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UCP INDIVIDUAL APPLICATION FOR 2019 LIFE WITHOUT LIMITS SUMMER CAMP
UCP Land of Lincoln

101 North 16th Street






      Please indicate how many
Springfield, IL  62703






      years your camper has     

217-525-6522







      been attending camp.

FAX 217-525-9017






      _____________________

Please return this application ASAP to guarantee your spot!
______________________________________________________________________________

Please check if your camper is interested in 2019 Overnight Camp, Day Camp or both?

OVERNIGHT CAMP:___________________    DAY CAMP:_________________________

______________________________________________________________________________
STUDENT’S NAME: ___________________________________________________________ 

ADDRESS:  ___________________________________________________________________ 

CITY:  _______________________________________________
    ZIP:  _________________    
PHONE NUMBER: ________________________ EMAIL:_____________________________

AGE:  ______  DOB:  ______________  SEX:  ________
RACE:  _______________________

HEIGHT:  ________
WEIGHT:  ________
COUNTY:  ________________________________

DISABILITY:  _________________________________________________________________

PARENT/GUARDIAN NAMES AND CONTACT INFORMATION:

1. ________________________________________________________________________

  NAME


________________________________________________________________________

HOME PHONE


WK  PHONE


CELL

2. ________________________________________________________________________

NAME


________________________________________________________________________

HOME PHONE


WK  PHONE


CELL

IN CASE OF EMERGENCY, AFTER PARENT, CONTACT (FOR FAMILIES PARTICIPATING IN THE AFTER SCHOOL PROGRAM, NAMES ARE ALSO INDIVIDUALS AUTHORIZED, BY YOU, TO PICK YOUR STUDENT UP.)

1. ________________________________________________________________________

NAME




RELATIONSHIP


________________________________________________________________________ 



HOME PHONE


WK  PHONE


CELL

2. ________________________________________________________________________ 

NAME




RELATIONSHIP


________________________________________________________________________ 



HOME PHONE


WK  PHONE


CELL

3. ________________________________________________________________________ 

NAME




RELATIONSHIP


________________________________________________________________________ 



HOME PHONE


WK  PHONE


CELL

4. ________________________________________________________________________ 

NAME




RELATIONSHIP


________________________________________________________________________



HOME PHONE


WK PHONE


CELL

PHYSICIAN NAME:  ______________________________
PHONE:  _______________

HOSPITAL PREFERENCE:  ______________ INSURANCE CARRIER:  _________________  
PLEASE DESCRIBE YOUR STUDENT 

THIS INFORMATION IS HELPFUL FOR WHEN DETERMINING APPROPRIATE STAFF AND VOLUNTEERS FOR YOUR STUDENT AS UCP TRIES TO MATCH PERSONALITIES AND INTERESTS.

(INFORMATION WILL BE SHARED WITH STAFF.  A PORTION OR ALL OF THE BELOW INFORMATION IN THIS SECTION WILL BE SHARED WITH VOLUNTEERS WORKING WITH YOUR STUDENT TO FACILITATE YOUR STUDENT’S EXPERIENCE)
COMMUNICATION STYLE:

_____  VERBAL
_____  SIGN
    _____  OTHER ________________________________

COGNITIVE FUNCTIONING:____________________________________________________

VISION _______________________________         HEARING__________________________

MOBILITY (ANY SPECIFIC EQUIPMENT NEEDED?):  __________________________________________ 

______________________________________________________________________________

SOCIAL SKILLS: ______________________________________________________________

______________________________________________________________________________

BEHAVIOR ISSUES: ___________________________________________________________

______________________________________________________________________________

MOTIVATORS/ FAVORITE ACTIVITIES: _________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

PLEASE INDICATE SUGGESTIONS FOR WORKING WITH YOUR STUDENT (INCLUDE ANY HEALTH OR BEHAVIOR CONDITIONS.). 

______________________________________________________________________________

______________________________________________________________________________ 

PLEASE DESCRIBE YOUR CHILD’S HEALTH HISTORY

CHRONIC RECURRING ILLNESS:

HEART DISEASE ___ DIABETES ___ FAINTING ___ ASTHMA ___  

COMMENTS ON ANY OF THE ABOVE CONDITIONS:  _____________________________ 

______________________________________________________________________________ 

______________________________________________________________________________

SEIZURES? _________ DATE OF LAST SEIZURE:  _________________________________

DESCRIPTION OF SEIZURE:  ___________________________________________________ 

_____________________________________________________________________________ 

DESCRIPTION OF BEHAVIOR AFTER SEIZURE:  _________________________________  

______________________________________________________________________________

DATE OF STUDENT LAST TETANUS VACCINATION _____________________________

PLEASE LIST ANY ALLERGIES (INCLUDING FOOD, MEDICATIONS, ANIMALS, ETC.). _______________ 

______________________________________________________________________________

OPERATIONS:________________________________________________________________

______________________________________________________________________________

HOSPITALIZATIONS:  _________________________________________________________ 

______________________________________________________________________________

MENSTRATION  ____Y  ____ N    DATE OF LAST PERIOD:__________________________
AREAS WHERE THE STUDENT NEEDS ASSISTANCE:
                                   

       PARTIAL    

  



          YES      NO    HELP      ADDITIONAL INFORMATION    

EATING   

         

(  )
(  )
(  )      
   ____________________________                             

DRESSING           


(  )
(  )
(  )          ____________________________                        

RESTROOM



(  )
(  )
(  )           ____________________________                              


DIAPERING__
CATHETERIZATION__


MOBILITY



(  )
(  )
(  )


WALKS__           WHEELCHAIR__
WALKER__            OTHER________________________________________________

ADAPTIVE EQUIPMENT 

(  )
(  )
(  )
   ____________________________

BATHING

           

(  )
(  )
(  )           ____________________________           

SPECIAL DIATARY NEEDS (PLEASE DESCRIBE):  ______________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

PLEASE INDICATE THE EXPECTATIONS YOU HAVE FOR THE STUDENT AND/OR FOR YOUR FAMILY WHILE YOUR STUDENT ATTENDS UCP COORDINATED ACTIVITIES.

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________

Please provide UCP with an email address for information about UCP events and to receive an electronic copy of the UCP Parent Handbook and the Parent’s Rights, Responsibility and Advocacy Handbook.  _______________________________________________________________ 

PLEASE INDICATE T-SHIRT SIZE FOR REC. CAMP AND SADDLE UP ONLY 
CHILD:  ____S ____M ____L     ADULT:   ____ S ____M  ____L  ____XL  ____XXL

______________________________________________________________________________

THE FOLLOWING PIECES WILL COMPLETE THE APPLICATION:

· COPY OF INSURANCE CARD

· RELEASE OF LIABILITY - ATTACHED

· PHOTO RELEASE - ATTACHED

· OVER THE COUNTER ADMINISTRATION - ATTACHED 

· NOTICE OF PRIVACY PRACTICE, HIPPA RELEASE - ATTACHED

· MEDICATION ADMINISTRATION - ATTACHED

· PHYSICIAN’S NOTE - ATTACHED 

______________________________________________________________________________
CAMP SPECIFICALLY

FOR THE SAFETY OF BOTH CAMPERS AND VOLUNTEERS INVOLVED AT CAMP, PLEASE PRESENT ALL MEDICATIONS – INCLUDING OVER THE COUNTER MEDICATIONS AND VITAMINS – TO THE CAMP DIRECTOR OR CAMP NURSE UPON ARRIVAL.  THANK YOU FOR YOUR ASSITANCE.

PARTICIPANT/ PARENT’S/ GUARDIAN AUTHORIZATION:

To the best of my knowledge, the above information is correct.  I UNDERSTAND THAT IF ANY OF THE ABOVE INFORMATION CHANGES, IT IS MY RESPONSIBILITY TO NOTIFY UCP LAND OF LINCOLN OF THE CHANGE.  

The person herein described has my permission to engage in all prescribed activities, except as noted by me.  I give my permission for emergency medical treatment until such time as I can be reached at one of the phone numbers listed above.

In addition, I have received a copy of the UCP Parent Handbook and the Parent’s Rights, Responsibility and Advocacy Handbook.  I understand the information and have had the opportunity to ask questions about its contents.

SIGNATURE _____________________________________    DATE_____________________


RELEASE OF LIABILITY

UCP LAND OF LINCOLN

My student/I, ___________________________, has the opportunity to participate in UCP 


              INSERT NAME OF PARTICIPANT
Land of Lincoln activities.  I release all claims I have or may have against UCP, facilities used by UCP, UCP’s directors, officers, employees, volunteers and agents including any and all claims against the above for damages on injuries arising directly or indirectly out of my participation in UCP organized activities.  I hereby assume all risks of personal injury, death or property damage on loss from whatever causes while my child/I use the facilities.

I have read and fully understand the Release of Liability.  This release is in effect for one year from the below date.

__________________________________________________
________________

PARENT/GUARDIAN SIGNATURE (IF UNDER 18 YEARS OF AGE)
DATE

__________________________________________________
_________________

SIGNATURE FOR SELF (OVER 18 YEARS OF AGE)


DATE

------------------------------------------------------ PHOTO RELEASE 

UCP LAND OF LINCOLN
Please check your preference.

_____
I agree to allow UCP Land of Lincoln to use photographs of my student/me,


________________________, for publicity and educational purposes.  I agree


that photographs, slides, video tapes, sketches, motion pictures and sound tracks


taken are the property of UCP Land of Lincoln and waive my right to inspection 


and review.

_____
I do not wish for photos or likenesses of my student/me, _____________________,


to be used for UCP Land of Lincoln’s purposes.

I have read and fully understand the Photo Release.  This release is in effect for one year from the below date.

__________________________________________________
________________

PARENT/GUARDIAN SIGNATURE (IF UNDER 18 YEARS OF AGE)
DATE

__________________________________________________
_________________

SIGNATURE FOR SELF (OVER 18 YEARS OF AGE)


DATE

OVER THE COUNTER MEDICATION RELEASE

UCP LAND OF LINCOLN

Please check your preference.  I have read and fully understand the Over the Counter Medication Release.  This release will be in effect for one year after the below date.  

_____ 
I give UCP staff permission to administer over the counter pain relief 

(dose: ____________) to my student, _____________________, as needed during the hours of a UCP Land of Lincoln sponsored event.

_____
I do not give UCP staff permission to administer over the counter pain relief to my 

student, _______________________________.

__________________________________________________
_________________

PARENT/GUARDIAN SIGNATURE (IF UNDER 18 YEARS OF AGE)
DATE

__________________________________________________
_________________

SIGNATURE FOR SELF (OVER 18 YEARS OF AGE)


DATE

------------------------------------------------- 
_____
I give UCP staff permission to apply topical ointment (e.g., calamine lotion,

 Hydrocortisone, aloe vera, etc.) to my student, __________________________,

as needed during the hours of UCP Land of Lincoln sponsored event. 

_____
I do not give UCP staff permission to apply topical ointment to my student,


__________________________________.

__________________________________________________
_________________

PARENT/GUARDIAN SIGNATURE (IF UNDER 18 YEARS OF AGE)
DATE

__________________________________________________
_________________

SIGNATURE FOR SELF (OVER 18 YEARS OF AGE)


DATE

I have read and fully understand the Over the Counter Medication Release.  This release is valid for one year from the above date.

Name  ________________________________________  Date  ____________________

UCP LAND OF LINCOLN

NOTICE OF PRIVACY PRACTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE READ IT CAREFULLY.

United Cerebral Palsy Land of Lincoln (UCPLL) acts to maintain the privacy of protected health information and provide individuals with notice of legal duties and privacy practices with respect to protected health information as described in the Notice and abide by the terms of the Notice currently in effect.

Provision of Notice:  UCPLL provides its Notice of Privacy Practices to every individual with whom it has a direct treatment relationship.  The Notice is provided no later than the date of the first treatment to the patient after April 13, 2003.  The Notice is also available upon request to individuals not currently receiving treatment.

Complaints: An individuals or his/her representative may file a complaint with UCPLL whenever he or she believes that their rights have been violated.  Complaints must be in writing, describe the acts or omissions in question, and be filed within 180 days of the time the individual became aware of the violation.  Complaints must be addressed to the UCPLL privacy officer.  UCPLL investigates each complaint and may, at its discretion, reply to the individual or the individual’s representative.  Complaints may also be filed with the Department of Health and Human Services. UCPLL does not take any adverse action against any individual who files a complaint.

Contact Person: UCPLL has a privacy officer that serves as the contact person for all issues related to the Privacy Rule. The privacy officer is Karen Douglas.  If you have any questions about this Notice, please contact the privacy officer at 217-525-6522 or in writing at 101 North Sixteenth Street, Springfield, Illinois 62703.

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION

UCPLL reasonably ensures that the protected health information (PHI) it requests, uses, and disclosed for any purpose is the minimum amount of PHI necessary for that purpose.  UCPLL makes reasonable efforts to ensure that PHI is only used by and disclosed to individuals that have a right to the PHI. Toward that end, UCPLL makes reasonable efforts to verify the identity of those using or receiving PHI.

Uses and Disclosures – Treatment, Payment, and Operations – UCPLL uses and discloses PHI for payment, treatment, and operations. Treatment includes those activities related to providing services to the individual, including releasing information to other health care providers involved in the patient’s care. Payment relates to all activities associated with getting reimbursed for services provided, including submission of claims to insurance companies and the Illinois Department of Human Services. Operations includes a number of areas, including quality assurance and peer review activities.

Uses and Disclosures – Not Requiring Authorization

Disclosure to Those Involved in the Individual’s Care: UCPLL discloses PHI to those involved in the individual’s care when the individual or guardian approves or, when the individual is not present or not able to approve, when such disclosure is deemed appropriate

and necessary for treatment.

Uses and Disclosures Required by Law: UCPLL uses and discloses PHI to appropriate individuals as required by law.  UCPLL discloses PHI about a minor or disabled adult whom it reasonably believes to be a victim of abuse or neglect to the proper authorities as required by law.  UCPLL informs the individual or guardian of the report unless it is believed that informing the individual or guardian would place the individual at risk of serious harm.

Oversight Activities: UCPLL uses and discloses PHI as required by law for oversight activities. The information may be used and released for audits, investigations, licensure issues and other oversight activities, including, but not limited to CARF and the Illinois Department of Human Services.

Judicial and Administrative Proceedings: UCPLL discloses information for judicial and administrative proceedings in response to an order of a court or administrative tribunal; or a subpoena, discovery request or other lawful process, not accompanied by a court order.

Marketing Purposes: UCPLL does not use or disclose any PHI for marketing purposes without approval of the individual or guardian. UCPLL does engage in communications about services that encourage participation in UCPLL programs. These communications may contain general demographic information about program participants including the type of disability.

Contacting Individuals: UCPLL will not contact individuals with appointment reminders.

Individual Request: If an individual wants UCPLL to release PHI or any other purpose, he or she can contact the agency and complete an appropriate written authorization.

INDIVIDUAL RIGHTS

Accounting for Disclosures of Protected Health Information – UCPLL tracks all disclosures of an individual’s PHI that occur for other than the purposes of treatment, payment, and operations, that are not made to the individual or to a person involved in the individual’s care or with the individual’s authorization. 

UCPLL allows an individual to request one accounting of disclosures within a 12-month period free of charge. Additional requests may be made and will require payment of a reasonable fee. An individual can request an accounting of disclosures for a period of up to six years prior to the date of the request. However, individuals may only request an accounting of disclosures may after April 14, 2014. Requests for disclosure information should be addressed to the privacy officer. All requests will be completed within 60 days of receipt.

Inspect and Copy Protected Health Information – UCPLL allows individuals to inspect and copy their PHI. A reasonable fee is charged for copies. Individuals may request that PHI be amended. If the request for amendment is denied, the individual may place a statement in the record. Requests to review PHI should be directed to the privacy officer.

Request Confidential Communications – UCPLL accommodates all reasonable requests to keep communications confidential. UCPLL determines the reasonableness on the administrative difficulty of complying with the request. All requests for confidential communications must be in writing and directed to the privacy officer.

Authorizations – UCPLL obtains a written authorization from the individual or guardian for the use or disclosure of PHI for other than treatment, payment or operations. UCPLL will provide an individual with a copy of the signed authorization if requested. An individual may revoke an authorization at any time. The request for revocation must be in writing and directed to the privacy officer.

Waiver of Rights – UCPLL does not require an individual to waive any of his or her individual rights as a condition for receiving services, except under very limited circumstances allowed under law.

I have had all these rights fully explained to me and had the opportunity to ask questions.

__________________________________________________
_________________

PARENT/GUARDIAN SIGNATURE (IF UNDER 18 YEARS OF AGE)
DATE

__________________________________________________
_________________

SIGNATURE FOR SELF (OVER 18 YEARS OF AGE)


DATE

This release is valid for one year from the above date.                                                     Revised July 1, 2003; August, 2004

MEDICATION ADMINISTRATION

UCP LAND OF LINCOLN

On the form below, list the child’s current medications, EXACTLY as written on the container label, the amounts and the times for dispensing.

PLEASE MAIL THE FORM IN WITH THE APPLICATION.  DO NOT put the form in your camper’s suitcase.  If you must, hand the form to the camp nurse upon arrival to camp.  

MEDICATIONS MUST ARRIVE TO THE EVENT IN THE ORIGINAL PHARMACY CONTAINER.  NO WEEKLY PLANNERS.  

CHILD’S NAME:  ________________________________________________________

DR. NAME:  ____________________________
DR. PHONE:  _________________ 

How does your child usually take his/her medication?  

__ chews with water
 
__ On/in food

__ Other ______________________

If you child refuses medication, how do you handle the situation?

________________________________________________________________________ 

Has your child experienced an adverse reaction to his/her medication?  __ Yes   __ No

If yes, please explain.  _____________________________________________________ 

DAY 1





TIME



MEDICATION


AMOUNT

                                                                                                 

DAY 2 

TIME



MEDICATION


AMOUNT

                                                                                                 

DAY 3 

TIME



MEDICATION


AMOUNT

PHYSICIAN’S NOTE
UCP LAND OF LINCOLN

This form is acceptable as a physician’s permission to participate in UCP programs.  This form may be included when returning the application or may be sent by FAX to:  UCP Land of Lincoln, ATTN:  Tim Fanning, 217-525-0736.
STUDENT’S NAME:  __________________________ AGE:  ______  DOB:  ______________

Has the student exhibited evidence of any of the following:  eye disease or impairment, heart or lung disease, communicable disease, emotional problems, or mobility problems?  Please describe.

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

General comments on health:

_____________________________________________________________________________ 

_____________________________________________________________________________ 

PLEASE SIGN BELOW, WHERE APPROPRIATE.

 - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

CAMPS

INCLUDES RECREATIONAL CAMP, FLINGS AND LIFE WITHOUT LIMITS DAY CAMP
In my opinion, the above named individual is capable of participating in an active camp program with the following exceptions:

______________________________________________________________________________ 

_______________________________________


________________________

PHYSICIAN SIGNATURE





DATE
Request for Reduced Camp Fees for 

UCP Overnight Camp and/or 

Learning Without Limits Day Camp

Overnight Camp and Learning Without Limits Day Camp will assess a camp fee of $150 for each week of camp ($150 for the full session of Overnight Camp).  If your family is unable to pay this camp fee we offer a sliding scale fee.  Please indicate your family’s income level, sign your request, and return with your YES! Sheet(s).  

□ $0 – 37,000




$0
□ $37,000 – 50,000



$30

□ $50,000 – 60,000



$60

□ $60,000 – 70,000



$100
□ $70,000 – 80,000



$120

□ $80,000 +





$150

I am requesting a reduced camp fee for my child(ren) for camp this summer based on our family income.   I have indicated our family income above.

No one will be denied based on the ability to pay. If there are other circumstances that need consideration, please contact UCP.
Name of Parent/Guardian:  ___________________________________________

Name of Camper(s):  _________________________________________________

Date of Request:  ______________________ 
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