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Channel 3 Kids Camp
73 Times Farm Road
Andover, CT 06232
www.channel3kidscamp.org
info@channel3kidscamp.org
(860) 742-2267
Camper Name: Gender: M F
First Name Last Name please circle one

Date of Birth: / / Age: Retugrcamper from last year? yes no
Parent/Guardiarkrst Name: Last Name:
Address:
City: , CTZip Code: email:

Home Phone:seo or 203 Work Phone:sso or 203 Cell Phone:sso or 203

Transportation
Free optional bus transportation is provided to &nmam camp from
specific locations within the cities listed beloWwime and location
will be sent to you once your registration is camid.
Please note that the Bridgeport and New Haven u®i available
every session.
Please check one of the following:

Child will take the following bus to and from camp:
Bus Location Sessions available

Please mark your
first and second choice
of camp sessions

You will receive confirmation of enrollnten
Session 1 Mon. June 23-
Sat. July 52 week program)

Bridgeport 1&4
Session 2 Mon. July 7-
Sat. July 192 week program) New Haven 1&4 ]
Manchester/E. Hartford all sessions
-Session-3Mon—July21 - FILLED Hartford all sessions
Sat-Juhl6-(1weekprogram) New Britain all sessions
Session 4 Mon. July 28- Willimantic all sessions
Sat. August 21 week program) Waterbury all sessions
Windsor/Enfield/Bloomfield all sess®

Session 5 Mon. August 4 -

Sat. August 91 week program) I will transport my child to and from camp

Please notify camp office of any changes in trartsgion

Session 6 Mon. August 11 -
preference.

Sat. August 161 week program)

Our office is open from 8:30am to 5:00pm Monday to Friday to help answer your questions.
Messages can be left at any time on our voicemail: 860-742-CAMP (2267)
or by email: info@channel3kidscamp.org

***Please Note: Cancellations and Refunds: Channe Kids Camp will refund 50% of camper’s fee if
we are provided written notice of cancellation ateéast 4 weeks in advance of the start of the campeérs
session. Refunds will not be given at any othemtie. ***

***A copy of your most recent tax return is required for verification of fee,

lease include it with your completed application.**
.*-k




2008 Racial/Ethnic Identity
Income Eligibility Application

. . . . Ethnicity: [ 1Hispanic or Latino [ ] Not Hispanic or Latino
Non School Child Nutrition Application Race: [ ]White [ ]Black or Africakmerican [ ]Asian
(Documentation on all statements is required,xe¢turns, multiple pay stubs, etc.) [ ]American Indian or Alaskan Native [ Nptive Hawaiian or
Other Pacific Islander
Child's Name: First Last You are not required to answer this question. Hawethis information
Irs i as will help insure that everyone is treated fairly.
Age: Date of Birth: / /
Section A. Is this a foster child? YES NO

IF YES YOUR CAMP FEE IS $50 PER WEEK:
Please verifichild’'s personal use income amourts énter OifincomeisQ _  weekly _  monthly _  yearly other
For help, see Information Page Section CZXadrcamp — 860-742-2267.
Please sign & date form at bottom You must provide your name & Soc. Sec. # FINO: Please complet8ection B

Section B. Is this child currently receiving:TANF, Food Stamps or Reduced Lunch at School?AVerification must be provided:
Photocopy of TANF or FS form, or officially signedtice on school letterhead of Reduced Lunch): YES NO

IF YES YOUR CAMP FEE IS $50 PER WEEK:
If TANF, please write in your 18 digiRANF #:
If Food Stampsplease write in your 9 digiS #:
If Reduced Lunclpleaseattach a copy of your completed form from schoalo this application.
If you do not have a copy of this form, you mesinplete Section C(below).
Please sign & date form at bottom You must provide your name & Soc. Sec. #

IF NO: Please completBection Cin order to determine reduced fee eligibility. r Fustructions on how to complete this section,

please see Information Page Section C1

SECTION C:
Names of ALL Earnings from work Welfare, Payments from Earnings from Job 2 or
household members — (Before Deductions) Child Support, Alimony Pension, Retirements, any other income
including camper Social Security
Amount/week, month, yeal Amount/week, month, year | Amount/week, month, yeann Amount/week, month, year|
1. $ / $ / $ / $ /
2. $ / $ / $ / $ /
3. $ / $ / $ / $ /
4. $ / $ / $ / $ /
5. $ / $ / $ / $ /
6. $ / $ / $ / $ /
7. $ / $ / $ / $ /
8. $ / $ / $ / $ /

Instructions for completing this section appeartbe Information Page, Section C1. After completipgase sign Section below and then go to Section C3 on the
Information Page to determine the amount of youngéee.

Section 1. An adult household member must sign arthte this application before it can be approved.

Penalties for misrepresentation: | certify thhbéthe above information is true and correct &émat the food stamp or TFA number is correct ot #iidncome is reported. | understand that thisrmation is being given for the receipt

of Federal funds; that institution officials mayrifethe information on the application and theiloledate misrepresentation of the information mayjestt me to prosecution under applicable StateFateral laws. (If you do not have a
SS#, write NONE)

Signature of Adult: Social Security # - -

Printed Name of Adult: Date Signed:

The National School Lunch Act in Section 9 requireguesting a social security number. Unless d &tamp or TFA case number is provided for youtdclthe application cannot be approved withoutesittihe social security number of the household neemslyning the
application or an indication that he or she doeshawe a social securityumber. The social security number provided mayss to identify the person in checking the cdmess of the information provided on the appligatioThis may occur during reviews, audits, or
investigations of the Program, and may involve aotihg employers to determine income. It also maglve contacting the food stamp or TFA officedetermine if your household is receiving benefitsmay be necessary to check with the State empgay security office to
determine the amount of benefits your househotddsiving. Other income information provided byiyonay be checked. If the information you providthcorrect, your household may lose benefits ancaims or legal action may be taken against ymursehold.
CONFIDENTIALITY: The information you provide wilbe treated confidentially and will be used onlyédtigibility determinations.

REAPPLICATION: If you are not eligible now but veaa decrease in household income, an increaseusehold size, or become unemployed, fill out gplietion at that time.

NONDESCRIMINATION: In the operation of child feled) programs, no child will be discriminated agaihecause of race, sex, color, national origin, agkgion, or disability. If you believe you habeen discriminated against, write immediatelyhte Secretary of
Agriculture, Washington, DC 20250.

REPORTING CHANGES: If you list income informatioygu must tell the camp when your household incomeeases by $50 or more per month ($600 per ygashen your household size decreases. If yoalfsbd stamp or TFA number, you must tell the cavhpn you
no longer receive these benefits for your child.

FOSTER CHILDREN: In certain cases, foster childaea eligible for these benefits. If a househald & child living with them who is a legabrdof the State of Connecticut, that child is consedea family of one, and monthly income from that&must be listed.

Privacy Act Statement Section 9 of the National School Lunch Act regsithat unless the participant’s food stamp or TiE#ber is provided, or you are applying for adoshild, you must include the social security nemaf the household member signing the application
or an indication that the household member sigtfiregapplication does not possess a social sequrityper. Provision of a social security numberdsmandatory, but if a social security number isprovided or an indication is not made that thelelklousehold member
signing the application does not have one, theiegtfin cannot be approved. The social securitylver may be used to identify the household membeairying out efforts to verify the correctnessndbrmation stated on the application. Thesefigation efforts may be
carried out through program reviews, audits, avestigations and may include contacting employerdetermine income, contacting a food stamp or ffise to determine current certification for rquedf food stamps or TFA benefits, contacting thet&employment
security office to determine the amount of benefitived and checking the documentation produgetebhousehold member to prove the amount of ircreneived. These efforts may result in a los®duction of benefits, administrative claims, agdeactions if incorrect
information is reported. The social security numbey also be disclosed to programs as authorindénthe National School Lunch Act and the Childrition Act, the Comptroller General of the UnitBtates, and law enforcement officials for the psepof investigating
violations of certain Federal, State and local etion, health and nutrition programs.

The U.S. Department of Agriculture (USDA) prohibitiscrimination in all its programs and activit@s the basis of race, color, national origin, genege, or disability. Persons with disabilitiesorrequire alternate means for communication ofm information (Braille,
large print, audiotape, etc.) should contact USDPARGET Center at (202) 720-2600 (voice and TDDp file a complaint of discrimination, write USDAMirector, Office of Civil Rights, Room 326-W, Wheft Building, 1400 Independence Avenue, SW, Wasbimgd.C.
20250-9410 or call (202) 720-5964 (voice and TDDBSDA is an equal opportunity provider and employer



Information Page
Section C1

Summer Food Service
Program For Children

The Channel 3 Kids Camp is planning to seek assistéor nutritious

meals served under the Summer Food Service PrdgraGhildren. This
program is funded by the U.S. Department of Agtime and is administered
by the CT State Department of Education.

Our program may receive reimbursement for mealgeskto children meeting
the eligibility criteria for free or reduced prisehool meals. We must document
the eligibility of those children by obtaining fdgnsize and income data.
Households with income equal to or less than théalines below are eligible
for free meals.

Please be sure that you fill out the income seat@mnpletely. This information
will be maintained in strict confidence.

(To determine if you must fill out Section C,
Completing Income Section C. answer questions A & B on the Income Ellgibi
1. Write the names afveryoneliving in your household. Application)
2. Write theamount of income(the amount before taxes or any other
figure is deducted)
3. Indicatehow often that amount of income is receivedi.e. weekly,
monthly, etc.)

4. Indicate where the payment comes from (i.enings, welfare, alimony, child
support, etc.) See "Incomes to Report" to thetfighincomes that need to be included.

5. Once you have completely filled out the incarhart,
make sure that you fill in Section 1 at the bwttwith
your  signature, date, and social security number

Section C2—Foster Child's Personal Use Income

please enter zero if income amount is zero.
Only funds from the welfare agency identified byecgry for
personal use of child (clothing, school fees, efands from child'g

Incomes to Report

Earnings from Employment
Wages/Salaries/Tips

Worker's Compensation

Strike Benefits

Unemployment Compensation

Net income from self-owned business or
farm

Pensions/Retirement/Social Security
Pensions

Supplemental Security Income
Retirement Income

Veteran's Payments

Social Security

Welfare/Child Support/Alimony

Public Assistance Payments

Welfare Payments

Alimony/Child Support Payments
Military Households

All cash income, including military
housing/uniform allowances. Do not
include "in kind" benefits not paid in cash
(base housing, clothing, food, medical care,
etc.).

Other Income

Disability Benefits

Cash Withdrawn from Savings
Interest/Dividends

Income from Estates/Trusts/Investments
Regular Contributions from Persons Not
Living in the Household

Net Royalties/Annuities/Rental Income
Any Other Income

Summer Food

family for personal use, and earnings from othanthccasional o Service
part time employment need to be included. Doaweint fees for R
shelter, care, etc. E|Ig|b|||ty Chart
Gross Income Guidelines
If the income level for your household size is s For Relduced Pr:;?e Meals o Week
less thanthe guideline amount listed, your camp feg=>=%7> Size ﬁg”8”8a9 Mi”;% B"We‘;z;’ Wee36\4’,r
is $50 per week. Record of most recent tax regurn 2 25,327 2,111 975 488
required as verification for fee. 3 31,765 2,648 1222 611
4 38,203 3,184 1,470 735
: o 5 44,641 3,721 1,717 985
If the income Ie\{el for your hpusehold size is A 51.079 4957 1.065 983
abovethe guideline amount listed, please go 7 57,517 4,794 2,213 1,107
to Page 4 to determine yoeamp fee: 8 63,955 5,330 2,460 1,230
Each Additional
Family Member  +6,438 +537 +248 +124




If the income level for your household size excetbgsamount listed on the summer food service cliatt must use the chart below.

Camper Fee Chart for Campers Not Qualifying for Sunmer Food Service Program

Annual Income Level Camp Fee
Less than $20,000 per household member $7tveek
$20,000-$25,000 per household member $150vpek
$30,001-$35,000 per household member $22%pek
$40,001-$45,000 per household member $30vpek
$45,001-$50,000 per household member $37%vpek
$50,001-$55,000 per household member $45vpek
$55,001-$60,000 per household member $525pek
$60,001-65,000 per household member $600 pekw
65,001 or more per household member $675 pekw
Examples:

5 person household with an income of $92,000 hasame of $18,400 per household member. Camis$é5 per week.
8 person household with an income of $184,000 hasame of $23,000 per household member. Camis®&50 per week.

3 person household with an income of $205,000 hasa@me of $68,333 per household member. Camis$&75 per week.

**Record of most recent tax return is required Verification of fee.**

Our office is open from 8:30am to 5:00pm Monday to Friday to help answer your questions.
Messages can be left at any time on our voicemail: 860-742-CAMP(2267)
or by email: info@channel3kidscamp.org

Cancellations and Refunds: Channel 3 Kids Camireifiind 50% of camper’s fee if provided writtertioe of cancellation at least 4 weeks
in advance of the start of the campers’ sessicgfurRls will not be provided for any other reason.



Field Trip Permission and Waiver Form

Camper name Camper name
K
#
parent/guardian name parent/guardian signature date
Parental Media Release
P $%8&'()* !
+ , %
$%&'()* ! -
) %
parent/guardian name parent/guardian signature date
Parental Release
(
Parent/Guardian Signature: Date:

Camper Agreement

+ +

Camper Signature: Date:




2008
Health Form
Parent/Gliardian Sectior

Name:

Birthdate: Age:  Gender M/ F Parent/ Guardian Name:
Street Address: Home Phone: 860 or 203
City . @p Work Phone: 860 or 203

Cell Phone: 860 or 203

EMERGENCY CONTACTS (Other than Yourself)

1) Name: Ndhe:
Relationship: Relationship:
Home Phone 860 or 203 Home Phone: 860 or 203
Work Phone: 860 or 203 Work Phone: 860 or 203
Cell Phone: 860 or 203 Cell Phone: 860 or 203

INSURANCE COVERAGE: Attach copy of medical insurance card ~ No Insurancé_|
Company: ID#

Subscriber’s Name: Group # Medicaid #

HEALTH HISTORY
ALLERGIES TO MEDICATIONS: None[_] / List all:
FOOD ALLERGIES: Nong ]/ List all:

[ ]Measles [ JAsthma [ JRheumatic Fever [ |Bed Wetter

[ ]German Measles [ ]Diabetes []Ear Infections [ linsect Sting Allergy

[ IMumps [ |Heart Condition [ _|Seasonal Allergies [ ]Convulsions/Seizures
[ ]Chicken Pox [ JADD/ADHD [ |Behavior Problems [ |Learning Disability

Operations or serious injuries (give dates):
Chronic or recurring ilinesses:
Other diseases/conditions, or details of above:

Does the camper see a behavior management dosyohiatrist, psychologist or therapist? YE$ NO[ ]
If yes, please give nhame and phone numher

Parent/Guardian Authorization:
| affirm that this health history is correct anéttmy child has permission to engage in all cantjvities, excep
as noted by me or the physician. | hereby giveseonto the release of medical information abuow child to the
camp staff as necessary.give the camp permission to provide routine Hezdte and seek emergency med
treatment when necessary

Parent/Guardian Signature: Date:




PARENTAL AUTHORIZATION FOR ADMINISTRATION OF MEDICA _ TION
THIS FORM MUST BE COMPLETED BEFORE YOUR CHILD MAY RTEND CAMP.

| give my permission for my child, to be administered

Print child’s name
the medication(s) listed on the order written byaathorized prescriber (such as my child’s pedigtn) by trained Camp
personnel. Medications will be dispensed by traioaap personnel. | also agree that my child mdyaglhinister such
medication(s) if the authorized prescriber hasglicated on the written order.

| understand that my child can not be admittecheo@amp without a current written order from arhatized prescriber. | further
that | must supply the Camp with nohild’s medication(s), both prescription and oviee tounter, in the original container a
labeled.

| hereby give authority to the Camp and its staffbtain necessary emergency medical treatmemiyarhild with the

understanding that | will be notified as soon asgitde. My signature authorizes:

1. The Camp director or his/her designee to use higlidgment in arranging for my child's medical are¥gency medical
treatment in the event that | can not be reachédrther agree that the Camp physician or the Caorge under the Camp
physician’s standing orders may administer medicadis necessary to my chiltlgive the camp permission to provide
routine healthcare and seek emergency medicalrireat when necessary

2. lunderstand the Camp physician or Camp nurse ragenpresent or available during the administratibmedication
and that a non-licensed person may administer ragdicto my child. | hold harmless Channel 3 K&smp and its
directors, officers, employees, and agents fromagadnst all claims arising out of the implememtatdf the Camp’s
Medication Administration Policy and the adminisiva of medication to my child.

Name of Parent/ Legal Guardian:
Address:

Telephone #:

Alternate Telephone #:
Relationship to Child:

Signature: Date:
Parent/ Legal Guardian

NOTE: All of the medications indicated on the writterder, including both prescription
and non-prescription drugs, must be provided tamp in order to be administered to
your child. All medication must be in its originadntainer, labeled with your child’s name|,
name of the medication, directions for the medards administration, and date of the
prescription or written order. The order and badtleel must match exactly for child to
attend camp.




PHYSICIAN'S FORM

THIS FORM MUST BE COMPLETED IN ITS ENTIRETY BEFOREHE CHILD MAY ATTEND CAMP

Name Of Child: te D&Birth: / /
Address:

Parent/Legal Guardian Relationship to child:

Address (if different from child)

Home Phone #: Cell Phone #: Work Phone #:

This section must be filled out by a physician, PAgr APRN. A school physical form may baised.

IMMUNIZATION HISTORY : Include all dates of basic immunizations and mesént boosters.
(A vaccination history record may be attached,rbust include all information)

DPT 7 21 3¢ Tetanus Booster
ORAL POLIO BT 2 39 Booster

HEP B £ 2 3¢ Booster

MEASLES VACCINE /MMR (Live) T 2 Booster PPD Date (Optional)
Other: Date Other Date Other

PHYSICAL EXAMINA TION

Satisfactory Not Satisfactory Not Examinedetddls

HEENT ] ]
Mental Health [ ] ] ]
Heart ] ] ]
Lungs L] L] L]
Abdomen ] ] ]
Genitourinary [ ] ] ]
Extremities ] ] ]
Posture / Spine [] ] ]
Metabolic ] ] ]

Additional Health Information:

Applicant is under the care of physician for thikof@ing conditions:

Regularly Taken Medications:

General Appraisal of Patient:

Restrictions for camp: Norle] ~ Other:

| have examined the person herein described anewed the health history. It is my opinion thastbhild is physically able to participate
in camp activities except as noted above. | attegtthis child has had a physical within the agears.

Dr./PA/APRN Name: Last Exam Date:
/ /
AddreSS: Miist he within 2 vears of camr
Phone: Fax:
Practitioner Signature: Licensmidér :




AUTHORIZATION FOR THE ADMINISTRATION OF MEDICATION

THIS FORM MUST BE COMPLETED IN BY A PHYSICIAN, PHYIEIAN ASSISTANT, OR APRN BEFORE YOUR
CHILD MAY ATTEND CAMP.

Name Of Child: Date Of Birth: / /
Parent/Legal Guardian Relationship to Child:
Home Phone #: Cell Phone #: Work Phone #:
KNOWN ALLERGIES:
Prescribed Dose Frequency Route Indication/| Controlled Side Effects Plan for Side Effects
Medication Condition Y/N

Over-the-Counter Medications -- Permission for the following over the counter matimns to be administered to applicant if the maiihn is brought to
camp with the appropriate labeling. Please naié ttie name brand or its generic equivalent maydeel. _Dosages will be administered accordingéo th
directions on the original container unless yowsitian directs otherwisePlease cross out any medications thatre not to be administered/f preferred,

alternate over-the-counter medications may be witht the child. All medications must be sent ire triginal containers with the dosage instructions
provided and a signed order from a prescriber.

Condition Treated
Burns
Chapped/Dry Lips
Colds

Cough

Diarrhea

Dry Eyes
Emergency Allergy
Eye Wash
Headache

Heat Rash

Insect bite

Poison Ivy

Rash

Seasonal allergies
Skin Break

Sore throat
Swimmer’s Ear
Toothache

Upset Stomach
Other

Medication Used

Burn Gel, Burn Cream

Chapstick, Vaseline
Sudafed
Guaifenesin syrup (e.g. Robitussin), caligips
Imodium, Kaopectate
moisturizing eye drops, saline solution
Epipen, Benadryl

Saline Solution, Eye Wash

Tylenol, Ibuprofen

medicated powder, cooling spray
Medicaine, Afterbite, Afterbite Jr.
caladryl, calagel, calamine lotion
hydrocortisone cream, benadryl cream

Sudafed, Benadryl
bacitracin, triple antibiotic cream/niient, povidone, antiseptic, isopropyl alcohol, togen peroxide
throat lozenges

Swim Ear drops

orasol, oragel, anbesol

Mylanta, Maalox, bismuth
Bug Repellent, Sunscreen

CAMP STANDARD MEDICATION TIMES ARE 8AM, 12PM, 3PM, 6PM, and 9PM.

OTHER TIMES ARE AVAILABLE IF NECESSARY. *Orders ar e effective 6/16/08 through 8/20/08*

PRESCRIBER MUST SIGN BELOW

Prescriber Signature:
Prescriber Address:
Prescriber Phone #:

Date:

Prescriber Fax #:




INFORMATION ON COMPLETING THE HEALTH FORM

CHANNEL 3 KIDS CAMP’S GOAL IS TO PROVIDE A SAFE, SEURE EXPERIENCE FOR YOUR CHILD. IN ORDER TO DO T8I
AND TO MEET STATE OF CONNECTICUT GUIDELINES, YOMUST COMPLETE AND RETURN THE PARENT/GUARDIAN
FORM. EVEN IF YOUR CHILD’S LAST PHYSICAL IS STILLVALID, THE MEDICATION PAGE MUST BE FILLED IN. THE B.UE
FORM MUST BE COMPLETED BY A PHYSICIAN, P.A., OR A.R.N. AND THE WHITE FORM IS FOR THE PARENT/GUARDIAN
TO FILL OUT.

Page 1: 2008 Health Form
Name, address, and phone numbers are mandat@gseRbrovide a cell phone number if possible. Bh®w we will reach
you in an emergency. An alternate phone nurdifégrent than your own must be provided. This may be the only way to
reach you in an emergency.

Health History: This must be completed to givehesinformation necessary for the camper’s care.
The parent/guardian signature is necessary to albt® seek emergency treatment if necessary.

Page 2: Parental Authorization
Even if your child currently takes no medication, his page must be filled out In the event of the camper needing to have
medication prescribed at camp, or the need for theecounter medication, we need parental pernmissio

Page 3: Physical Examination Form
Health Care Provider section must be filled out plately, and updated as needed. This section beusigned by the health
care provider.

Page 4: Prescriptions and Over the Counter Medic&ins
Please fill out the camper’s personal informatigaia. We are required have this information ondghuime page as the
prescriptions.

We must have the camper’s allergies listed onghge, so that we are able to guard against expustinese items.
For each medication the child haprescription or over the counter- an order has to be filled out completely.
If there are more medications than lines provigéelase photocopy and include child’'s name again.

The camp may not be able to provide medicatiormfoeadache, upset stomach, rash, or other ailm#rmuvthis form filled
out completely.The signature at the bottom must be from arauthorized prescriber — a physician, dentist, advaced
practice registered nurse, physician assistant, opinetrist, or podiatrist. The form is not valid without the authorized
prescriber’s signature

Thank you for taking the time to have these foromleted.
This helps us to keep the children as safe asldes$iring the summer.
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Calhnq Camp For questions about registration, buses, camp, féiesctions, or any other

guestion before summer, call the Administrativei€affat 860-742-226Questions pertaining to your child_while
at camp, call the Staff Office 860-742-6714 or Health Lodyg 860-742-9958
The Staff Office phone line is open only from June 23-August 16.

Answers to Your Questions About Camp
How much does camp cost?
)

cccceecceecceecceec cccecco /0111
)% ((CCCCCCC(C 0 /0111

2 ( @ /0111
3
Who can come to camp?
4 56 5 5
Does the camp have day programs or overnight progras?
" % * . 471(836 (0009
Why does the camp require so much information on th Health and Medicines Forms?
2 &
)
)
<
How many sessions can my child attend?
= _ . & 5
What is the advantage of signing up for a one weedession?
5 )
What should | do about homesickness?
>
+
$
?
Can | visit or call my child during the camp sessin
) : 5%
@6 $
@' $
A
How does the camp handle behavioral issues?
5 : $

$ # : )

Can my child bring their favorite foods and snacks?Do they need money?
B $
$
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Application Information Sheet
***Pl EASE KEEP THIS PAGE***

73 Times Farm Road, Andover, CT 06232
(860) 742-CAMP

Dear Parent/Guardian:

Summer is just around the corner. We encourageaqli out your application as early as possiti@rder to secure a spot for your child. The more
popular sessions fill up early, so don't delayWe thank you for thinking about sending your chdcour camp. Please read through the application
carefully before filling it out. If you should hawany questions about this application, pleaseusadit (860) 742-2267.

Application Check List

Before you send in your application, please be thakit is complete.

Incomplete applications will be sent backand spaces can not be heldnder any circumstances

Proof of Birth-copy of birth certificate or agerdygctor letter verifying date of birth
All paperwork is being sent at the same time-*you nwgend the Health or Medications form separately
Physical Exam completed within thest two yearsof camp dates
Health Care Provider section filled in with immeation record & proof of physical exam.
Medication Administration Form filled in compleyelisting all prescription & over the countermedicines.
All signatures filled in with dates
-parent/guardian signature on: camper applicatrmome application, Health Form, Medicines Form
-camper signature-camper application
-medical signatures-Health & Medicines Form
Camp feeenclosed with application
-check or money order made payabl€tmnnel 3 Kids Camp

Bus Schedule
Campers MUST be at the bus stop 20 minutes belfierdéparture time listed below.
Parents/Guardians MUST pick up their campers ahgisggned time on the last Saturday of the Session.

You will be notified of any changes by phone. B&emake sure we have an up to date phone numbgsdor

BUS DEPARTURE ARRIVAL
SESSION  CITY LOCATION ADDRESS TIME (Monday)  TIME (Saturday)
5C3 ' & 360) & 411 < 51.11 <
- > D < & 0= & 9.11 < 9.11 <
- $ + ,E = 543 $ 9.11 < 9.11 <
- < "< & & 9.11 < 9.61 <
- B ' F = & 166& A 4.30 < 9.11 <

+= 5 (143,
5C3 B > % > < & 573 F 411 < 51.11 <
- $ $ < & 1370= < & 450 < 51.11 <
- $ $ > & 100> & 9.11 < 9.50 <
9.11 < < 9l <eé&

Please be sure you read all of the informatiorhigheet. It is all pertinent to your child’s @pgble and successful stay at camp.
If you have any questions about this informatideape call us.

PLEASE KEEP THIS SHEET FOR YOUR FUTURE REFERENCE.

12



PRICE REDUCTIONS

Here at the Channel 3 Kids Camp we want to encouragall
Connecticut children to come to camp. To make thatappen we are
offering the following incentives to make camp asféordable as possible.

Early Bird —If your application is postmarked by January 2rickta
$5.00 off your enroliment fee.

Sibling Discount— If you have more than one child in your household
attending camp take $5.00 off each child’s enrofibfee,

1st Time Camper-If this your camper’s first time with us take
$5.00 off your enroliment fee.

Referral Rebate— Refer a friend to camp and ask them to write:
Referred by (your name) on their application armbiree a $5.00
refund for each household referral received.

Please feel free to use as many incentives that d&pp Call us at
860-742-2267 if you have any questions.

13
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