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400 Holiday Trails Lane 
Charlottesville, VA 22903 

Ph. (434) 977-3781 
Fax (434) 977-8814 

campisgood@campholidaytrails.org 
www.campholidaytrails.org 
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Camp application fee: $60  (this fee is waived if Early Bird 
application received before April 1!) 
 
Camp fees:   Vary, please see Camper Application 
 
Final application deadline: May 31, 2008  (but apply early as 
acceptance is on a first-come, first-serve basis!) Please allow four weeks for 

processing. 

 
Please make an appt. with your child’s physician 
NOW.  All medical forms must be sent in WITH the camper application.  

(Hint:  possibly save on cost or insurance and make this part of regular appointment vs. 
a special camp physical appointment.)  
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400 Holiday Trails Lane �  Charlottesville, VA 22903 �  Ph. (434) 977-3781 �� Fax (434) 977-8814 

campisgood@campholidaytrails.org 
Additional info. and applications at: www.campholidaytrails.org 

 
Camp Holiday Trails’ mission is to empower, encourage and educate  children with chronic illnesses, 
their families and healthcare professionals by providing a summer camp and year-round programming 

aimed at personal growth. 
Campers must have a cognitive level within 1 or 2 years of their actual age,  be able to function in a 

group and be able to communicate their needs. 

ALL INFORMATION IS CONFIDENTIAL  
 

 

Sibling Name:       ________________________ 
 

Birth Date:   _____    Age (AT TIME OF CAMP:)   ______   Male� ��� Female�  
 

T-shirt size:  ________________ 
 

Sibling of (provide name of Camper attending) : __     ____________ 
 

CONTACT INFORMATION  

 
Camper Address:           _____ 
 

City:       __  State:  ________   Zip Code:  _____ 
 
Parent/Caregiver/Guardian Info.: 
 

Mother/Guardian Name:  _____________________________________  Hm. Ph.#  (_____)__________ 
 

Email:  ___________________________________________________  Cell Ph.# (_____)___________ 
 

Alternate/Wk. Ph.# (_____)___________ 
 
Father/Guardian Name:  _____________________________________   Hm. Ph.#  (_____)__________ 

 

Email:  ___________________________________________________  Cell Ph.# (_____)___________ 
 

Alternate/Wk. Ph.# (_____)___________ 
 
Who has legal custody of this child ?  __________________________  Relationship?  ____________ 
 
How did you hear about Camp Holiday Trails?  ___________________________________________ 
 
Emergency Contacts  Note: Someone must be available for questions and emergency pick-up at all 
     times your child is at Camp. 

 

Emergency Contact Name:  ________________________________________   Hm. Ph.#  (_____)__________ 
 

Cell Ph.# (_____)___________ 
 

Alternate/Wk. Ph.# (_____)___________ 
 

Primary Care Physician’s Name :  ________________________________  Ph.#(_____)___________ 
 

Address:  ____________________________________________  Emergency Ph.#(_____)__________ 
 

Fax#(_____)___________ 
 

�

DEADLINE: 5/31/08 
Rec’d.:  ________  

If you need any assistance completing this applicat ion,  
our Camp Staff is here to help.   

Just call (434) 977-3781 or email: 
campisgood@campholidaytrails.org  p. 1 of 4  



01/07 

���������	   Does your child have any DRUG, LATEX, FOOD, INSECT or other allergies?       YES���� NO   
ALLERGY REACTION (please note if 

anaphylactic) 
TREATMENT 

   
   
   
   

 
Does your child have any medical challenges?   (Examples: asthma, constipation, sleepwalking, 
hearing or vision loss, bed wetting, developmental delay, etc.)   

      

    YES� �� NO        If yes, please explain:  ___________________________________________________ 
 

_________________________________________________________________________________________ 
 

Have there been any significant changes in your child’s home life  over the past year (i.e. moving, 
separation, divorce, adoption, death in the family, loss of employment, etc.)?    YES  �NO   

 

If yes, please explain           ___________ 
 
             _____ 
 
Camp Holiday Trails plans activities for ages 5-17.  Campers must have a cognitive level within 1 or 2 y ears 
of their actual age.  At what age does your child function? 
Younger than 5     Age 5-7     Age 7-9      Age 9-11     Age 11-13      Age 13-15     Age 15-17  
 
Has your child attended Camp Holiday Trails  before? YES        NO          If yes, what year(s)?  _________ 
 
What are some of your child’s favorite activities, books, music, etc.?  ________________________________ 
 

_________________________________________________________________________________________ 
 
Camp Holiday Trails accepts children with a history  of blood borne pathogens, including HIV. We 
practice strict universal precautions and maintain appropriate medical record confidentiality. 
 
 

  PARENT PERMISSION 
 
Would you like your child to participate in the therapeutic horseback riding program?       YES      NO  
 

May we use photos or videos of your child for promotional purposes?         YES        NO  
 

2008 CAMP DATES 
 
PLEASE MARK ONE CIRCLE! 
 
SESSION 1:  Young Camper Week, ages 5-12 with speci al medical need and their siblings    
One week: June 22 - 27 /$560, fin. aid available  
 
SESSION 4:  Camp Youngblood, for children with hemo philia and their siblings     July 27 – Aug. 1 
Partnership with the United VA Chapter-National Hemophilia Foundation/no fee  
 
I have completed this application to the best of my knowledge. I understand that incomplete or inaccurate 
information may result in the inability of this camper to participate in the Camp Holiday Trails program. 
 
Name of person who completed this application:         _____ 
 

Relationship to applicant:       _______________  Date  __________ 

p. 2 of 4  
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PHYSICIAN or MEDICAL PROFESSIONAL MUST COMPLETE THE  
CAMPER HEALTH FORM ON THE FOLLOWING PAGES BEFORE  
SUBMITTING THIS APPLICATION.    
 

CAMPER HEALTH FORM (w/in 6 mos. of Camp)  
 

Today’s Date:    ______________ 
 

Camper’s Name:  __________________________________________  DOB:  ______________  
 

GENERAL INFORMATION  
   

Drug Allergies:  ____________________________________________________________________________ 
 

_________________________________________________________________________________________ 
 
Other allergies and significance (latex, bee stings, peanuts, etc.):  ____________________________________ 
 
___________________________________________________________________________________________________ 
 

PHYSICAL EXAM  
 
Hgt ________ ft ________ in Wgt ________lb BP ________ 
 
Pertinent Findings:  ________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
MEDICATIONS – routine AND PRN (attach additional sheet if necessary) 

Medicine Name Dose Route Frequency 
 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

Please list any surgeries:  ____________________________________________________________________ 
 

_________________________________________________________________________________________ 
 
Hospitalizations within the last 12 months:  ______________________________________________________ 
 

_________________________________________________________________________________________ 
 

Braces, wheelchair or other mobility challenges:   YES        NO          If yes, please explain:  ___ _________ 
 
 
Has this child had appendix removed? YES         NO        
 
 
Special diet/nutrition requirements :  __________________________________________________________ 
 

p. 3 of 4  
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Is this child developmentally appropriate for his/her age?     YES         NO      
 

If NO, at what (approximate) age does the child function:  __________ 
 

   IMMUNIZATION RECORD 
 

·  Hep B: date of last immunization:  __________ 
 

·  Varicella/chicken pox: date of last immunization:  __________ 
 

·  DPT:  date of last immunization:  __________ 
 

·  MMR:  date of last immunization:  __________ 
 

·  If tested for HIV, status:  __________ 
The Medical Team of Camp Holiday Trails encourages use of the Menactra vaccine in children over age 11, per 
AAP guidelines. 
 

PHYSICIAN/MEDICAL PROFESSIONAL RECOMMENDATION  
 
Based on my knowledge of this patient, ___________________________,      YES     this child should be  
                     (Camper’s Name)   
considered for acceptance at Camp Holiday Trails.  I have examined this child and find him/her physically able 
to attend camp.  I understand that the above medical program will be followed while he/she is at Camp.  If 
necessary, I will work with Camp Medical Staff to meet this child’s needs. 
               
If you are NOT recommending this child, please explain:  ___________________________________________ 
 
_________________________________________________________________________________________ 
 
 
_________________________________ _________________________________  ___________ 
      Provider Signature            Print Name             Date  
 
_________________________________ _________________________________   
     Clinic Name                           Hospital Affiliation  
 
(______)_________________________  (______)_________________________   (______)_________ 
         Phone                           Emergency/On Call Phone        Fax 
 

 

IMPORTANT! 
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