________________________________ _____________________ _____________ _____________________________________________ 
 
_____________________________________ _____________________ _____________ _____________________________________________ 
 
List any further medications on a separate sheet please.  IF NO MEDICATIONS TAKEN, PLEASE WRITE “NONE”. 
** PLEASE NOTE: Camp nurses MUST be notified if the above medications change between the time application is submitted and the actual camp 
date.  A copy of the physician prescription along with detailed and complete written instructions MUST accompany camper upon arrival to camp. 
 
Camp ASCCA Staff provides routine health care to all campers, staff, volunteers, and visitors as necessary.  Registered nurses deliver routine 
prescription medications on the following schedule…8a, 12n, 3p, 6p, 8p.  Please call the Director of Health Services for any special considerations or 
concerns…800-843-2267 (in AL) or 256-825-9226. 
 
V. INSURANCE INFORMATION 
 
Insurance Coverage for accidents or illnesses while participating in programs at Camp ASCCA is the responsibility of the camper and/or 
their family. 
 
Please list your family health, accident, medical, or hospital insurance coverage. 
 
CARRIER ____________________________________________ POLICY OR GROUP NO. _________________________________________ 
MEDICARE NO. ______________________________________ MEDICAID NO. ________________________________________________ 
 
**Every effort will be made by telephone to immediately notify parent or guardian of a camper illness, injury, accident, or behavior problem; hence 
the importance of providing the camp staff with phone numbers of your whereabouts during the camp session or a responsible party in your absence. 
 
The Camp Director reserves the right to send the camper home if illness or other significant reason so dictates.  If above named camper must be sent 
home and I cannot be reached, the following person has consented and has permission to care for the camper: 
________________________________________________________________________________________________________________________ 
Name        (Area Code) Phone(s) 
________________________________________________________________________________________________________________________ 
Address      
________________________________________________________________________________________________________________________ 
City        State   Zip 
 
I hereby certify that all information given is true and complete.  NAME, ADDRESS & PHONE OF ADULT RESPONSIBLE: 
________________________________________________________________________________________________________________________ 
Name of Adult Guardian      (Area Code) Phone(s) 
________________________________________________________________________________________________________________________ 
Address 
________________________________________________________________________________________________________________________ 
City        State   Zip 
________________________________________________________________________________________________________________________ 
Signature of Adult Guardian         Date 
 
Application completed by: __________________________________________________________________________________________________ 



Last Name_________________________ First Name_________________ Middle Name_________________ Name Called_________________ 
 

Please Check Session You Wish to Attend in 2008 
  
Camp Seale Harris (diabetics only) 
• May 27-30 Camp Seale Harris Summer Family Camp 
• June 1-7 Camp Seale Harris Senior Camp 
• June 8-13 Camp Seale Harris Junior Camp 
 
Alabama Post Adoption Connection 

Please note that the traditional 
Dadeville Campus sessions are 

not available this year. 
 

If you have typically attended 
one of these sessions in the past, 
please sign up for Camp ASCCA 

session #2 or #6! 
 

We look forward to seeing you! 

• June 16-20 Camp APAC 
 
Muscular Dystrophy Association 
• June 22-27 Camp MDA 
 
Camp ASCCA 
 

June 29-July 4 Session #1 
 

_____ Child physically disabled (6-21 yr.) 
 

_____ Child mentally disabled (6-21 yr.) 
  

• Epilepsy Camp (6-18 yr.) 
 

July 6-11 Session #2, “Civitan Week” 
 

  _____ Adult mentally disabled (19+ yr.) 
 

July 13-18 Session #3    

  _____ “Teen Week” (physically disabled 15-22 yr.) 
 

  _____ Sports Camp (physically disabled 8-18 yr.) 
 

July 20-25 Session #4 
 

  _____ Child physically disabled (6-21 yr.) 
 

  _____ Child mentally disabled (6-21 yr.) 
 

  • Sickle Cell Camp 
 

  • “Camp Clot Not” Hemophilia Camp 
 

July 27-Aug. 1 Session #5 
 

  • Camp Mobile Rotary (Mobile-area residents) 
 

August 3-8 Session #6 
 

  _____ Adult mentally disabled (19+ yr). 
   

  _____ Adult physically disabled (19+ yr.) 
 

August 10-15 Session #7 
 

  _____ Adult physically disabled 19+ yr.) 
 

  • Alabama Head Injury Foundation Camp 
 
*Sessions in red are open to all age appropriate applicants.  Campers are eligible to attend one session per summer.  Exceptions may be made to allow attendance in 
a second session pending space availability or specially arranged group camps.  In fairness to all campers, no camper will be allowed to attend more than two sessions 
per summer.  
 

 
 

“Civitan Week” at Camp ASCCA 
Session 2, July 6-11, 2008 at Camp ASCCA is now being sponsored in part by the Central Alabama and Alabama-West Florida Civitan Districts!  
This fun-filled camp is for adults with mental disabilities.  Sign up now, it is sure to fill up fast! Reminder! This week is now held at the main 
campus! 
 

“Right Moves” Sports Camp 
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In its tenth year, the “Right Moves” Sports Camp is a fully accessible, inclusive camp for children with and without disabilities.  Leaders will focus 
on strengthening developmental assets of children through teamwork, education, and sports training.  The combination and diversity of children will 
promote empathy and allow achievement in dignity, equality, and independence. Campers will enjoy a wide variety of sports training which will 
include softball, water skiing (sit ski for children with disabilities), wheelchair basketball, tennis, golf, swimming, fishing, SCUBA, wellness 
training, and aerobic activity.  Campers with physical disabilities age 8-18 yrs. are eligible.  Good to excellent use of upper extremities required, no 
electric wheelchairs.   
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Last Name_________________________ First Name_________________ Middle Name_________________ Name Called_________________  
 
 
 
VI. FINANCIAL SECTION: MUST BE COMPLETED IN FULL FOR CONFIRMATION. 
 

 
CAMP FEES FOR CAMP ASCCA EFFECTIVE FOR SUMMER 2008 

 
 
 
Fee for One Week CAMP ASCCA Regular Fee   *Campership Rate (for individuals in need of      
        financial assistance; AL residents only) 

       
        $675 (includes $50 app. fee)  $475 (includes $50 app. fee) 
 
 
 

A non-refundable/non-transferable $50.00 application fee is required to process applications. 
Fee will be deducted from balance owed. 

 
WE RELY ON YOUR HONESTY TO PAY THE APPROPRIATE AMOUNT BASED 

ON YOUR FINANCIAL ABILITY.  
 
*CAMPERSHIP RATE: Upon request, limited financial support is available if your family cannot meet the 
Campership Rate. A limited number of full and partial camperships are available for ALABAMA RESIDENTS 
ONLY.  Your honesty in paying what you can toward the fee will enable this fund to help others in need. 
 
We encourage you to identify and obtain campership sponsors from your local community.  In the past, these sponsors have included individuals, 
churches, and civic or service organizations such as Rotary, Kiwanis, Pilots, Lions, Sertoma, Jaycees, BellSouth Pioneers, Pilot, VFW, Elks, Moose, 
Garden Clubs, BPW, Women’s Clubs, Civitan, Exchange Fraternities, Sororities, and others. For further suggestions, contact Camp ASCCA’s 
development office. 
 
Campership sponsors are encouraged to pay the full camp fee.  However, limited funds are available to supplement those contributing $475.00 or 
more for one week.  Easter Seal affiliates through support of United Way sponsor a limited number of campers fully or in part during all summer 
sessions.  These camperships are administered through Camp ASCCA. 
 
The regular camp fee for 2008 is $675.00 for one week.  This fee is based on the actual cost of operating the summer camp program.  If you 
are eligible for a discounted fee or requesting a full or partial campership, please indicate below. 
 
 

THIS SECTION MUST BE COMPLETED.  A NON-REFUNDABLE/NON-TRANSFERABLE $50.00 
APPLICATION FEE MUST BE ENCLOSED IN ORDER FOR YOUR APPLICATION 

TO BE PROCESSED. 
 
Amount enclosed: $ _________________________ 
 
Amount to be paid on/before check-in day: $ _________________________ 
 
Are you in need of additional financial support?    _____ yes   _____ no                  If so, how much are you able to pay?  $ _____________________ 
 
 
Sponsor responsible for payment (if other than guardian): 
 
 
Name of Campership Sponsor      Group Name 
 
Street or PO Box Number 
 
City      State  Zip  (Area Code) Telephone(s) 
 
Does Camp ASCCA need to send the above sponsor a billing?  Yes _____     No _____ 
 
 
No camper will be discriminated against because of race, age, sex, color, national origin, religion, or disability! 



 
 
 
 
 
 
 
 
 
 
 
 
 
 

EASTER SEALS CAMP ASCCA 
MEDICAL CARE AND PUBLICITY CONSENT 

WAIVER FORM 
 
 
 
VII. MEDICAL RELEASE: MUST BE COMPLETED IN FULL AND RETURNED WITH APPLICATION 
 
 
CAMPER NAME _______________________________________________________ SESSION ________________________________________ 
 
I hereby grant permission to the Camp Physician or his/her authorized representatives to furnish or arrange for the furnishing of such hospital and/or 
medical care as __________________________________might require during such time as he/she is a resident of Camp ASCCA. 

(camper name) 
 
This medical care shall include, but not be limited to, examinations, treatments, immunizations, injections, anesthesia, surgery, and other procedures, 
etc. 
 
This permission is conditioned upon the understanding that in an event of serious illness or accident, or in the event of a need for hospital services 
and/or major surgery, said person will use all reasonable efforts to contact the undersigned.  Failure in such efforts, however, shall not prevent the 
provision of emergency treatment necessary for the best interest of the life and health of the said. 
 
This form may be photocopied. Camp ASCCA has permission to obtain a copy of the above camper’s health record from the providers treating 
him/her. I understand that information about his/her health will be shared on a “need to know basis” with other medical providers/Camp ASCCA 
staff. 
 
For and in consideration of said covenants, the camper and the undersigned hereby release, acquit, and covenant to hold harmless the said Camp 
Physician and all other persons, firms, and corporations from all claims, damages, and causes of action of whatever nature which may accrue to the 
said camper or the undersigned, their heirs, executors, administrators and legal representatives and assigns, arising out of any of the above 
procedures. 
 
________________________________________________________________________________________________________________________ 
Signed (Parent or guardian)   Print Name      Date 
 
________________________________________________________________________________________________________________________ 
Witness      Print Name      Date 
 
Permission is also granted for said camper to be photographed and/or videotaped, with such pictures, video recordings and names to be used in public 
relations and fund-raising efforts (including websites) to promote programs of Camp ASCCA and Easter Seals Alabama. 
 
________________________________________________________________________________________________________________________ 
Signed (Parent or guardian)   Print Name      Date 
 
________________________________________________________________________________________________________________________ 
Witness      Print Name      Date 
 
 
VIII. PERSONAL INTERESTS (OPTIONAL) 
 
In an effort to better meet the needs of our campers in the future, please list favorite personal leisure and recreation activities and hobbies: 
 
________________________________________________________________________________________________________________________ 
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