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Day Camp _____________________________________________________________________________________________________


Adult Name ____________________________________________________________________________________________________


Address _______________________________________________________________________________________________________


City _______________________________________________________ State __________________________ Zip ________________


Phone ( ____________ ) _______________________________  Alt. Phone ( ___________ ) _________________________________


Email _________________________________________________________________________________________________________


Send your fully completed “Day Camp Volunteer Application”, accompanied by the 
completed “Day Camp Health Form”, to the address listed on the information page 
of the day camp you are interested in. A completed application packet does not 
guarantee day camp placement.  Contact the appropriate day camp registrar with 
questions.  DO NOT mail day camp applications to the council offi ce.


Are you a registered Girl Scout?
(All day camp adult volunteers must be registered Girl Scout 
members.)


 ❑ No, I am NOT currently registered as a Girl Scout.  
 If no, you will need to complete the “Adult Registration/


Application”, include $12.00 for annual Girl Scout mem-
bership, and send it to the Girl Scout council offi ce.


 ❑  Yes, I am a registered Girl Scout.


 Are you a current Girl Scout leader? ❑  Yes ❑  No
 Have you completed the Volunteer Application Process?


(Any volunteer working directly with children, for any 
length of time, is required to complete the Volunteer 
Application Process.  This includes an application,  dis-
closure, background check and membership registration.  
Check with your day camp for more information.)


 ❑  Yes  ❑  No ❑  Unsure


 Other Information:  


  _________________________________________________


  _________________________________________________


  _________________________________________________


  _________________________________________________


  _________________________________________________


  _________________________________________________


  _________________________________________________


  _________________________________________________


For the following, see the description of your day camp 
for availability and specifi c information.
I will volunteer: ❑  ALL WEEK or ❑  Monday ❑  Tuesday 


❑  Wednesday ❑  Thursday ❑ Friday


I would like to help with: (check all that apply)
❑  Daisies ❑  Brownies ❑  Juniors ❑  Girls 11-17 (PA/PAIT)


❑  Under 5 yrs ❑  Boys ❑  Other (not in a unit)


Special Skills: ❑  Cooking ❑  Crafts ❑  Singing


Other ________________________________________________


______________________________________________________


______________________________________________________


______________________________________________________


______________________________________________________


T-Shirt size: ❑  Sm ❑  Med ❑  Lrg ❑  X-Lrg
❑  XX-Lrg ❑  Other _____________


If possible, do you want to be placed with your camper?
❑  Yes ❑  No
Note: Some day camps do not allow parents to be placed in 
a unit with their child.


Staff Children: List your children who will be attending day 
camp by full name, program level and/or unit.


______________________________________________________


______________________________________________________


______________________________________________________


______________________________________________________
(See specifi c day camp information on age limits for staff 
children.)


(if applicable)





		Day Camp: 

		Adult Name: 

		Address: 

		City: 

		State: 

		Zip: 

		Email: 

		Area Code: 

		Phone: 

		Alt Area Code: 

		Alt Phone: 

		Other Skills: 

		Monday: Off

		Tuesday: Off

		Wednesday: Off

		Thursday: Off

		Friday: Off

		Daisies: Off

		Brownies: Off

		Juniors: Off

		11-17: Off

		Under 5: Off

		Boys: Off

		Other: Off

		Cooking: Off

		Crafts: Off

		Singing: Off

		Small: Off

		Med: Off

		Lrg: Off

		Xlrg: Off

		XXLrg: Off

		All Week: Off

		Other Size: Off

		T-shirt details: 

		Placed w/Camper: Off

		Child 1: 

		Child 2: 

		Child 3: 

		Child 4: 

		Registered: Off

		Leader: Off

		VAP: Off

		Other Information: 
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 Adult   Camper  


Name ________________________________________________________ Date of Birth ____________________ Sex __________Age ________


Address ________________________________________________________ City _________________________ State _______ ZIP ___________


Parent/Guardian Name(s) __________________________________________________________________________________________________


Primary Phone ( __________ ) __________________________________   Secondary Phone ( ____________) _____________________________


Emergency Contact #1:  Name _______________________________________________________ Relationship __________________________


Daytime Phone ( ______________ ) ________________________________  Evening Phone ( ____________ ) _____________________________


Emergency Contact #2:  Name ______________________________________________________ Relationship __________________________


Daytime Phone ( ______________ ) ________________________________  Evening Phone ( ____________ ) _____________________________


Family Medical/Hospital Insurance Carrier ______________________________________________ Policy or Group # ____________________


Health History Record  (Check all that apply)
Chronic or recurring illnesses:
  Heart Defect / Disease ________________________________________
  Seizures ____________________________________________________
  Bleeding / Clotting ____________________________________________
  Asthma _____________________________________________________
  Diabetes ____________________________________________________
  Other (specify) ______________________________________________
Any restrictions concerning physical activities?
  No   Yes.  Please describe any conditions: 
________________________________________________________________
________________________________________________________________


Allergies:
  Food ________________________________________________________
  Peanut ______________________________________________________
  Insect Stings _________________________________________________
  Medicine / Drugs _____________________________________________
  Other (specify) ______________________________________________
Special dietary restrictions? ______________________________________
Tetanus    Date of last booster? (year) ___________________________
Please list any medications taken on a daily basis, including over-the-
counter medications:  ____________________________________________
_________________________________________________________________


Camper
I/we verify that this health history is complete and accurate.  My child has permission to engage in all prescribed activities, except 
as noted by me.  In case of illness or injury, I/we give permission for her/him to receive first aid and to receive emergency treat-
ment from a licensed physician, emergency medical services or other health care professional.  It is understood that all reasonable 
efforts will be made to contact the parent or guardian. I/we verify my child has my permission to receive the above-mentioned 
over-the-counter medications.


 Signature of Parent(s)/Guardian __________________________________________________________ Date ____________________


Adult
I verify that this health history is complete and accurate.  I am able to engage in all prescribed activities, except as noted.


 Signature of Adult _______________________________________________________________________ Date ____________________


Camper Only  -  Over-the-Counter Medications
According to our Day Camp Protocols and Health Care Procedures, our health care staff can administer certain types of over-the-
counter (OTC) medications.  In order for your camper to be able to receive these, we need to have a parent/guardian signature.


Check box if camper MAY RECEIVE any of the following OTC medications:
  Acetaminophen (Tylenol or generic)   OTC Antacid (Tums)
  Ibuprofen (Advil or generic)   Calamine lotion
  Diphenhydramine (Benedryl or generic)   Antibiotic Ointment
  Non-medicated cough drops   Sunscreen (without PABA, minimum SPF 30)
  Insect repellent (may contain up to 15% DEET)   Hydrocortisone


(Unchecked boxes means camper MAY NOT receive that medication.)


Weight of child for
dosage purposes:


______________





		Name: 

		Date of Birth: 

		Age: 

		Address: 

		City: 

		ZIP: 

		ParentGuardian Names: 

		Primary Phone: 

		Secondary Phone: 

		Emergency Contact 1  Name: 

		Relationship: 

		Emergency Contact 2  Name: 

		Relationship_2: 

		Special dietary restrictions: 

		Adult or Camper: Off

		Emergency 1 Daytime Phone: 

		Emergency 1 Evening Phone: 

		Emergency 2 Daytime Phone: 

		Emergency 2 Evening Phone: 

		Insurance: 

		Policy Number: 

		Food Allergy: 

		Peanut Allergy: 

		Insect Allergy: 

		Drug Allergy: 

		Tetnus year: 

		Restriction Description: 

		counter medications: 

		Weight: 

		Parent Signature Date: 

		Adult Signature Date: 

		Physical Restrictions: Off

		Heart Defect Description: 

		Seizure Description: 

		Bleeding Description: 

		Asthma Description: 

		Diabetes Description: 

		Other Chronic Description: 

		Other Chronic: Off

		Food: Off

		Peanut: Off

		Insect: Off

		Drugs: Off

		Other Allergy Description: 

		Other Allergy: Off

		Booster: Off

		Heart Defect: Off

		Diabetes: Off

		Seizures: Off

		Bleeding: Off

		Asthma: Off

		Acetaminophen: Off

		Ibuprofen: Off

		Diphenhydramine: Off

		Cough Drops: Off

		Repellent: Off

		Antacid: Off

		Calamine: Off

		Antibiotic Ointment: Off

		Sunscreen: Off

		Hydrocortisone: Off

		Sex: 

		State: 





