CAMP 1st Annual Family Camp 2009
XHIGKORY H!LL Camp Date: September 11 - 13, 2009

. . . Location: Camp Hickory Hill, Columbia
for Diabetic Children P y R
Cost: $75 Per Person (Children 3 & under free)

Please complete this form (2 pages) completely. by providing the following information,
we can better plan activities, meals and T-shirt sizes and quantities.

(Family Name) (Street Address, City, Zip Code) (Phone Number)

List all campers (please print):

First Last Relationship Age (if child) Gender Size (see below)
First Last Relationship Age (if child) Gender Size (see below)
First Last Relationship Age (if child) Gender Size (see below)
First Last Relationship Age (if child) Gender Size (see below)
First Last Relationship Age (if child) Gender Size (see below)
First Last Relationship Age (if child) Gender Size (see below)

CS = Child Small ~ CM = Child Medium CL= Child Large
AS = Adult Small ~ AM = Adult Medium AL = Adult Large AXL = Adult Extra Large AXXL = Adult XX-Large

I (we), the custodial parent(s) or guardian(s), hereby grant permission to Camp Hickory Hill to use
photographs of any of our family members taken during Family Camp. These photographs may be used
by Camp Hickory Hill for the benefit of promoting the camping program and in campaigns to raise funds to
support these programs.

Signed: Date:

Signed: Date:

REGISTRATION DEADLINE IS, SEPTEMBER 5, 2009. There are limited spaces available and will be filled on a first
come, first serve basis, so register early to ensure your enrollment in camp this year. Camp Hickory hill is offering
limited scholarships. If you would like a scholarship application, or if you have any questions or concerns, please
contact Camp Hickory Hill at (573) 445-9146.

Total number of campers (over 3 yrs old): X $75.00 = $

Return registration and payment to:
Camp Hickory Hill
PO Box 1942
Columbia, MO 65205



CAMP
) \HIGKORY HILL st Annual Family Camp 2009

for Diabetic Children

Please fill out this portion for your child with diabetes. This information will help us understand your child’s needs.

Child’s Name (First and Last) Age Gender

Child’s Doctor’s Name: Phone:
Address: City: State: Zip:

Age at onset of diabetes Date of onset: Type 1 Type 2
Insulin: Type Dose Time
Diet: Usual Snacks Time Food Allergies
Last HbAIC: Date: Results:
Blood Glucose Meter Brand: Is Keytone Testing done?

Usual ways to treat low blood sugar:

Who administers child’s injections?

List words you use with your child for:
Insulin injections:
Low blood sugar reaction:
Other terms nurse should know about:

Other medical conditions that should be known:
Special circumstances you would like us to know about:
What would you like your child to learn at camp?

What would you like to learn at this camp?




