





Please send three letters of recommendation with your application.
If hired, you will need to present proof of current First Aid certificatipn upon arrival.

Camp Staff Application fFormFm1o | Retumto:
@ Developed by American Camping Associatione

(Please type orprint)  Date of Application

P.0O. Box 146, Florissant, CO 80816

Name Social Security Number
— Phone
Permansnt Address — - — —
School or Business Address____ - Phone
S & Aumber Ry Siry F. ArmiAdarivar

Are there reasons you may have difficulty in performing any of the essential functions of the job for which you have
applied? Yes LI No If so, pleass explain

if you are hired would you desire o nead housing for any person(s) other than yourself at the carnp? Qves O No

Education
Years School Major Subjects Degree Granted

Past Employment (L/st previous two surmmers or years.)
Dates Employer Address/Phone Nature of Work “Supervisor  |Reason for Luvlpq

Indicate any employer you do not wish us to contact and the reason

Camp Experience
Dates Camp Director Address Camper or Staff

References (G/ve names/addresses of 3 persons [nol relatives] having knowledge of your character, experience and ability.)

Name _ Address & City Phone
2l
What type of position do you want at camp? Salary desired?
Dates available From To

Copyright 1879 bv American Campina Assnairtinn ine  Dauicad 1060 t0ne 4ann anns










MMUNIZATION HISTORY

Required immunirations must be determined locally. Plesse racord the date (moath and year) of basic immunizations and most recent booster doses:

¥accines Your of Basic Immruntrstion

Your of Lasi Bosstor

Diphtheria
Pormsyis (Whopping Cough DPT™
Tetanum

Tetanms ]TD'

Tetanus

Orul Polio (Sabin)* TOPY

Injectable Polio {Salk)

Measles (hard measlo, red measics, Rubeola)

Mumps

Rubella (German mensls, 3-day metsla)

Other

Tuberculin test given

Heulth Exsmimtion by Licensed Physician:

(mat regent)

I have examined the above camp applicant. Date Examined:

In my opinion, the above’s condition does —___ /does not ____ preclude his/her participation in an active camp

program,
The applicant is under the care of a physician for the lollowing condition(s):

Current treatment (Incfude current medications);

Explanation of any reported loss of consciousness, convulsion, of concussion:

Does applicant have epilepsy? Yes No Does applicant have diabetea? Yes Mo

Recommendations and Restrictions While at ﬁup:
Any treatment to be continued at camp:

Any medication to be administered at camp (specific dosages):

Any medically preseribed meal plan or dictary restrictions:

Any allergies (food, drugs, plants & insects, etc.):

Additional Health Information:
Licensed Physician's Signature Phone
pr— .
Address
Sirwm & Murnkery o S Tip Cosn
Date of Form Completion — *By

*Inital if completed by nurse or physician®s asslsant.






