
 

THE VILLAGE GLEN SUMMER DAY CAMP 
2009 APPLICATION FORM 

 

____Sherman Oaks Campus  ____Culver City Campus 

 

Part A: 

 

Child’s Name: _____________________________ DOB: _______ Age: ___  Gender____ 

School Name: _____________________________ Grade in Sept: __________________ 

Phone Number: _______________________    Recent Teacher’s Name: _____________ 

Parent Names: __________________________________________________________

 _________________________________________________________________ 

Address: _________________________________ Phone # (h) ____________________ 

_________________________________________ Phone # (w/c) __________________ 

Email Address (s): _______________________________________________________ 

Other contact information: _________________________________________________ 

______________________________________________________________________ 

Please list all siblings: 

____________________________________  Age_________________ 

____________________________________  Age_________________ 

____________________________________  Age_________________ 

____________________________________  Age_________________ 

 

What type of educational setting does your child attend?  

 Regular Ed/Inclusion 

 Special Education (part of day) 

 Special Education (full day) 

 Non-Public Special Ed School 

 Private School 
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Part B 

Which camp session(s) are you interested in? A child may attend any or all weeks. 

Please check as many boxes as you desire: 

 

   June 22nd-June 26th  (M-F; 9:00-2:30) 

 June 29th-July 2    (M-Th; 9:00-2:30)* Please note 4-day session  

 Aug 3rd -Aug 7th        (M-F; 9:00-2:30) 

 Aug 10th -Aug 14th    (M-F; 9:00-2:30)      

   Aug 17th -Aug 21st     (M-F; 9:00-2:30) 

 Aug 24th -Aug 28th     (M-F; 9:00-2:30) 

         

 

Part C 

1.  Does your child have any specific diagnoses?  YES  NO 

If YES, please list each diagnosis, when the child was diagnosed and by whom. 

DX________________________ Age________ By Whom__________ 

 DX________________________ Age________ By Whom__________ 

DX________________________ Age________ By Whom__________ 

 

2.  Is your child on any medication?  YES  NO 

 If YES, Please list medications, dosage & time of administration. 

 Med____________________________ Dose_________    

 Time________________ 

 Med____________________________ Dose_________    

 Time________________ 

 Med____________________________ Dose_________    

 Time________________ 

 

3.  Does your child have any allergies or medical restrictions? YES  NO 

 If YES, please list them below. 

 ________________________________________________________________________

 _______________________________________________________________________  
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4.  Is your child on a restrictive diet (e.g. dairy free, wheat free)? YES         NO 

If YES, please explain: _____________________________________________________ 

_______________________________________________________________________ 

 

5. Are there foods that your child will not eat? 

________________________________________________________________________ 

________________________________________________________________________ 

 

Part D 

1.  What are your child’s main areas of interest and favorite activities? 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 

2.  What activities/tasks does your child NOT like to engage in? 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 

3.  Please list your child’s strengths or special talents (e.g. music, art, building things)? 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 

4.  What would you describe as your child’s social strengths? 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 

5.  What are the main areas of social skill functioning that you would like us to work on with your 

child? 

_____________________________________________________________________________

_____________________________________________________________________________ 
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6. Please check all of the following behaviors that apply to your child: 

  Easily distracted 

  Hyperactive 

  Gets stuck on a particular topic or interest 

  Obsessive routines 

  Gets easily frustrated or angers easily 

  Insists on having his/her own way 

  Cannot compromise 

  Separation anxiety, fears, phobias 

  Is oppositional when told to do something he/she doesn’t want to do 

  Has shown aggressive behaviors, such as throwing things, hitting, spitting, 

 kicking others or self abuse in the last 6 months 

  Throws tantrums that last for up to 10 minutes 

  AWOL’s from groups (runs away, leaves without permission) 

  Wants to make friends but doesn’t know how 

  Enjoys the company of other children 

  Prefers adult company to that of peers 

  Prefers to play with younger children 

  Is often isolated in group settings 

  Has difficulty maintaining conversation 

  Has difficulty with change/transition 

  Has difficulty following orally presented directions/Prefers visual information 

  Wants to please 

  Interest in weapons, fire, or violent themes  

  Uses profanity 

  Has an appropriate sense of humor 

 

7. Please describe your child’s communication skills: __________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 
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8. If you have any other information that you feel would be helpful to us, or that you would like us to 

know, please feel free to add you comments to the area below: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

 

9. How did you hear about Village Glen School Summer Day Camp? 

_____________________________________________________________________________

_______________________________________________________________________ 

 

Please return the completed camp application to: 

The Help Group 

Village Glen Summer Day Camp 
Attn: Ngan Mork 
Coordinator, The Help Group’s Kids Like Me Programs 
13130 Burbank Blvd  ~ Sherman Oaks, CA 91401    
 

FAX: 818-947-5585 

 

For Questions, please call 818-779-5168 or email nmork@thehelpgroup.org  

 

** All children must be interviewed and accepted into the camp.  Please note that based on availability of 

openings and group dynamics, your child may be offered a spot in the alternative camp.  A $50 nonrefundable 

deposit holds placement once a child is accepted. All other fees will be billed to you. ** 

 

 

Authorization and Agreem ent 

“I authorize investigation of all statements contained in this Application to the camp program as may be 

necessary in arriving at an admission decision. In the event of admission, I understand that false or misleading 

information, given in the application of my child, or in any interviews, may result in rescission of any admission.” 

 

_______________________________________ _______________________________________ 

Parent/ Legal Guardian     Parent/ Legal Guardian 
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VOLUNTARY ACTIVITIES RELEASE AGREEMENT INCLUDING AUTHORIZATIONS FOR EMERGENCY 

MEDICAL TREATMENT AND TO PROVIDE TRANSPORTATION 

 

 

This Release Agreement (“Agreement”) is made and entered into this _________ day of ________, 200__, by 

and between ________________________________ the parent(s) or legal guardian(s) [hereinafter referred to 

as “PARENT”] of _________________________________, whose residence address is 

_______________________________________________________, California _________ and Village Glen 

Summer Day Camp [hereinafter referred to as “CAMP”], a non-profit California corporation, whose main office 

is located at 13130 Burbank Blvd. Sherman Oaks, CA 91401.  

 

VOLUNTARY PARTICIPATION 

 

1. I acknowledge that the Camp has organized activities. 

2. I give permission for my child to voluntarily participate in all activities as checked below: 

Yes No 

___ ___ Field Trips 

___ ___ Team Sports 

___ ___ Picnics (Off-site) 

___ ___ Supervised Water Play (Shallow swimming pools included) 

 

3. I further acknowledge and agree that my decision to permit _______________________ [hereinafter 

referred to as “CAMPER”] to go on trip(s) and participate in recreational activities is both a personal and 

voluntary decision. 

 

 

ASSUMPTION OF RISK 

 

4. I AM AWARE THAT TRAVELING AND THE ACTIVITIES MAY BE HAZARDOUS.  I AM VOLUNTARILY 

AUTHORIZING PARTICIPATION OF CAMPER IN THESE ACTIVITIES WITH KNOWLEDGE OF THE RISK 

INVOLVED.  I HEREBY AGREE TO ACCEPT ANY AND ALL RISKS OF INJURY, ACCIDENT OR FATALITY 

AND VERIFY THIS STATEMENT BY PLACING MY INITIALS HERE:___________. 
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AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT 

 

5. The undersigned parent(s) or guardian(s) authorize(s) the CAMP to obtain emergency medical care for 

CAMPER by the medical staff or by transporting the child to and utilizing an emergency hospital. 

 

6. I understand that the Camp is not responsible for any accident or medical insurance, should it be required, 

due to an accident or injury incurred while participating, should it be necessary for my child to have medical 

treatment while participating in this program.  I hereby give the CAMP, personnel permission to use their 

judgment in obtaining medical treatment for CAMPER and I give permission to the physician selected by the 

CAMP to render medical treatment deemed necessary and appropriate by the physician.  Any cost incurred for 

my child for such treatment shall be my sole responsibility. 

 

7. I understand that all persons participating in these voluntary recreational activities are deemed to have 

waived all claims against CAMP, its employees, and its Board of Directors, for injury, accident, or fatality 

occurring during these activities. 

 

 

AUTHORIZATION TO TRANSPORT 

 

8. The undersigned parent(s) or guardian(s) or foster parents also authorize the CAMP to provide 

transportation for participation in the voluntary activities. 

 

 

RELEASE 

 

9. As consideration for CAMPER being permitted by CAMP to participate in the aforementioned voluntary 

activities, I hereby agree that I, ______________________, any other parent, guardian, assignees, heirs, 

distributees, guardians, and legal representatives of CAMPER will not make a claim against, sue, or attach the 

property of CAMP or any of its affiliated organizations for injury or damage resulting from the negligence or any 

other acts, howsoever caused, by any other voluntary participant, or by any employee, agent, or contractor of  

CAMP, as a result of the participation of CAMPER in the aforementioned voluntary activities.  I hereby release 

CAMP and any of its affiliated organizations from all actions, claims, or demands that I, any other parent, 

assignees, heirs, distributees, guardians, and legal representatives of CAMPER now have or may hereafter 

have for injury, accident or fatality resulting from participation in the aforementioned voluntary activities. 
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10. This Release Agreement shall be governed by and construed in accordance with the laws of the State of 

California. 

 

11. This Release Agreement is intended to be as broad and inclusive as is permitted by the law of the State of 

California and if any provision in this Release Agreement is held by a court of competent jurisdiction to be 

invalid, void or unenforceable, the remaining provisions shall nevertheless continue in full force without being 

impaired or invalidated in any way. 

 

12. This Release Agreement contains the entire agreement between CAMP and PARENT and supersedes all 

prior discussions and agreements, written or oral, and may be modified only by written agreement executed by 

PARENT and CAMP. 

   

DURATION OF RELEASE AGREEMENT 

 

13. This Release Agreement shall remain in full force and effect from the date of execution through the entire 

term of my child’s enrollment in CAMP.  

 

14. This Agreement may be terminated at any time, by either party, by giving written notice to the other party. 

 

KNOWING AND VOLUNTARY EXECUTION 

 

15. I HAVE CAREFULLY READ THIS AGREEMENT AND FULLY UNDERSTAND ITS CONTENTS.  I AM 

AWARE THAT THIS IS A RELEASE OF LIABILITY AND A CONTRACT BETWEEN MYSELF, THE CAMP 

AND/OR ITS AFFILIATED ORGANIZATIONS AND SIGN IT OF MY OWN FREE WILL. 

 

____________________________________ Address:___________________________________ 

Parent(s)/Guardian(s)  Signature   __________________________________________ 

       __________________________________________ 

        

 (____)____________________   (____)________________________ 

Home Phone(s)     Business phone(s) 

 

Date: ______________________ 

 

 

Witness: _______________________________________ Date: ___________________________ 
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EMERGENCY INFORMATION FORM 

 

_________________________________________________________________________________________  

Child’s Last Name   First Name   Middle Name  Date Of Birth 

_________________________________________________________________________(_____)___________  

Child’s Home Address      City  State/Zip       Phone Number  

__________________________________________________________________________________________  

Mother’s Name     Father’s Name    

__(______)__________________________________________(_____)_________________________________  

Mother’s Home Number     Father’s Home Number    

_(______)_______________(_____)________________(_____)__________________(_____)_______________ 

Mother’s Work Number      Pager Number      Father’s Work Number         Pager Number 

 

ALLERGIES IF ANY: 

__________________________________________________________________________________________________

__________________________________________________________________________________ 

 

_____________________________________________________(______)______________________________  

Primary Physician’s Name     Phone Number  

 

 

IN THE EVENT OF AN EMERGENCY I GIVE PERMISSION FOR VILLAGE GLEN DAY CAMP TO CONTACT AND OR 

RELEASE MY CHILD FROM CAMP TO THE FOLLOWING PERSONS: 

 

1.NAME ___________________________________________   RELATIONSHIP ______________________________  

        

ADDRESS ________________________________________ PHONE ___________________________________ 

      

2.NAME ___________________________________________   RELATIONSHIP ______________________________  

        

ADDRESS ________________________________________ PHONE ___________________________________ 

 

THE FOLLOWING PERSONS ARE NOT ALLOWED TO HAVE CONTACT WITH MY CHILD: 

 

1.NAME ___________________________________________   RELATIONSHIP ______________________________  

 

2.NAME ___________________________________________   RELATIONSHIP ______________________________  

 

______________________________________________ ____  ________________________ 

SIGNATURE OF PARENT/LEGAL GUARDIAN    DATE 
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PARENT/ LEGAL GUARDIAN REQUEST FOR DISPENSING MEDICATION(S) 

 TO CAMPER/ CHILD DURING CAMP HOURS-   

If there are medications to be administered during camp hours, **NEEDS TO BE SIGNED BY A PHYSICIAN** 

 

Student Information:      Date: ___________________________ 

Full Name: _______________________________   Date of Birth: _____________________ 

 

Medication(s)    Dosage Range   Time(s) Administered 

___________________________ ____________   ____________________________ 

___________________________ ____________   ____________________________ 

___________________________ ____________   ____________________________ 

___________________________ ____________   ____________________________ 

 

Purpose of Medication(s): 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

Special Recommendations/ Comments: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

Physician’s Name (Please Print): ____________________________________________ 

Address: _______________________________________________________________ 

Phone Number: __________________________________________________________ 

 

**Signature of Physician: _____________________________________  Date: ___________________ 

 

Parent/ Legal Guardian Consent to PhysicianÕs Orders 

 

I request that my child, ____________________________, be assisted in taking the above prescribed medication(s) 

during camp hours by authorized medical personnel. I will comply with The Help Group’s policies and procedures 

pertaining to above. 

________________________________________ ________________________________________ 

Signature, Parent/ Legal Guardian   Date 

 

________________________________________ _________________________________________ 

Home Telephone     Emergency Telephone 

 

Note: Each time medication is changed in type or dosage, and/or a temporary short term medication is being taken, the 

parent must provide a newly completed request signed by their physician. 
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VOLUTNARY PATIENT CONSENT TO RECEIVE NON-PSYCHOTROPIC MEDICATION 

(OVER THE COUNTER MEDICATION)- Does not have to be signed by a physician 

 

________________________________________________________ 

Student Name 

 

Attending Physician’s Name: _________________________________ Dr. Phone #: _____________________ 

 

State Department of Mental Health regulations require this agency to maintain a written record of your decision to consent 

to the administration of Non-Psychotropic Medication (Over the counter medication). You may be treated with over the 

counter medication only after you have been informed of your rights to accept or refuse such medications and have 

consented to the administration of such medication. In order to make an informed decision, you must be provided with 

sufficient information by the physician prescribing such medications, which shall include the following: 

 

1) The nature of the condition 
2) The reason for your taking such medication, including the likelihood of your improving or not improving without 

such mediation, and that your consent, once given, may be withdrawn at any time by you stating such intention to 
any member of the treating staff; 

3) The reasonable alternative treatment available, if any; 
4) The type, range of frequency and amount (including use of PRN orders), method (oral or injection), and duration 

of taking the medications; 
5) The probable side effects of these drugs known to commonly occur, and any particular side effects likely to occur 

in your particular case. 
 

Your signature below constitutes your acknowledgement; 1) that you have read and agree to the foregoing; 2) that the 

medications and treatment set forth below have been adequately explained and/or discussed with you by your supervising 

physician, and that you have received all of the information you desire concerning such medication and treatment; and 3) 

that you authorize and consent to the administration of such medications and treatment.  

 

Medication and Treatment: (Specific instructions)  ______________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

 

Signature _______________________________________ _________________________________________ 

 (Parent/ Legal Guardian)    (Relationship to Child) 

 

Emergency Phone Number: _____________________________       Date _______________   

 

Notations by Physician (if applicable): __________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

* It is recommended that the client receive a physical examination. 
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PHOTO/VIDEO/AUDIO RELEASE 

  

 

I DO give [   ];  DO NOT give [   ] consent for my child to appear in photographs, slides, video tape, film, and/or 

audio tape for use by Village Glen Day Camp or The Help Group. I understand that any or all of these media 

materials may be used by Village Glen Day Camp or The Help Group for public relations, fund raising, training, 

demonstration and/or agency purposes. 

 

I DO give [   ];  DO NOT give [   ] consent for my child’s name and or the family surname to be used for public 

relations, fund raising, training, demonstration, and/or agency purposes by Village Glen Day Camp or The Help 

Group. I waive any and all rights to compensation for any use of these media materials.  

 

_________________________________       _________________________________________ 

Camper’s Name       Parent/Guardian Signature  Date      

          

  _________________________________________ 

  Parent/Guardian Signature  Date  
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AGENCY POLICY REGARDING THE REPORTING OF CHILD ABUSE 

 

 

California law requires that all professional who work with, care for, or otherwise come in contact with children, 

must report all known or suspected cases of child abuse and neglect. 

 

Child abuse is defined as any instance of physical abuse, physical neglect, sexual abuse, or emotional 

maltreatment. 

 

If an employee of The HELP Group has reason to believe that any kind of child abuse has occurred, a report 

will be made to the appropriate authority and parent/guardian will be notified. 

 

I have read and understand the policy regarding the reporting of child abuse. 

 

_________________________________       __________________________________________ 

Camper’s Name       Parent/Guardian Signature  Date      

          

  __________________________________________ 

  Parent/Guardian Signature  Date  

 

 

_________________________________        __________________________________________ 

Witnessed By   Date    Relationship to Client              
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AGENCY POLICY REGARDING THE HANDS ON MANAGEMENT OF BEHAVIOR 

 

 

Only Staff persons certified as competent by The Help Group may utilize “Hands on Management” of behavior 

intervention procedures, and ONLY as a behavioral intervention in the following circumstances: 

a. The child is assessed to be in danger of harming him or herself; and/ or 

b. The child is assessed to be in danger of harming others; and/or 

c. The child is assessed to be in danger of harming him or herself or others in the process of 

misusing, abusing or destroying physical property; and/ or 

d. To prevent major property destruction. 

 

The goal of the intervention procedure is to ensure the safety of the child, his or her peers and the staff. In all 

cases, the dignity and human rights of the child must be safeguarded. Under no circumstances may “Hands on 

Management” be accompanied by any inflictive or retaliatory acts, nor may mechanical restraint of any kind 

may be used. 

 

All episodes of “Hands on Management” must be documented and submitted to the appropriate administrator 

for review and parent notification.  

 

 

_________________________________        _______________________________________ 

Camper’s Name   Date    Parent/Guardian Signature  Date      

          

  ________________________________________ 

  Parent/Guardian Signature  Date  
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TRANSPORTATION POLICY 

 

The Village Glen Summer Day Camp requires that the parent/ guardian(s) of a participant make arrangements 

for transportation. The camp hours are from 9 – 2:30 pm, weekdays. Please make sure that your child is 

dropped off and picked up on time each day. Please be advised that if you are unable to pick up your child on 

time more than once, your child’s participation in the program may be terminated.  

 

_________________________________        ______________________________________ 

Camper’s Name       Parent/Guardian Signature  Date      

          

  _______________________________________ 

  Parent/Guardian Signature  Date  
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CAMP BILLING POLICY AND HELPFUL INFORMATION 

 

 

• A $50 non-refundable deposit is required in order to register your child in camp. This deposit will be applied 

to your balance. 

 

• Camp must be paid for prior to each week your child is enrolled in camp.  

 

• If you are receiving Regional Center funding for camp, please coordinate this as soon as possible! Parents 

are responsible for coordinating with their Regional Center in full. You must notify your Regional Center 

once your child has been accepted to camp. It is in your best interest to get documentation of approvals 

and authorizations.  

 

• If your Regional Center Authorizations are not finalized by the start of camp, we will need to bill your camp 

charges at the start of each camp week to your credit card. Once we receive Regional Center 

reimbursement, we will reimburse you in the amount that was paid by your Regional Center.  

 

• Please remember, it is your responsibility to make sure that Regional Center paperwork and authorizations 

are completed. We would be happy to help you facilitate this process! 

 

 

Please sign stating that have read these policies and agree to comply with them if your child is accepted into 

camp. This policy will also be included with your billing information.  

 

 

Parent/ Guardian Signature _________________________________ Date _________________ 

 

  

 


