
 

Camper name __________________________________________   

 Please Note!  

All children and youth attending overnight camps must also turn in health forms signed by their doctor or clinic.  

Download these forms from the LSS/NCA website.  They are good for 12 months. 

 ___ Health History and Physical (3 pages)—completed by health care practitioner—     

  *Use student’s current copy of DC “Universal Health Certificate” or use  attached (pages 1-2) 

 *Health Certificate must be dated within 1 year of camp session 

 *Medications Orders (page 3) must be completed by health care practitioner 

 ___ Behavioral Health (1 page)—completed by social worker or psychiatrist 

 

Health Information Privacy Statement: 

The health information disclosed on this application is maintained in private client files under the supervision of the 

Nursing Coordinator, and disclosed only to authorized camp staff.  Disclosure to other health providers is author-

ized through this application by the camper’s parent/guardian and is limited to cases of emergency medical 

treatment while the camper is in the care of the camp/retreat program.    

 

LSS/NCA will not disclose health information to any other agency for any other reason without additional 

written release by the applicant’s parent or guardian. 

Lutheran Social Services / NCA 

Teen Haven Retreats 

4406 Georgia Ave., NW 

Washington, D.C. 20011 

More info:  contact :... 

Phone: 202-723-3000 ext. 261  

E-mail: youthhaven@lssnca.org 

FAX: 202-723-3303 Attn: Youth Haven 

Camper Enrollment  2013-2014 

INFORMATION 
Youth Haven Camps and Retreats Eligible Applicants: 

__ Camper or direct family member positive for HIV/AIDS* 

 *status must be disclosed to camper 

__ Ages 7 (grade 2) through 21 (high school-community college student) 

__ Resident of Washington, DC, Maryland or Northern Virginia 

 

There is NO income requirement or fee charged to campers. 

Campers selected according to space available and suitability for program. 



Camper Annual Enrollment 2013-14 

Please print carefully.  Do not leave any blanks.  

Submit to:   YOUTH HAVEN 

  Lutheran Social Services/NCA  Email:  YouthHaven@Lssnca.org 

  4406 Georgia Ave, NW 

  Washington, DC  20011   FAX:  202-723-3303 

  

Date: ______________ 

 

Name: ______________________________________________________________________ 
 

Date of Birth:  _______________    Age: ______    Gender :   M  /  F      School Grade: ______ 

Street: _____________________________________________________Apt _____________ 

City: _______________________________  State: ________    Zip Code: ________________ 

 

Parent/Guardian Name: ________________________________________________________  

Relationship to camper:  ________________________________________________________ 

Phone 1:  (_____)________________________     Phone 2:  (______)____________________ 

Email address:  ____________________________________@__________________________ 

School name: __________________________________  School district: __________________ 
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Camper name ___________________________________ 
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CAMPER BACKGROUND INFORMATION 

Is the camper new to Youth Haven programs? ____ Yes ____ No 

Who in the family is positive for HIV? 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Is the camper aware?   ____ Yes ____ No 

When was disclosed to the camper?  ____________________________________________________ 

 

Briefly describe the camper’s living situation and social history.  Please include guardianship, 

deaths and serious illness in the family, behavior patterns, favorite things, helpful suggestions for work-

ing with the camper. 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

Please list any camps the applicant has attended in the past two years: 

__________________________________________________________________________________ 

 

Describe any physical, mental, or emotional limitations the camper may have, and special needs or fa-

cilities required to accommodate these (i.e. walker, wheelchair, asthma).  

Any activities the child should NOT do (i.e.  swimming, physical activity)?   ____ Yes ____ No 

__________________________________________________________________________________

__________________________________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 



 

Camper name __________________________________________   

 

 

Please write any allergies you believe your child has  (FOOD, BEE STINGS, MEDICATIONS, GRASSES, TREES, etc.)  

as well as any food restrictions (ie. vegetarian, Kosher) 

1______________________________________________________________________________________________ 

2______________________________________________________________________________________________ 

3______________________________________________________________________________________________ 

4______________________________________________________________________________________________ 

5 _____________________________________________________________________________________________ 

Does your child have an “EpiPen” for severe allergic reactions? ___YES   ___NO   

Does your child have a rescue inhaler for asthma attacks?  ___YES   ___NO  

 

 

 

Please CHECK any medications listed below that you WILL ALLOW your child to be given by the nursing staff: 

_____ IBUPROFEN      _____ TYLENOL      _____ NON-NARCOTIC COUGH SYRUP    _____ BENADRYL        

_____ SUNBLOCK      _____ OTHERS (list)  ____________________________________________________________ 

 

Does camper prefer a special drink with their medications? _________________________________________________ 

 

 

SIGNED  X____________________________________________________    DATE ________________ 

   Signature of Parent or Guardian 

 

 

 

 

HOW CAN CAMP STAFF SUPPORT YOUR CHILD? 
 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

ALLERGIES / FOOD RESTRICTIONS 

PERMISSION TO RECEIVE OVER-THE COUNTER MEDICINES 

ADDITIONAL GENERAL COMMENTS 
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Camper name __________________________________________   

 

Parent / Guardian Name _________________________________________________________________ 

Home Phone ____________________________    Work / Cell Phone(s) ______________________________________   

 

If Parent / Guardian is not available please call: _______________________________________________ 

Phone(s) _______________________________________________________ Relationship ____________________ 

Is this person aware of your family’s HIV status?  _____YES    _____NO                            

 

Primary Physician Name ________________________________________________________________ 

Phone(s) __________________________________  Pager/Answering Service  _______________________________ 

 

Secondary Physician Name _____________________________________________________________  

Phone(s) __________________________________  Pager/Answering Service  _______________________________ 

 

Social Worker / Therapist Name _________________________________________________________  

Phone(s) __________________________________  Pager/Answering Service  _______________________________ 

 

Prescribing Physician/Psychiatrist Name __________________________________________________ 

Phone(s) __________________________________  Pager/Answering Service  _______________________________ 

 

Insurance Co.______________________________________________   Policy # _____________________________ 

Insurance Co. Phone ___________________________________   Group Number _____________________________ 

 

 

 

I, _______________________________________ do hereby authorize and permit Lutheran Social Services of the National  
                      Parent or Guardian Name 

Capital Area (LSS/NCA) to bring my child  ____________________________________to the hospital or emergency room or clinic  
      Camper Name 

for evaluation and or treatment. I understand that, if possible, my child’s primary physician will be contacted so that he/she may 
participate in this treatment in the event of an emergency. In the event that my child’s primary physician is not available, I hereby 
authorize the physicians and staff on duty at the hospital or clinic to treat my child in the event of such an emergency (illness, acci-
dent or other injury). I realize that all costs incurred as a result of this treatment may be billed directly to me if proper payment infor-
mation is not included above. I understand that LSS/NCA will not be liable for any costs related to emergency treatment of my child. 
By my signature below, I release LSS/NCA, its entire staff, volunteers, nurses, and support personnel, as well as the medical and 
administrative staff of the treating hospital or medical facility, local EMTs ambulatory services, clinical staff and nurses, funders, 
from any and all liability resulting from action caused by such an emergency. 
 
 
SIGNED ____________________________________________________    DATE ________________ 

   Signature of Parent or Guardian 

EMERGENCY CONTACT INFORMATION 

Emergency Medical Treatment Authorization 
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Camper name __________________________________________   

 

 

I ________________________________ release Youth Haven Camps & Retreats, Lutheran Social Services/NCA, its directors, 
medical, volunteer and staff persons and all funders from any and all liability resulting from my (child’s) involvement in programs 
created by Youth Haven. I understand clearly that participants will be with persons who are infected with HIV. I know that in order to 
be considered for inclusion, all forms must be filled out completely, clearly, and honestly. I understand that every effort will be made 
to maintain a safe and healthy environment for all those involved in camp activities. It is with this understanding that I release all 
staff and subsidiary and support staff (including nurses, doctors, hospital workers, administrators, drivers, cooks, counselors, fund-
raisers, board members and directors) from any implied or direct liability. I understand that if I/my child requires medical attention, 
every reasonable effort will be made to contact me or my agents as listed above regarding such treatment. But in case I am un-
reachable and treatment is necessary, I provide on additional pages attached here, full medical information including insurance 

information, as well as a separate release for emergency medical treatment. 

 

 
SIGNED ______________________________________________________________    DATE ____________________ 

   Signature of Parent or Guardian 
 

OR 

 
SIGNED ______________________________________________________________    DATE ____________________ 
   Signature of Camper if age 18 or older 

 

 

 
 

Lutheran Social Services takes photos and interviews campers for purposes of promoting and publicizing the camp to financial do-
nors.  LSS/NCA policy is to review any photos taken for this purpose to assure the privacy of those who do not wish to be photo-
graphed.  Occasionally, the camp is contacted by media organizations about its program.  It is the policy of Youth Haven and LSS/
NCA to carefully screen and monitor any access that newspapers or television outlets might have to the program and its clients. 
LSS/NCA will not allow any camper to be photographed or interviewed by the press while at camp without  
a separate written consent by the parent/guardian.  

 

SIGN ONE STATEMENT ONLY 
 
 
 
 
 
 
 
 
 
 
 
 

      

  _______________________________________                                     ________________________________________ 

                Parent  / Guardian / Self Signature            Parent / Guardian / Self Signature 

                _______________________                               _______________________ 

   Date                                      Date 

 

I give permission for me/my child  

____________________________ 

Camper Name 
to be photographed, interviewed or filmed 

while at Teen Haven. My signature below will 

allow LSS/NCA to include my child’s image in 

print, on film, or on its Web site. 

I DO NOT give permission for  me/my child  

____________________________ 

Camper Name  

to be photographed, interviewed or filmed while 

at Teen Haven, except by other campers or coun-

selors for personal use only. I do not allow photo 

images to be shared by LSS/NCA in any public 

way. 

LIABILITY RELEASE 

PHOTOGRAPHY/PUBLIC RELEASE 
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Camper name __________________________________________   

Camper Enrollment   optional 

 
*For statistical purposes only, voluntary 

 
Camper Race/ethnicity:  ______________________________ 
 
Persons in household: (number  and Relationships)  
(example  #   7     Grandmother, Mom, Dad, 2 foster  sisters, brother, Aunt) 
 
  #    _______                 ____________________________________________________________________________ 
 
Head of household type:  ___Biological parent(s)   ___Grandparent/kin care   ___Foster parent   ___Emancipated youth 
 
Housing Status:       __Own House        ____Rent  House or Apartment        ___ Living with Relatives  
 
                                       ___Living with Non -Relatives         ____Homeless         
        
Type of  Dwelling:      ___House      ____Apt.       _____  Group Facility      ____  Shelter      _____Other 
   
Housing Category:    ____ Rent    ____Public Housing      ____Section 8       ___TAP   _____ Own( (Conventional)     
 
                                         ____Own (Subsidized)   _____Condo/ Co-op    ___None of the above 
 
 

CAMPER DEMOGRAPHIC INFORMATION* 



 

Camper name __________________________________________    



 

Camper name __________________________________________   For Washington, DC residents ONLY 


