	[image: ]


Hospice Services of Lake County -1862 Parallel Dr, Lakeport, CA 95453
Hospice Bereavement Camp - Application & Health History Form

Participant Name: (Please fill out application for each participant)

____________________________________________________________________________________
		Last					First				Middle

____________________________________________________________________________________
	     Date of Birth				Age 			Current School Grade 

Day/Work Phone: ________________ Evening/Home: _________________ Cell: ___________________

Mailing Address: _______________________________________________________________________

In case of emergency and parent/guardian cannot be reached, contact:

Name: ______________________________Relationship: __________________________

Telephone: Day________________ Evening/Home: ______________Cell:______________

Health History (check all that apply for all those attending camp)
___ Allergies: (food, etc.)				___ Asthma		
 ___ Fear of Dogs					___ Fear of Horses
___ Constipation/Diarrhea				___ Convulsions/Seizures 	 
___ Diabetes						___ Ear Infections	               
___ Emotional Problems				___ Epilepsy		
___ Fainting 						___ Hearing Impairment
___ Heart Disease					___ Kidney Disease
___ Menstrual Cramps				___ Motion Sickness
___ Nosebleeds					___ Sickle Cell Anemia
___ Special Dietary Needs				___ Wears Contact Lenses
___ Wears Glasses					___ Other

Please explain any areas which have been checked and for which person (use other side if needed)


The health history included in this packet is correct so far as I know, and the persons herein described have my permission to participate in the prescribed camp activities, except as noted.  If she/he appears to be ill, I will not send him/her to the program.  I give my permission to administer general first aid to my child.  I give permission to Hospice Services of Lake County to share the information contained in this registration packet with Camp Counselors and volunteers working with my child.


Print Name _________________________________________________________________


Signature of participating Adult: __________________________________ Date: ________



Hospice Services of Lake County -1862 Parallel Dr, Lakeport, CA 95453
Grief and Bereavement Background
Name of the person who died:  _____________________________________________
Relationship to you/child: __________________________________________________
Date of death: _____________________ Cause of death: ________________________
Was person who died served by Hospice?          __________Yes   	       __________No
Have there been multiple deaths of loved ones experienced by your family? 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is the family experiencing any other changes/stresses (e.g., divorce, unemployment, illness, moving financial hardships, etc?)
____________________________________________________________________________________________________________________________________________________________________
Where does your child go for support?  
__________________________________________________________________________________    __________________________________________________________________________________

What feelings has your child expressed about the death/loss? ____________________________________________________________________________________________________________________________________________________________________
How did you hear about our Wings of Hope Bereavement Camp? 
___________________________________________________________________________________________________________________________________________________________________



Hospice Services of Lake County -1862 Parallel Dr, Lakeport, CA 95453
Wings of Hope Family Bereavement Camp 
Release of General Liability and Photography/Video Release
In consideration of the acceptance of my child/family at the Hospice Family Bereavement Camp, I hereby release and hold harmless Hospice Services of Lake County, its employees, volunteers, and other participants, and Saratoga Springs Retreat and Healing Center, from all claims for injury, illness, death, or maladies which may befall myself/my child/family in connection with our participation in the Bereavement Camp experience.  This release of claims shall pertain not only to claims on behalf of myself/family but claims on behalf of the child’s parents/relatives/caregivers.
I have read this agreement, I understand it, and by my signature below I agree to it on my own behalf, my child/family/caregiver and on the behalf of the child’s parents/relatives.
________________________________________________	_____________________
Parent/Guardian Signature						Date

Release for Photography/Video

I also understand that this camp experience is unique in its focus and the only one of its kind in this area of rural California.  There is a possibility that the photographs and/or videos will be taken by a designated Hospice Photographer for grant-writing and promotional purposes.  Please explain this potential to your child and to the rest of your family members/guardian/caregiver and ask her/his permission, as well.
I hereby give my permission for photographs and/or videos to be taken during activities at the Hospice Family Bereavement Camp for purposes of program promotion and scrapbook memories. 
________________________________________________	_____________
Parent/Guardian Signature						Date


I Do Not give my permission for photographs and/or videos to be taken. With the understanding that Hospice Services of Lake County makes every effort to accommodate this request. However, there may be inclusions within the background of photos or video. 

_______________________________________________	_____________
Parent/Guardian Signature						Date




Informed Consent -- COVID-19 2021
Hospice Services of Lake County -1862 Parallel Dr, Lakeport, CA 95453

This document contains important information concerning COVID-19 and public health. Please read this carefully and let us know if you have any questions. When you sign this document, it will be an official agreement between you and Hospice Services of Lake County -1862 Parallel Dr, Lakeport, CA 95453. Consenting to in person programming and agreeing to hold harmless Hospice Services of Lake County in any implied transmission of pathogens directly or indirectly related to developing COVID – 19 or any other named or unnamed virus, infection, pathogen resulting in sickness as described by the CDC. By signing this document, you have agreed to meet in person understanding there may be an implied risk of exposure to the above mention pathogens. These in person meetings may take place using outlined group precautions at our Lakeport Location, designated facility, or alternative community location. 

Please read and acknowledge the following.

1. You will be able to participate if you certify that you are symptom free.
2.   Hospice Services of Lake County follows CDC and Lake County Department of Public Health guidelines for the prevention of COVID 19.  As you may know, these guidelines are changing rapidly with the prevalence of COVID 19 changes in our community.  We do request that you provide proof of vaccination if you have it.
3. Participant are advised of risks and acknowledge the following best practices:
· Wash your hands or use alcohol-based sanitizer when entering any facility, prior to participating  in group activities and before meals. 
· You may be asked to wear a mask while you are participating in certain activities.  You will be advised of this prior to attending any group events.  Masks will be provided, and no masks will be brought from home.  The masks are to be used by one person only and disposed of after one day.  
· Please try to keep a distance from others, and refrain from physical contact when able.  
 
4. If you or a resident of your home tests positive for the virus, you agree to 
a. Seek immediate attention from your health care provider.
b. Report results to staff at Hospice Services of Lake County -1862 Parallel Dr, Lakeport, CA 95453

By Signature below you agree to take full responsibility to minimize exposure. You agree to take certain precautions which will help keep everyone safer from exposure, sickness, and possible death. If you do not adhere to these safeguards, it may result in in the inability to continue to participate in face-to-face activities provided or sponsored by Hospice Services of Lake County -1862 Parallel Dr, Lakeport, CA 95453. By signing you also acknowledge that you have been informed and notified of the risks of in person activities.  By signing you certify Hospice Services of Lake County -1862 Parallel Dr, Lakeport, CA 95453 has provided you with informational documentation from the CDC and bears no responsibility on meticulousness, understanding safety relies heavily on educating yourself and taking personal responsibility.

() If participant is a minor please check here.  Minors Name ______________________________ DOB _______

Signature ___________________________________Print Name __________________________ Date _______
Address ____________________________________City-State-ZIP ___________________________________
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