2009 Volunteer and staff application

Camp Get-A-Way 2009 volunteer and staff application

Last Name: _____________________________________


	[image: image1.jpg]



	A Celebration of Family!


C

amp Get-A-Way is a not-for-profit organization dedicated to the mission of strengthening and supporting families of children having an emotional, behavioral, or mental illness.  Parents living across New York State developed the concept for camp.

The founding vision of Camp Get-A-Way is clear and simple:

· Offer opportunities for whole family recreational and skill building activities while living with a child with an emotional, behavioral, or mental illness disability.

· Offer families the chance to rediscover the joy of being a family without worry of discrimination or the stigma of being associated with mental health issues.

· Allow parents to connect with and support other parents faced with the same challenges.

G

enerous in-kind service and monetary donations from individuals, companies and organizations across New York State help make Camp Get-A-Way possible. In addition to its operating budget, Camp Get-A-Way is extremely grateful for the support of the more than 60 county mental health directors throughout New York State, the continued support of New York State Office of Mental Health, as well as all the many mental health providers that commit resources for families to attend.

A

t Camp Get-A-Way, families choose from a variety of camp activities, such as arts and crafts, swimming, boating, fishing, nature walks, sports, and much more.  Evening programs offer a coffee and support hour for parents.

Family’s stay together in comfortable cabins, and all meals and snacks are provided.  Twenty-four-hour nursing care is also available during camp sessions. Mental health professionals, paraprofessionals and community volunteers who encourage communication, respect and fun staff the camp.

W

e are excited to be developing our eighth year of camp, and would like you to be a part of it.  There are openings available for friendly and energetic volunteer staff.  You may work for Wyomoco, 3summer sessions and Fall. The schedule is as follows: Summer Session I: August 15-18; Session II: August 20-23; Session III: August 25-28; Fall: October 9-11.
You can earn up to 47 volunteer hours per session. Additional hours may be available on In-Service Days if you choose to stay at camp.  There are openings at Waterfront (Non-Lifeguard and Lifeguard positions available, Lifeguard requires appropriate current certification), Arts & Crafts, Sports, Nature Walks, Skill Builders, Family Mentors, and Respite workers.  While at camp, you’ll stay in staff housing, eat in the dining hall with families, and participate in evening programs such as camp fire, all while gaining practical experience to use in your studies and career paths.

	Please send your completed application to:

Camp Get-A Way

of Western Region NYS, Inc.

Attn: Pamela Brannan

PO Box 361

Albion NY 14411
	If you have any questions, feel free to email us at: campgetaway@buffalo.com

or call:

Pam Brannan, President – 585-590-6401

Liz Hodgdon, Board member-585-331-7513




Thank you for your interest, and we look forward to hearing from you

Sincerely,

Pamela Brannan

Name: __________________________________________________ E-Mail: __________________________

Address: ______________________________________________ City: ____________ Zip Code: __________

County: ___________   Home Phone: ____-____-_____ Work Phone: ____-____-____ 

Current Employer / School _________________________________________________ 

Position / Course Major  _____________________________

Address ________________________________________________________ Phone ____________________

        Please check the sessions you are available:

	( 
	Session I – August 15 – 18

	(
	Session II – August 20 - 23

	(
	Session III – August 25- 28

Fall Session October 9 -11


Are you able to sleep at camp each night?  ( Yes   ( No 

Please list the nights you can stay ____________________________________________________

Would you be able to attend a one-day pre-camp training session?  ( Yes   ( No

Inability to attend a pre-camp event will not disqualify you from working at Camp Get-A-Way

Please number your first, second, and third choices for staff positions while at Camp Get-A-Way:

	(  Activity Leader
	(  Nurse
	(  Respite Worker

	(  Craft Leader
	(  Lifeguard
	(  Other: __________________

	(  Sports
	(  Skill builder
	(  Other: __________________

	(  Fishing (Catch and Release)
	(  Family Mentor
	( Other: ___________________


Do you have an interest in developing and leading a specific activity? If yes, share your idea.

____________________________________________________________________________________________________________________________________________________________________________________

Have you taken a Common Sense Parenting class?           Are you a Common Sense Parenting Trainer? 

Are you a Parent Empowerment Trainer? 

Please list three references.

	Name
	Address
	Phone Number

	___________________________
	___________________________
	___________________________

	___________________________
	___________________________
	___________________________

	___________________________
	___________________________
	___________________________


Confidentiality Statement:

The Camp Get-A-Way team agrees to treat knowledge of any confidential information in a secure manner and to use the information only for the purpose for which it was shared.  It is Camp Get-A-Way’s belief that what is talked about and shared during the camping experience among participating families and staff will remain confidential after families and staff returns to their homes.

Signature: _______________________________ Printed Name ___________________________Date: ______

Witness Signature: ___________________________________________

Liability Disclaimer:

I hereby release Camp Get-A-Way, its officers, volunteers, and family participants from any liability that might occur while participating in the programs offered during my time at Camp Get-A-Way.

Signature: _______________________________ Printed Name ___________________________Date: ______

Witness Signature: ___________________________________________

Consent for Taking and Releasing of Photographs and Videotapes:

I give consent to the taking of photographs and/or videotape recordings either arranged for or taken by Camp Get-A-Way.  I give this consent and release in consideration of and with full knowledge that the use of these photographs and videotape recordings and information released about me will be in the interest of advancement of Camp Get-A-Way.

Signature: _______________________________ Printed Name ___________________________Date: ______

Witness Signature: ___________________________________________

Consent for Emergency Medical Care and Emergency Contacts:

I (print your name) ______________________________________, give my consent for Camp Get-A-Way or any person acting as the agent for Camp Get-A-Way to seek emergency medical care in the event that an emergency should arise.

Signature: ____________________________________

Date: _________________

Witness Signature: _____________________________

Emergency Contact Information:

In the event of an emergency, please provide three (3) people we may contact:

1. Name: _________________________ Phone Number: _____________________ Relationship: _________

2. Name: _________________________ Phone Number: _____________________ Relationship: _________

3. Name: _________________________ Phone Number: _____________________ Relationship: _________

Medical History

Please type or Print

Name: ____________________________________________Birth Date _______________________________

Medical insurance Provider: _______________________________

Please list any medical problems. This is not to exclude but to help us accommodate your needs:


__________________________________________________________________________________

Please list any food allergies: ________________________________________________________

Please list any environmental allergies: _____________________

Name, address and phone number of your doctor: 










Please list all prescription and non-prescription medications you are currently taking:




_____________________
___________________________________  _______________________

_____________________
___________________________________
_______________________

_____________________
___________________________________  _______________________

_____________________
___________________________________
_______________________

Please list any medication allergies:

________________________________________________________________________________________ 

Have you been hospitalized in the past three years?  Yes   No
If yes, please describe _______________________________________________________________________

__________________________________________________________________________________________

Physical Examination

This form is to be completed by a physician. The physical must have taken place between August 2008 and August 2010. The physician may attach a copy of their form.
Name: ____________________________________________________ DOB:_________________________

Physician’s Name: _______________________________________ Phone Number: ____________________

Physical Exam:    (N) Normal

 (A) Abnormal   
 (N/E) Not examined












        Comments:

	Eyes
	N                    A         N/E                   
	_____________________________

	Ears
	N                     A        N/E                    
	_____________________________

	Nose/Mouth/Throat
	N                     A        N/E                     
	_____________________________

	Lungs
	N                     A        N/E                  
	_____________________________

	Heart
	N                     A        N/E                                  
	_____________________________

	Abdomen
	N                     A        N/E                                
	_____________________________

	Back/Spine
	N                     A        N/E                                
	_____________________________

	Upper Extremity
	N                     A        N/E                                 
	_____________________________

	Lower Extremity
	N                     A        N/E                               
	_____________________________

	Circulatory
	N                     A        N/E                               
	_____________________________

	Neurological
	N                     A        N/E                                  
	_____________________________

	Skin/Lymphatic
	N                     A        N/E                                   
	_____________________________

	Emotional Status
	N                     A        N/E                              
	_____________________________

	General Appearance
	N                     A        N/E                           
	_____________________________


Please indicate if the applicant has had any of the following diseases or illnesses:

	( Anaphylactic Shock
	( Diabetes
	( Meningitis

	( Anemia
	( Fainting/Dizziness
	( Mononucleosis

	( Anorexia/Bulimia
	( Food Allergies
	( Mobility Impairment

	( Arthritis
	( Hay Fever
	( Muscle Weakness

	( Back Injury
	( Heart Trouble/Disease
	( Pneumonia/Bronchitis

	( Bone Condition
	( Hepatitis
	( Scoliosis

	( Bowel Problems
	( Hernia
	( Thyroid Disease

	( Cancer
	( High Blood Pressure
	(Ulcers

	( Chest Pain
	( Hives/Skin Allergies
	( Urination Problems

	( Seizures
	( Hypoglycemia
	

	( Coughing
	( Headaches/Migraines
	

	( Dermatitis (Eczema)
	( Knee/Ankle Injury
	


If yes, please give a brief description: _________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Are all immunizations up to date?  Yes
No   If no, what is missing and why? ________________________

__________________________________________    Date of last Tetanus shot: _______________________

Is there any reason why this person cannot participate in any camp activities, such as strenuous walking, walking up and down hills, swimming, standing, running, jumping, etc? Yes
No   If yes, pleases comment: 

__________________________________________________________________________________________

Physician’s Signature: _____________________________________________________ Date: _____________
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