
 

CAMP  HERTKO HOLLOW      2005  CAMPER APPLICATION 
        Iowa’s camp for youth ages 6-18 with diabetes 

                                                             
Please print.  Make sure that all spaces are complete. Enclose Physician’s Report.  Additional detailed information will be sent to you in  
May. To avoid the late fee of $25, the application  must be postmarked by May 15th.   All campers must have a physical exam within 6 
months prior to camp.    NO CAMPER APPLICATIONS ACCEPTED AFTER May 31st. 
 
SESSION PREFERENCE – There will be 2 sessions with campers divided by current grade level. 
      __  Session A              2-5th  grades June 26 – July 2, 2005                Registration on Sunday 2-3 pm      
      __  Session B              6-12th  grades July 3 – 9th,  2005                 Pick up on Saturday  9 am 

__  Mini-camp A-1  K-1st grades June 26-29, 2005                  ___   Mini-camp B-1  K-1st grades July 3-6, 2005          
__  Mini-camp A-2  K-1st grades June 29-July 2, 2005             ___  Mini-camp B-2  K-1st grades July 6-9, 2005              

 
___ I’m interested in being a CIT (Counselor in Training)  for 16-18 year olds during Session B.  Please send CIT application. 
___ I’ ve already been a CIT and wish to apply to be a Senior CIT for Session A.  Please send CIT application. 
 
 
Camper ’s Name____________________________________        Birth Date___________      M     F    Age at camp______ 
 
Address__________________________________________        Age at Onset of diabetes_____     Current grade in school ____                       
 
City/St/Zip________________________________________         Circle T-shir t size:    Child  S  M  L           Adult  S  M   L   XL 
 
Race:   White    Afro-Am     Hispanic     Other: _________________________  (Used to track composition of persons served)  
 
Child lives with ________________________(name of parent)      Has child attended Camp Hertko Hollow before?  __No   __ Yes                           
 
Camper’s Home Phone (       )_____________________________      E-Mail: _____________________________________________  
 
Name & Address of other parent (if different)____________________________________ One Cabinmate request: _______________        
              (must be same age) 
Mom’s Work Phone (       )____________________   Father’s Work Phone (         )_____________________       
Cell Phone  (         )__________________________   Cell Phone  (        ) _______________________ 
Occupation: _______________________________   Occupation: ______________________________________ 
  
Other  person who is author ized to pick up camper or to contact in case of emergency:  (must be fil led in) 
 
Name___________________________________   Address _____________________________________    Phone (      )________________ 
 
INSULIN / M EDICATION  INFO Circle all that apply (check for accuracy)             ____ Not diabetic    _____Not taking insulin 
 
Insulin:   Humalog vial      Humalog 150 unit cartridge       Humulin R vial            Humulin N vial               Humulin U vial 
                Lantus vial          Novolog  300 unit cartridge       Novolin  R vial            Novolin R 300 unit cartridge  
                Novolog vial                    Novolin  N vial            Novolin N 300 unit cartridge  
 
Oral Diabetes M edication (specify): _____________________________________________________________   
 
Do you use an insulin pen? ____    (Label with name &  bring to camp in Ziploc baggie.  Camp will supply pen needles) 
Circle type:  Novo Pen Jr .       Novolog FlexPen        NovoPen 3  Pen         BD M ini Pen Device           L illy Humalog Disposable Pen     
 
Insulin Pump Users:  How long has camper been on a pump?______________  (Do not start pump therapy within 1 month prior to camp) 
Type of pump: (circle)     Animas       Disetronic       Mini-Med    Deltec    Other:_____________________      Model: ________________  
Type of infusion set_______________________________________________________________________________________________ 
How often do you change your infusion set at home?  Every _____ days               Page 1         



CONFIDENTIAL   Camper’s Name_____________________________     

  
L ist ALL current  medications, dose and frequency (other than insulin):                                                    Provide reason for M edications: 
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________ 
Does the camper easily recognize low blood sugars?   Day:  Always, most of time, sometimes,  rarely,   never    Night:  ___Yes   ___No 
Does the camper give his/her own injections without assistance?       Always, most of the time, sometimes,  rarely,  never 
 
Home 
Who lives with camper?  __Mother   __Father   __Others____________________________________________________________________ 
If not living with parents, with whom is the child living? ____________________________________________________________________ 
State youngster’s responsibilities at home_________________________________________________________________________________ 
Favorite Hobbies/Activities____________________________________________________________________________________________ 
 
Camp 
Has the child been away from home more than two days?  ___Yes   ___No 
Was it an enjoyable experience?   ___Yes   ___No    Complaints______________________________________________________________ 
List any activities in which your child should not engage _____________________________________________________________________ 
Preferred activities___________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________ 
 
Character istics 
Would you describe the camper as one who……. 
___is  sensitive            ___makes friends easily           ___is moody            ___is easy going               ___is shy ___enjoys humor 
___is  easily led           ___is strong willed                   ___leads others       ___ is independent          ___is a loner     ___is  outgoing 
 
Does your child get along with others?      ___Easily            ___Fairly easily        ___With difficulty 
Prefers Friends:    ___Own age     ___Younger        ___Older 
In what way, if any, have you had problems with your child? (wandering, attitude, paying attention, etc.)____________________________ 
________________________________________________________________________________________________________________ 
 
Health 
Sleep Habits ___Light  ___Heavy  ___Sleepwalker  ___Nightmares   How many hours of sleep are normal? _________________________ 
Allergies (food and other)?___________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
Bed Wetter:  ___Yes  ___No    (If yes, extra set of bedding is required – be sure to label with name) 
Should the camper be taken to the toilet in the night?  ___Yes  ___No         If yes, what time?________________ 
(Note:  Bed-wetting is not a serious problem at camp, i f handled properly.  I f we know about it ahead of time so we can take proper precautions to avoid embarrassment.) 
 
State activity restrictions_____________________________________________________________________________________________ 
Other health concerns_______________________________________________________________________________________________ 
Has your child visited a psychologist, psychiatrist or pediatric counselor in the past year?  ___Yes   ___No   Explain:  
________________________________________________________________________________________________________________ 
 
Has your child been institutionalized in the past year for treatment of behavior issues, drug or alcohol addiction?  ___Yes  ___No 
If Yes, Please describe the nature of the institutionalization: _______________________________________________________________ 
 
Objectives 
How can camp best help your camper? ________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
What would you like him/her to learn at camp?__________________________________________________________________________ 
________________________________________________________________________________________________________________ 
Are there any personality traits or habits that the camp might assist in correcting or developing? 
__________________________________________________________________________________________________________Page 2 



             ___________  
CAMP FEES:        Week-Long                                             M ini Camp (3days for 6-7 year olds)  Attach school 
                              $650 if postmarked by 5/15                         $325 if postmarked by 5/15            photo 
                              $675 after 5/15                                             $337 after 5/15                   ___________ 

                 
*To avoid late fee of $25, application and  payment must be postmarked by May 15. 
*No Camp Applications accepted after May 31.      Physician’s reports, Financial Aid Requests and payments are due May 31. 
 
___  Enclosed is my check for $_________    (Make checks payable to “Camp Hertko Hollow” ) 
 
___  I have a sponsor who will pay the following amount $ ______   (Enclose check & give name and complete address of sponsor) 
 
      Sponsoring Organization________________________________________________________________________________ 
      Contact Name_______________________________________ Phone (            )_____________________________________ 
      Address____________________________________________ E-Mail address: _____________________________________ 
      City/State/Zip___________________________________________ 
 
___ I wish to apply for financial assistance.   Enclose a check for $25 (payable to Camp Hertko Hollow) plus completed Financial Aid form. 
Families are encouraged to seek assistance from service clubs or businesses in their community.  Financial Aid Form is not required  if the full 
camp fee is paid by a sponsor. 
 
CONSENT:   

·  I hereby apply for admission of my child to the summer camp for children with diabetes operated by Camp Hertko Hollow, Inc. 
·  I consent to my chi ld being given the diet, insulin dosage and daily blood glucose monitoring as deemed by the medical staff and to my child being given other medical 

care and testing that may be medically necessary while my child is a camp participant, including tuberculin test and x-ray i f test is positive, and including blood testing 
for Hepatitis B and/or HIV antibodies, in case of accidental finger prick with possibly contaminated material (such as a syringe needle or lancet).  I further consent to 
the release of any test results to the Public Health Authorities, i f such release is required by any law, statute,  or regulation. 

·  I freely give permission to my child’s health care providers (including without limitation physicians, physician’ s assistants, cl inical nurse practitioners, RNs, RDs, 
therapists, psychologists, etc.) to release information pertaining to my child to Camp Hertko Hollow, Inc. 

·  I consent to my chi ld being photographed and that any such photographs may be used for publicity and fund raising purposes as determined by Camp Hertko Hollow, 
Inc. 

·  My chi ld has my permission to leave the campsite on occasional trips to nearby points of interest as part of the camp program under the supervision of the Camp Staff. 
·  I understand that while Camp Hertko Hollow, Inc. may supply insulin, syringes, monitoring supplies and routine first aid care required at camp, I shall be responsible 

for the cost of al l other medical treatment of my chi ld, including but not l imited to medications,  laboratory tests, x-rays, and emergency treatment at a hospital or clinic. 
·  In order to assist in the prompt treatment of my child, I hereby consent to any necessary medical or surgical treatment and testing of my child (including Medical 

Assistance). 
·  I authorize the appropriate representative of Camp Hertko Hollow, Inc. to release the information concerning my hospitalization insurance to any provider of medical or 

surgical services to my chi ld. 
·  In consideration of Camp Hertko Hollow, Inc. allowing my chi ld to attend it’ s summer camp, I hereby release Camp Hertko Hollow, Inc., al l employees, volunteers, 

and medical staff   from any and all liabi lity arising out of and in connection with my child’ s participation in camp for any reason other than the negligence. 
·  Further, I have read, understand and agree to the terms of this Consent Form. 

 
 
Signature of Parent or Legal Guardian________________________________________        ________________________________________________       _________________ 
                                                                            Father                                                                               Mother                                                                     Date 
 
Legal Guardian______________________________________                     Date:__________________ 
 
Insurance Company  Name _________________________________________________ Policy Number_____________________  Group Number______________________  
Insurance company phone number  (          )______________________    (Please  enclose a copy of your Insurance card) 
 
 
MAIL CAMPER APPL ICATION IMMEDIATELY TO RESERVE A SPACE.     Applications are accepted on a fir st-come, f irst-served basis. 
 
 
 
Mail completed application and camp fee to: Camp Hertko Hollow   Summer address:  (June 10-July 10) 
                   c/o Vivian Murray, Director   c/o Y-Camp,  1192 166th Drive 
                   1701 E. Schwartz Blvd.    Boone, IA 50036    
        Lady Lake, FL 32159    Phone:  515-432-7558 
 
Questions?  Call  toll free 888-437-8652 
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DIET INFO     CAMPER’S NAME________________________________       Age __________     M    F      
 
Home Phone  (             )_________________________________       Height___________      Weight____________ 
 
Current M eal Plan     ___Exchanges          ___Constant Carbohydrate             Other (specify)_______________________________ 
 
Please record typical home meal pattern.  Dietitian will adjust for  camp activity level. 
Breakfast   AM Snack   Lunch    PM Snack   Dinner    Bedtime Snack 
___gms carb   ___gms carb   ___gms carb   ___gms carb   ___gms carb   ___gms carb 
 
While at camp, my child will be:  more active        less active        about the same as at home       (please cir cle one) 
 
Food Allergies:_________________________________________________________________________________________________ 
 
Strong Food Dislikes____________________________________________________________________________________________ 
 
What would you like your child to learn about nutrition and diabetes while at camp?  (Circle as many as you like) 
 
Carb Counting Exercise & Diabetes Portion Control           Weight Management  Balanced Meal Planning 
 
Other (Please specify)___________________________________________________________________________________________ 
 
In view of the fact that the camp serves wholesome & well-balanced meals, we request that parents send no food or sweets to camp.  
               
 
Full name of camper’s primary care physician: __________________________________   Phone (        )__________________________ 
 
Physician’s Address: _______________________________________   City________________________     State_______ Zip________ 
 
Diabetes educator (if other than above) :________________________________ Phone (         )__________________________ 
Address: ___________________________________      City__________________________ State_____ Zip________                 
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