Arkansas Winter Family Retreat (AWFR)

% Jim Brettell

21 St. Thomas Drive

Maumelle, AR  72113

COUNSELOR APPLICATION *
PERSONAL INFORMATION

NAME  ___________________________________________________________________________________




PERMANENT ADDRESS  ___________________________________________________________________




PHONE NUMBER  ___________________________________________   AGE  _______________________

*
(Must be 21 years or older for counselor; teens may apply for assistant counselor’s position but must demonstrate leadership qualities and capabilities)

IN CASE OF EMERGENCY NOTIFY  _________________________________________________________

Address  ______________________________________________  phone #  ____________________________

E-mail address  _____________________________________________________________________________

REFERENCES

REFERRED BY  ___________________________________________________________________________

MY LOCAL CHURCH IS  ___________________________________________________________________

PASTOR’S NAME  _________________________________________________________________________

GIVE THE NAMES OF THREE OTHER PERSONS NOT RELATED TO YOU, WHOM YOU HAVE KNOWN AT LEAST ONE YEAR:

_______________________________________________________  phone #  __________________________

_______________________________________________________  phone #  __________________________

_______________________________________________________  phone #  __________________________

I CERTIFY THAT ALL THE INFORMATION SUBMITTED BY ME ON THIS APPLICATION IS TRUE AND COMPLETE.  I FURTHER CERTIFY THAT I HAVE NEVER BEEN CONVICTED OF CHILD ABUSE OR SIMILAR MISCONDUCT RELATING TO CHILDREN.  I HAVE READ THE STATEMENT OF FAITH AND POLICIES OF AWYC AND AGREE TO COMPLY WITH THESE POLICIES.  I WILL SUBMIT TO THE AWYC CHAIN OF COMMAND AND TAKE MY RESPONSIBILITY SERIOUSLY AS A JOB TO BE DONE “AS UNTO THE LORD”. 

SIGNATURE  ___________________________________________  DATE  ____________________

MEDICAL INFORMATION

Physician’s Name_____________________________Phone #s__________________________________

Emergency Medical facility (in Little Rock) preferred: Children’s Hospital _____ Baptist Hospital_____

St. Vincent Hospital_____ Southwest Hospital_____ Other______

Medical problems and allergies (Please list) __________________________________________________

______________________________________________________________________________________

Current medications:_____________________________________________________________________

______________________________________________________________________________________

NOTE: In order for qualified personnel from the AWFR staff to administer medication it must be met:

1. Medication must be in the original prescription bottle from the pharmacy.

2. Medication must be given to the Camp Nurse upon arrival at camp, and NOT given to the child.

3. Written instruction must be provided on how to administer medicines under any circumstance.

If you have insurance, this must be COMPLETED:

Insurance Company Name_________________________________________________________________

Insurance Phone #___________________________policy #______________________________________

Medical Release Statement

All medical information written herein is correct as far as I know and my child has my permission to participate in all described and advertised camp activities.  In the event I cannot be reached in an emergency, I hereby grant permission to the physician/facility selected by the AWFR Director to secure treatment for, including but not limited to, injections, anesthesia or surgery for my child.  I agree to pay the medical fees and understand that the AWFR does not provide medical or accident insurance.

Parent or legal guardian signature___________________________________Date_________________

(Note: Persons 18 years of age or older may sign their own application.  They may NOT sign for other applicants, which includes members of their family, unless they are the parent or legal guardian of that camper.)

The above named camper has my permission to attend the AWFR.  I realize that campers will be involved in team games that will be strenuous and physically challenging.  I affirm that the above named camper is in good health and can participate in all games and activities.  I release the JABBM and the AWFR staff from any liability should this camper be injured while attending the camp.  I give the staff of AWFR my permission to give medical attention or to call medical professionals (EMS) if needed.

Signature________________________________________________Date__________________________

