    Office use only:   Date app. Rec’d                        Amount of Donation                                                                                                                                            

DASA Foundation, Inc.

 Retreat Application
      Adult Participant


SECTION ONE: BACKGROUND INFORMATION
Name:          
     
     
            (Last)                             
             (First)                                         (Middle)

 Address:              
     
     
                 (Street)   
                    (City)                                                     (State & Zip )

 Phone:                   
      
               (Home)                                          (Cell)

Birthdate:                        Sex:                   Height:                  Weight:      
NURSE, AID OR VOLUNTEER NAME:      
Medical Insurance Coverage: 

Company Name ( Blue Cross/ Shield, Medicaid, etc.):      

Policy Holder’s Name:      
Policy/ Group Number:      
Primary Care Physician:      
Address:                                             Phone:      

Please list any Medication allergies:      
Please list any Food Allergies:      
Since some of the participants may be accompanied by a service dog, please indicate any typical adverse reaction you may have so that appropriate action can be taken      
Have you seen a psychiatrist/psychologist in the last 3 years?  YES  FORMCHECKBOX 
 or NO  FORMCHECKBOX 
 (check one) 
If so why?       
Are you being followed by a psychiatrist/psychologist for any acute or chronic condition?
If so why?      
Have you been exposed to a communicable disease in the last six months? YES  FORMCHECKBOX 
 or NO  FORMCHECKBOX 
 (check one)

Important: Please notify DASA Foundation, Inc if you have been exposed to a communicable disease after submission of this application.

SECTION  TWO :  MEDICAL CONSENT, EMERGENCY CONTACT & RELEASE

The health history contained in this application is correct so far as I know . I am able to engage in all activities during this event, except as noted by me. I certify to the best of my knowledge that I do not have a contagious or communicable disease or condition. I also understand that DASA Foundation, Inc and Variety Club Camp are not responsible for illness due to previous poor health conditions or illness incidental to attending the Retreat.

In the event of a serious medical problem the medical staff or the event coordinator or the emergency medical personal, nurses, physicians, and or surgeons will contact parents, spouse or persons listed on the next page to advise them of my condition, treatment, or need for continued medical attention.

	In case of emergency contact:
	Alternate Contact:

	     
Name
	     
Name

	     
Relationship
	     
Relationship

	     
City
	     
City

	     
State
	     
State

	 Phone:                                                
                Home                            Cell
	 Phone:                                                
                Home                            Cell


SECTION THREE:   ORTHOPEDIC/MEDICAL EQUIPMENT NEED

What diagnosed physical disability do you have?      

Is participant ambulatory?      

Manual or power wheelchair bringing to the Retreat?      
Do you require:


	Assistance with stairs:
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      

	Assistance to stand:
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      

	Assistance to transfer:
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      

	Assistance with dressing:
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      

	Assistance with toileting:
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      

	Assistance with bathing
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      

	Assistance with eating:
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      

	Special positioning in bed:
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      

	Turning in bed at night
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      

	Urinal at bedside:
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
   Details:      


Important: Please be sure to have each item clearly identified with your name. It is your responsibility to bring all necessary personal equipment to the Retreat.
I understand that the equipment I bring to the Retreat must be to the best of my knowledge, in good operating condition and that any repairs made to the equipment while at camp that are a result of routine use will be my responsibility.  Initials:      
SECTION FOUR: MEDICAL PROFILE
Do you have a history of any of the following illnesses or conditions?      (Check each answer)

	Seizures/Convulsions
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 
	Diarrhea
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 

	Urinary Tract Infections
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 
	Frequent Colds
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 

	Sinusitis
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 
	Wheezing
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 

	Severe Menstrual Cramps
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 
	Hay fever
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 

	Constipation
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 
	Indigestion
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 

	“Swimmer’s” Ear
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 
	Ear Infections
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 

	Hepatitis Exposure
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 
	Bee Sting Reactions
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 

	Diabetes
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 
	Asthma
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 

	Pneumonia
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 
	Headaches
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 
 

	Smoking
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

	Other (List all conditions not noted)
	     


List any recent operations you have had in the last six months and the dates incurred.

     
Medication: Please bring enough of your medication for the weekend plus 2 additional doses. All prescription medications must be brought to camp in the original container(s) with original pharmacist label(s) or ask your pharmacist for an extra, fully labeled container for use at the Retreat. Your medications are your responsibility. We will have a Nurse on staff for emergency . Please notify us when you arrive at the Retreat that you have meds and  if you need your volunteer’s assistance with dispensing your medications.

Please list all medications you must take, and the schedule for taking them.

             
     
     
Medication Name                                                   Dose                             Time Doses Given

             
     
     
Medication Name                                                   Dose                             Time Doses Given

             
     
     
Medication Name                                                   Dose                             Time Doses Given

Additional Health Information:      
RELEASE
In consideration of: Disabled Adults Social Activities Foundation, Inc. permitting me to attend the “Retreat” weekend, I the undersigned for myself and or my heirs, executors, administrators, assigns and all legal guardians, Waive and release any and all  rights and claims of any  nature, founded in whole or in part upon any type of negligence that I may have against Disabled Adults Social Activities Foundation, Inc. or their representatives, heirs, executors, administrators, successors and assigns ( the “Released Parties”) arising out of or resulting from any and all injuries or damages of any nature, including death, which I may suffer while taking part at the “Retreat”. I understand that this means that I agree not to sue any or all of the Released Parties in connection with the event. I further understand that I assume all risks in participating in the “Retreat”. Alcohol, drugs and weapons are forbidden on the camp grounds. Also smoking is not permitted except in designated areas. Leaving the campgrounds for any reason during the “Retreat” is prohibited unless approved by a DASA board member.The only dogs allowed on camp grounds are assist dogs for campers. You must also be physically able to care for a camper to be a volunteer.

Signed: _________________________________________________    Date: ________________________
Printed Name:                    
Date:      
Please complete application and e-mail to Dasaboard@comcast.net.
 

Minimum donation of $60.00 is requested. This donation covers BOTH the Adult Participant and Volunteer, Nurse, or Aid. 
                                        
Send to:    DASA Foundation Inc.

                  100 Kirkwood Rd

                  Gibbsboro, NJ 08026-1418
This information on this application is required for DASA retreat use only and will be held in the strictest of confidence in helping to make the applicant’s experience positive and more enjoyable.  

*************************************************************************************************************


