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of SOUTHERN
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The Painted Turtle 15490 Ventura B Ivd # 210

17000 Elizabeth Lake Rd Sherman Oaks CA 91403

Lake Hughes, CA 93 532 Phone 818 -783 -8153

Phone: 661 -724 -1550 Fax 818 -783 -8160

Fax: 661 -724 -1566

Camp sessions at The Painted Turtle are just around the corner and webdre ve

another remarkable summer with all our campers.
So that we may provide the best care possible, we want to know as much as we can about your child

before he/she arrives at camp. While we know t hey will have an amazing time at camp, we want to ensure

this by understanding their specific medical and social needs so we ask that you fill out the enclosed form S

to help us get to know your child.

Although we wish we could take every child who applies to camp, we may not have room for everyone to

attend . We will let you know in May if yo ur child will be attending camp. Webre | ooking forward

magical summer!

7 “‘",;.Q/ :‘,"’,/,.‘ % LS %-c“@}///i"w‘”
Ben Meisel, MD Blake Maher Mohammad Malek, MD
Medical Director Camp Direc tor Medical Director, NKFSC Camp

KIDNEY SESSION APPLICATION CHECKLIST

Camp Session June 22 - 28 for campers age 9 -16
T For the safety of all our campers, we require thaPleasareviewyour
the attached Immunization Requirements __and arrange to have any necessary vaccines given.
1  Once your child has been accepted for camp, he/she will need to be seen by his/her doctor on the

following schedule so that the most current medical information is provided to the camp staff:
o Dialysis camper within 10 days of Camp (between June 11 -June 21 )

o Transplant campe r within 1 month (between May 21 -June 21 )
0 General Nephrology camper within 3 months (between March 21 and June 21 )
1  When all forms in this packet are complete, please return th em to The Painted Turtle or to your nurse
specialist.
FORM DESCRIPTION FILLED OUT BY
[IPainted Turtle Camper Application Camper information Parent
(medical/contact/emergency)
[JPhysiciandésmMedi cal F Physician
DHEMODIALYSIS CAMPERS -PINK FORM Physical exam by doctor
BALL OTHER CAMPERS-GREEN FORM
[] Teacher/Education Questionnaire Ch i | etlécation profile Teacher /Social Worker
[] Authorization & Release Form Safe_ty/llabll ity - Signature Parent
required
] Consent for dialysis For dialysis campers only Parent and Physician
] Copy of Insurance card Insurance information Parent
The entire completed application must be returned by April 1, 20 08 . to be considered for a camp session.
If you have any questions regarding the application, please contact Wendy Estevez, , Director, Patient & Communi  ty
Services, National Kidney Foundation of Southern California at 818 -783 -8153, or Margaret Davis at The Painted Turtle

at 661 -724-1768 ext 202.



Camper Name DOB

The Painted

Turtle

CHECK 2008 CAMPER APPLICATION
ONE SESSION
Z Liver Transplant & Arthritis /Rheumatic Disease
z Kidney Disease/Transplant Z Skeletal Dysplasia
VA Hemophilia/V\WF &Thalassemia ya Type | Diabetes
To BE COMPLETED BY PARENT OR GUARDIAN (Please print legibly.)

Camper 6s Fu Goes by:

Age at Camp: Date of Birth: __Male __ Female School Grade in 07-08:

Mailing Address:

City: State: Zip: County:
Home Phone: Email:
Camper ds Pri ma __ English _ Spanish __ Other: Does camper speak English? Y /N

Ca mp e rShig SiZE: (circleone) Youth S M L Adult S M L XL XXL

Parent / Legal Guardian

Full Name: Relationship to Camper:
Street Address:

City: State: Zip: County:
Home Phone: Work Phone:

Cell Phone: Email:

Parent / Legal Guardian Check box | if same as above

Full Name: Relationship to Camper:
Street Address:

City: State: Zip: County:
Home Phone: Work Phone:

Cell Phone: Email:

With whom does the camper reside? Check all that apply.

___Mother __ Father __ Stepmother __ Stepfather If parents are divorced, who has legal custody?

__Brother(s); How many? Sister(s); How many? __ Other:

Emergency Contacts

Pleaselist TWOadul ts (other than the childbés parent or guardian) who, rniyourchihe c as
over to if you are not available.

Full Name: Relationship to Camper:
Home Phone: Work Phone: Cell Phone:
Full Name: Relationship to Camper:




Camper Name

DOB

Home Phone:

Work Phone:

Medical Provider Contact Information

Cell Phone:

Specialist: Hospital:
Office Phone: Office Fax:
Nurse/Coordinator Office Phone
Pediatrician: Office Phone
Dentist: Office Phone:

Social Worker:

Office Phone:

Therapist:

Office Phone:

Other (specify):

Office Phone:

Insurance Information

NOTE: You must ALSO include a TWO-sided copy of your insurance card (and a pharmacy card, if applicable.)

Insurance Company:

Policy/Group Number:

Address:

Contact Number:

Name of Insured:

Relationship to Camper:

CCS # (if applicable):

Medicaid/Medi-Cal # (if applicable):

CCS Case Worker and Phone
Number ( if applicable):

Immunization Record

NOTE: Please complete the fieldsin t h e

b o x

bel ow OR attach a copy of

your childés current

Dtap/DT/Tdap:

MMR:

Date of Last Tetanus Booster (required every 10 yrs):

Polio (IPV/OPV):

Pneumococal (PCV, Prevnar, Pneumovax):

Hepatitis B:

Varivax:

TB Skin Test (optional):

Check box | if UNABLE to receive live vaccines

OR Date child had chicken pox:

CIRCLE Results: positive / negative

Meningococcal:

Hepatitis A: HIB/Hflu Vaccine:

If positive, explain treatment:

Was it diagnosed by an MD? Y /N

Treatment Record

Date of Most Recent

Reason for Most Recent

Number in Past 12 Months

Doctor Visit

ER Visit

Hospitalization

Surgery




Camper Name DOB

Medical History

Diagnosis: Date of Diagnosis or Transplant:

Other Medical Conditions: Check any other medical conditions your child has.

__headaches ___stomach aches ___constipation ___incontinence ___sinusitis __PE/ear tubes

___ arthritis __rash __ fissure ___vision loss __hearing loss ___earaches
__fainting __ palpitations __hypertension __diabetes ___immunodeficiency __bleeding disorder
___kidney infection ___urinary tract infection ___seizures; date of last: __other:

___asthma,; severity: __mild __ moderate __severe Is aninhaler used? Y /N

If female, has she begun her menstrual cycle? Y /N Typical treatment for menstrual cramps:

Comments: Pl ease provide additional de¢medicd conditioa gnd ang otherchegkedwconditorts.i | dds pr i

Anatomy / Devices: Please place a check next to any anatomy or devices your child has. Check boxif  NONE
__ostomy __ G-tube __ tracheostomy _ VP shunt: date last revised __hearing aids  Other

__centralline ___ portacath ___ dialysis catheter ___fistula If checked, describe location:

___needs urinary catheterization If yes, How often Does your child self catheterize? Y /N

Comments: Please describe care for any of the above:

Behavioral/Emotional Conditions: Check any behavioral or emotional conditions that your child has been diagnosed with.

___anxiety ___depression ___ ADD/ADHD __other:

1 Has your child been prescribed any medication for the above-checked items? Y /N

1 Has your child seen a therapist or social worker in the last 12 months? Y /N

Comments:

Current Medication Regimen

Oral Medications, Vitamins, Supplements: List ALL of the oral medications, vitamins, supplements your child is currently taking.

. Dose per Administration
Drug Name Strength/Concentration Breakfast Taneh Dinner Bedtime
Example Drug XYZ 10 mg 1 pill NA 2 pills NA
IV, Injections, Feeding Tubes: Include ALL, including those not taken daily
Drug Name Strength/Concentration Route Dose Freguency

PRNSs: List any drugs that are only taken as needed, specifying the name of the drug and the corresponding dosage.

Medication: Medication: Medication:




Camper Name DOB

| Dosage: |  Dosage: |  Dosage:
Allergies
Check box if NONE Allergy Reaction Typical Course of Treatment

Requires Epi -pen
To Medication

Requires Epi -pen
To Food

To Other (pollen, Requires Epi -pen
horses, bees, latex, etc.)

Dietary Restrictions
Check box if NONE

__lactose intolerant ___vegetarian __ Celiac disease Milk Protein Kosher __other:

Comments: Pl ease offer additional ietaryiedribtbrs. r egarding your childoés di

Daily Activity Participation

CHECK if your child requires significant assistance with any of the following. = CIRCLE if total assisted care is required.

__Daily Care (i.e. dressing, brushing teeth) __Bathing/Showering __ Meals __ Toileting/Bathroom

Can your child walk 1/4-1/2 mile unassisted several times a day? Y /N Does s/he require any of the following?

__Wheelchair __Braces __Splints __ Crutches __ Other:

Comments:

What is your chil ddés csamiomms wmigm | evel ? __ beginner __ intermed

Please list ANY activities in which the camper CANNOT participate, and explain why. See below for a sample list of activities.
Check box if NO RESTRICTIONS

All activities are supervised and include but are not limited to: (1) archery, (2) arts & crafts, (3) baking/cooking, (4) boating, (5) creative arts (writing &
photo), (6) discovery (science & nature), (7) fishing, (8) gardening, (9) horseback riding, (10) outdoor camping and cooking, (11) performing arts, (12)
ropes course & climbing wall, (13) sports & recreation, (14) swimming, (15) woodworking.

Camper Profile

Camp/Sleep-away Experience: Has your child ever done any of the following?

__attended a day camp attended Painted Turtle __attended another sleep-away camp __been away from home for 5 days
Is your child planning to attend another camp this summer? Y /N If yes, which one:
Comments:

Attitude about Camp: How does your child feel about attending the Painted Turtle this year?

___nervous ___excited __fearful __hopeful __resentful __other:

Comments:

Personality Traits: Which characteristics best describe your child?

shy ___makes friends easily __easily frustrated/angered __ participates well with others __aleader __afollower

___sensitive ___competitive ___aggressive __mature for age ___outgoing __especially active

Comments:




Camper Name DOB

Camper Profile (continued)

Bedtime:P|l ease check any of your camperds bedtime habits, and desc
__ bedwetting __fear of dark __sleepwalking ___nightmares __night terrors
__difficulty falling a sleep __difficulty waking ___snoring __talks in sleep __other:

Comments:

Communication: Campers must be able to communicate their needs while at camp. Does your child have any special communication
needs (sign language, spelling boards, etc.)?

Attitude about medical condition: Please check which, if any, medical condition-related issues are hardest for your child to manage/cope
with.

___peers/relationships __body image ___adherence/compliance __other:
Comments:
What are your childdéds special interests and hobbies?

In what situations does your child feel least comfortable? Most comfortable?

At times, all children can feel frustrated or angry. When your child is angry, how does s/he handle his/her anger? Any suggestions for
helping your child in such situations?

What other challenges might your <chil doés cwamysw thiddbe best sugpartediresuch wh
situations?

Does your child have any unusual behaviors or fears? Y /N If yes, please explain.

Have there been any recent changes in your chiapptybs | ife, family
__death __divorce ___moving __custody issues __ change schools __other:
Comments:

If you will not be at home/work while your child is at camp, where will you be and what number(s) can we use to contact you?

Please offer any additional information that may help us better serve your child.




Camper Name DOB

Confidential Campership Information

The Painted Turtle is made possible through generous donations and grants from public and private organizations. Without the se
generous gifts, the cost for each camper to attend a week at camp would be approximately $2500. Please complete the following

information, which helps our prospective donors evaluate our programs.

Camper ds a Zip code:
Ethnicity: [J American Indian [ Asian [ Black [ Filipino
[ Pacific Islander [ white [ Hispanic [ other

Please list each dependant in your household

Relationship to camper: Age: Gender:
Relationship to camper: Age: Gender:
Relationship to camper: Age: Gender:
Relationship to camper: Age: Gender:
Relationship to camper: Age: Gender:

Who are the primary income providers?

[0 Male [ Female
[0 Male [ Female
O Male [ Female
O Male [ Female

O male [ Female

What is the  TOTAL number of persons residing in the home?

Annual Family Income

Please check the amount closest to your family income:

O $0-$5000 O  $6,000 -$8,000 O  $8,000 -$10,000
O $12,000 -$15,000 OO0  $15,000 - $20,000 O  $20,000 -$26,000
O $31,000 -36,000 O  $36,000 - $42,000 O  $42,000 -$47,000
O Over $53,000

California County an d Governmental Assistance
If you and your child(ren) receive assistance, please indicate below:

TANF: [Jyes [No SSI: Ovyes O No

How did you hear about The Painted Turtle?

(]
(]
(]

$10,000 -$12,000
$26,000 -$31,000
$47,000 - $53,000



Camper Name DOB

The Painted Turtle

Authorization and Release Form 2008

Name of child who will be a camper at The Painted Turtle Camp:
(hereinafter referred to as the "Applicant”)

Note: Please read the following information carefully. Every item on this page must be understood before signing. If
there are any questions, please call The Painted Turtle a t (661) 724 -1550 for clarification.

Please initial
The Painted Turtle Camp is located at 17000 Elizabeth Lake Road, City of Lake Hughes, each box below:
State of California (hereinafter referred to as the "Camp").

| certify that | am the parent or leg al guardian of the above named Applicant.

| understand that Applicant will be participating in many physical activities at the Painted
Turtle Camp. All Camp activities are supervised.

Equestrian activities are conducted in a controll ed riding arena. Our equestrian staff members are
trained professionals, and the safety of the child is always paramount. Supervised, led trail rides may
also be offered to children with parental/medical approval.

The Camp also provides a high and low rop es program that offers an adventurous opportunity and is
supervised by professionally trained program staff. All participants wear the safety equipment
provided, including helmets and harnesses.

The Campds swimming program i s s trgnedrandicestified lifdogyardmstafb f e s s i
The chlorinated and heated swimming pool has wheelchair accessible water entry and is universally
accessible.

The Camp is in development of an organic gardening program that will involve campers digging in the
soil and planting/harvesting flowers, fruit and vegetables at camp . Garden gloves are used for all
gardening activities and edibles are washed thoroughly before cooking or consumption.

| specifically give permission for the Applicant to participate in the fol lowing supervised
activities at the Camp: (a check mark in front of the activity means that you give
permission for your camper to participate)

Z/Horseback riding ZRopes program ZSWimming (pool only) ZOrganic gardening

| give permission for Applicant to participate in all of the activities at camp.
Please note any exceptions here:

| authorize the Camp medical staff to provide the Applicant with medical care
which is deemed necessary by the Camp medical staff.

| authorize the Camp medical staff to consent to any emergency medical care or treatment,
includin g the dispensing of medicine, examinations, immunizations, x -rays, tests, dental
care, anesthetics, medical or surgical diagnosis or treatments, and hospital care, to be

rendered to the Applicant as deemed necessary by the C amp medical staff.

| also give ¢ onsent for any transportation deemed necessary or appropriate, at the

discretion of the Camp, in connection with the medical treatment of the Applicant.

I assume financial responsibility for any and all medical and other expenses incur red for or
on behalf of the Applicant while at the Camp or offsite.

DIABETES CAMPERS ONLY: | authorize the Camp medical staff to provide the Applicant

with medical care, which is deemed necessary by the Camp medical staf f, including but not
limited to the adjustments of insulin and diet as needed based on the decision of medical

staff. Applicant may also participate in medical and dietary education and education about

insulin administration and adjustment.




Camper Name DOB

| authorize Camp medical staff to release Applicant's medical records to Camp medical and
non - medical staff and to third parties, for the purposes of Applicant's medical treatment,

the non -medical care of Applicant, referral, billing, or in surance purposes, as deemed
necessary by Camp medical staff.

I authorize individual (s) |isted as fiemergency
its bus stop and to authorize medical care.

| authorize Camp staff to provide tr ansportation to the Applicant, as needed, while the
Applicant attends the Camp. | release the Camp from all claims, damages and liabilities
that may result, directly or indirectly, from any injury that Applicant may suffer during such
transportation.

| authorize the Camp Director to return the Applicant to his/her home for any serious
violation of the Camp rules. | agree that the Camp Director shall be the sole judge of what
constitutes a serious violati on.

I understand that, in order for Applicant to attend the Camp, | must give up any rights to
hold the Camp liable for any injury or damage, which the Applicant may suffer while
attending the Camp or participating in the activities off ered at the Camp.

I voluntarily release the Camp, its officers, agents, and employees from any and all liability
resulting from or arising out of the Applicant attending the Camp or participating in the
activities offered by the Camp.

I understand and agree that this Release will have the effect of releasing, discharging,

waiving and forever relinquishing any and all actions or causes of action that | may have or
have had, whether past, present or future, whether know n, or unknown, and whether
anticipated or unanticipated by me, arising out of the Applicant attending the Camp and/or
participating in the activities offered by the Camp. This Release constitutes a complete

release, discharge and waiver of any and all acti ons or cause of action against the Camp,
its officers, agents, or employees.

I understand and agree that this Release will be binding on me, my spouse, the Applicant,

my heirs, my personal representatives, my assigns, my children and an y guardian ad litem
for said children. | understand and agree that by signing this Release, | am agreeing to

indemnify and hold the Camp, its officers, agents and employees harmless from any and all

liability or cost, including attorneys fees associated wi th or arising from the Applicant
attending the Camp and/or participating in the activities offered by the Camp.

| have read the above information carefully, and | have fully understood each item prior to
initialing it. | understand that if | have any questions regarding anything contained in this
Release, | may call The Painted Turtle at (661) 724 - 1550 for an explanation.

I understand that as a condition of Applicant attending The Painted Turtle, the camp may use Appl icant's name,
photographs, other reproduction(s) and likenesses in connection with activities and publications of the Camp. The

Painted Turtle respects the privacy of its campers and their families and does not allow unauthorized visitors to

photograph its campers.

This Release has been executed as of ,200__

Print Name:

Signature: Capacity (Parent, Guardian, etc.):




Camper Name

DOB

PD/Transplant/GN PHYSICIAN FORM

Renal diagnosis:

- (TO BE COMPLETED BY MEDICAL STAFF)

Date of diagnosis:

Secondary
diagnoses:

Other Medical Co nditions :

Most recent laboratory values : Date labs drawn

HgbHet: | 7 Cr BUN K coo | |ca | [poa |
Hepatitis Studies (dialysis Hbs Hbs .
Date:

campers): Ag Ab
**|_abs will need to be checked again within:

1 three (3) mo nths of camp for General Nephrology campers

1 one month of camp for Post Transplant campers if transplant within last 6 months; within 3 months

of camp if transplant >6 months before camp.

1 two weeks of camp for Peritoneal Dialysis campers
Camper Type (check one and complete information):
b Peritoneal_Dialy€APD 7 CCPD Start date:
Dialysis Unit Name Phone FAX
Baxter Name of Catheter Cap Name of Cycler
Fresenius Name of Catheter Cap Name of Cycler
Ex Vol cc; Ex Every hours; # exchanges ; Total Vol
Day Dwell Vol Dextrose Concentration Used
Mid-day exchange: ZYes If¥eN:dime of exchange am/pm

Volume: cc % Dextrose %

Low Ca+ Dialysate Regular Ca+ Dialysate 5L bags . 6 L bags
Inflow/Outflow problems:
Infection History (within last six months):
Peritonitis: Date: Organism( s) Treatment
Exit Site: Date: Organism(s) Treatment
Tunnel: Date: Organism(s) Treatment
bTransplant Date of Transplant: # of Transplants:
Rejection episode in past 6 months: ZYes Z Nlbyes , date and treatment
Ils camper a multi organ transplant (i.e. kidney + heart or

b Gener al

Nephrol ogy

Date camper was last seen by medical team:




Camper Name DOB
Infections in past six months:

Treatment:
Hospitalizations in past 6 months: ZYes ZNo I f yes, diagnosis
MRSA Positive : []Yes [ No Ifyes, date cleared: (may not attend unless cleared)
VRE Posi tive: [dvYes [ONo Ifyes, date cleared: (may not attend unless cleared)
Physical Exam : *** Please attach a recent discharge or clinic summary

Any pertinent Physical Exam findings (please describe)

Vaccines : Immunizations Up To Date: [ yes [ No
Live Vaccines Deferred: [ ves [J No
Has the camper had ¢ hickenpox? [ Yes [] No If Yes, What Year

Allergies List __: (Medication, Food, and Other)

Other :
Does camper catheterize? [0 Yes [0 No Commen ts:

Activity restrictions / Considerations?

Mobility issues (uses wheelchair, scooter, braces, etc):

Is child developmentally appropriate for age? : O ves [ONo
If no, describe developmental age and special needs:

Any behavior problems / psychosocial issues that would_affect

Additional Comments :

| have examined the person herein described and have reviewed the health history. It is my opinion that this camper is
physically able to engage in camp activities except as noted.

Examining Nephrologist: , M.D.
Phone: FAX:

Print name: M.D. Date
Hospital: Address:

Emergency phone/Pager:

Email:

PLEASE FAX COMPLETED FORM WITH PHYSICIAN SIGNATURE TO 661 -724 -1566

11






