j;;‘z. Dakatas United 2006 Volunteer Registration Form

i Dakotas United Methodist Camps
/ Methodist [EIlTIl]S P.O. Box 460 Mitchell, SD 57301

(605) 996-6552 FAX (605) 996-1766
www.dakcamps.org

Camp # Camp Name Camp Dates
CHOOSE ONE: [ ] Dean [_] Counselor [ ] Bus Chaperone [ ] Nurse [ ] Shepherd [ ] Other
(Each church is to send one adult for every five of their children attending Sonshine or Dayspring camps to

serve as shepherds. If more than this ratio of shepherds attends, there will be a $35 charge for Sonshine and $70
or Dayspring camps for each additional Shepherd office will bill you after the camp is completed, if necessary.)

Volunteer/Last Name First Name MI Preferred Name

[ ]Male [ ] Female

Address City State Zip

Home Church Name City State

E-Mail Address Phone Number

AUTHORIZATION FORM:

During the application process and at any time during the tenure of my Volunteer Status with Dakotas Annual
Conference of United Methodist, | hereby authorize ChoicePoint Services, Inc., on behalf of Dakotas Annual
Conference of United Methodist to procure a consumer report (known as an investigative consumer report in
California) which | understand may include information regarding my character, general reputation, personal
characteristics, or mode of living. This report may be compiled with information form courts record repositories,
departments of motor vehicles, past or present employers and educational institutions, governmental occupational
licensing or registration entities, business or personal references, and any other source required to verify information
that | have voluntarily supplied. I understand that | may request a complete and accurate disclosure of the nature and
scope of the background verification; to the extent such investigation includes information bearing on my character,
general reputation, personal characteristics or mode of living.

The Dakotas Annual Conference of United Methodist shall search the following:

1. Social Security Screen
2. National Criminal Search
3. Motor Vehicle Record Search (only on Deans & Counselors)

Applicant/VVolunteer Signature Date

Social Security Number Date of Birth

Applicant/VVolunteer Printed Name

[ ] Icompleted form in the last year [ ] My address has changed in the last year



Health Form

Since there 1s no required examination, it is important that the parents/guardians fill this form out carefully and completely.

Camper Name Social Security # (for hospital use only)

Camper's Insurance Company Policy #

Dakotas United Methodist Camps provide a secondary medical insurance policy for all campers.

Health History
Please indicate which of the following conditions the camper has/had. Give approximate dates, if appropriate.
Allergies Medical Conditions Operations/Serious Injuries
Ivy/Oak Poisoning EFar Infections
Insect Stings Seizures Chronic/Recurring Illness
Treatment Diabetes
Medication Irregularity Tetanus
Foods Fainting Date of Last Booster
Asthma

Please note any other conditions or special diet the camp staft should be aware of. Attach an extra sheet if necessary.

IMPORTANT: Please notify the camp if this camper has been exposed to any communicable disease during the three
weeks prior to camp attentance.

Other Information
Do you give permission for your child to take over-the-counter medication, if necessary?
(ie: for headache, constipation or upset stomach.)
Are there any activities which need to be monitored/avoided?
Are there any routine treatments or medications required during camp? Please explain:

Does the staff need to remind the camper of his/her treatment?
Family Physician Phone #

Payment Information: A $30 non-refundable deposit is required with your registration. OFFICE USE ONLY
This 1s applied to your camp registration.

Make checks payable to "Dakotas United Methodist Camps'.

$ $ [J  Yes, I'wish to ride the Conference Bus Date Registered
Amount to be Church Payment (Not offered for every camp)
paid by Church enclosed
I will board the bus at
v Camp #
S S Bus paymentenclosed: $ ____
Amount to be Camper payment
paid by Camper enclosed

Amount Enclosed

We accept ONLY Mastercard or Visa Payments

Amount to be applied to your creditcard $______ [ ] Mastercard [] Visa

o Confirmation Sent
Card # Expiration Date: _________
Signature:

Welcome Letter Sent




