
 

 

Summer Day Camp
Application Deadline: May 21, 2010

�
Campers must fulfill the following criteria in order to apply for Summer Camp 2010:
 

·  Diagnosis of ASD (Autism 
·  Age 6-14 
·  At least one year of school completed before camp begins
·  Is not eligible for HRM camps
·  Participates in the Intake for Campers process

(Principal, EPA, teacher) involvement if necessary.

  
Please note: All camp fees MUST
attending camp. 
 
 
Camper Information 
 
  
NAME:   _________________________________________________________
  
ADDRESS:   __________________________________________
  
TELEPHONE: ________________
  
EMAIL:  _________________________________________________________
  
  
 
 
Camper lives in:  please circle
 
  
Family home          
 
  
Other facility Please list facility
  
 
 

 
 

Summer Day Camp  Application Form
Application Deadline: May 21, 2010 

 

Campers must fulfill the following criteria in order to apply for Summer Camp 2010:

Diagnosis of ASD (Autism Spectrum Disorder) 

At least one year of school completed before camp begins 
Is not eligible for HRM camps 
Participates in the Intake for Campers process:  parent questionnaires, school 
(Principal, EPA, teacher) involvement if necessary. 

 

MUST be paid in full one week prior to your child 

_________________________________________________________

__________________________________________________

________________    DATE OF BIRTH:____________________

_________________________________________________________

please circle 

Foster home           Group home

facility Please list facility ___________________________________

Application Form  

Campers must fulfill the following criteria in order to apply for Summer Camp 2010: 

:  parent questionnaires, school 

be paid in full one week prior to your child 

_________________________________________________________    

_______________ 

____________________ 

_________________________________________________________   

Group home        

____________     
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Camper is:  please circle 
  
 
Male       
 
 
New       
 
 
If returning, what was the last year camper attended
 
 
  
Primary Guardian Information

 
Name  ___________________________
 
Home Number _____________________
 
Cell Number ______________________
 
 
Name  ___________________________
 
Home Number _____________________
 
Cell Number ______________________
 
 
 
To whom should we send the confirmation package? 
  
Parents          
 
Other, please specify:________
  
 
 
 
 
 

 

Female 

Returning (attended ASNS camp previously) 

ast year camper attended? __________________________

Information  

___________________________ Relationship to Child  ______________

_____________________ Work Number  ____________________

______________________ Email  __________________________

___________________________ Relationship to Child  ______________

Home Number _____________________ Work Number  ____________________

______________________ Email  __________________________

should we send the confirmation package? Please circle 

Camper           Residence

Other, please specify:____________________________________________________

(attended ASNS camp previously)         

____________ 

______________ 

____________________ 

__________________________   

Relationship to Child  ______________ 

Work Number  ____________________ 

Email  __________________________   

Residence 

_______________________________ 
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Emergency contacts if the camper’s guardian cannot be located:

 
  
Name  ___________________________
 
Home Number _____________________
 
Cell Number ______________________
  
   
 
Name  ___________________________
 
Home Number _____________________
 
Cell Number ______________________
  
 
 
Child’s Health Questionnaire
 
  
Medical health card number   
 
Doctor’s name and number  
 
 
 
Does your child require medication? 
 
Do you require the medication to be administered or stored by staff during the program?
 
Please explain.  ________________________________________________________
 
 
     
 
 
 
 
 
 

 

if the camper’s guardian cannot be located:  

___________________________ Relationship to Child  ______________

Home Number _____________________ Work Number  ____________________

______________________   

___________________________ Relationship to Child  ______________

Home Number _____________________ Work Number  ____________________

______________________   

Child’s Health Questionnaire      

 ___________________________________________

 ___________________________________________

Does your child require medication?  _____________________________________

Do you require the medication to be administered or stored by staff during the program?

________________________________________________________

Relationship to Child  ______________ 

Work Number  ____________________ 

Relationship to Child  ______________ 

Work Number  ____________________ 

___________________________________________ 

___________________________________ 

_____________________________________ 

Do you require the medication to be administered or stored by staff during the program?  

________________________________________________________ 
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History of Family Health  
Please circle if the family history includes any of the following:
  
Allergies                              
 
Jaundice    
 
Diabetes                              
 
Tuberculosis    
 
Other:______________________
 
Details:________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
 
 
 
Child’s Health History 
Please circle if child has had any of the following and indicate age
 
  
Chicken Pox                   Kidney condition
 
Convulsions                     Measles
 
Diabetes                             Meningitis
 
Diphtheria                           Mumps
 
Heart condition                   Pneumonia
 
 
Age that child had indicated condition(s) / other details:
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
  

Please circle if the family history includes any of the following: 

Heart disease    Anaemia

Bleeding disorders               Kidney disease

Rheumatic fever   Epilepsy

Respiratory conditions           

Other:_________________________________________________________________

:________________________________________________________________

______________________________________________________________________

______________________________________________________________________

child has had any of the following and indicate age: 

Kidney condition           Polio 

Measles                       Rheumatic fever

Meningitis                    Scarlet fever

Mumps                         Tuberculosis

Pneumonia                   Whooping cough

Age that child had indicated condition(s) / other details: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Anaemia             

Kidney disease 

Epilepsy  

_____________________________ 

:________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

Rheumatic fever 

Scarlet fever 

Tuberculosis 

Whooping cough 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 
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Child’s Current Health  
Circle any illness or conditions child has 
  
Asthma                                
 
Bleeding disorder   
 
Paralysis 
 

Circle any of the below that apply to 

Colds      
   
Tubes in ears   
 
Other____________________________________________________
  
 
 
Allergies 
 
Does the camper have allergies of any kind?
 
 Hay fever...................... ...................... ......................
 
 Drugs ........................... ...................... ......................
 
 Bee/Insect Stings...............
 
 Other______________________________________
 (please attach additional sheet if necessary)
  
  
  
Heart 
 
Does the camp have a history of heart problems?
 
If yes, please explain:  
 
______________________________________________________________________
 
______________________________________________________________________

ness or conditions child has now: 

Anaemia   Eczema                             

Hay fever                            Bone or joint disease

ircle any of the below that apply to your child now / frequently: 

Stomach upsets   Ear infection

Constipation    Headaches 

Other____________________________________________________ 

Does the camper have allergies of any kind?....................... Yes      

...................... ...................... ...................... Yes      

........................... ...................... ...................... Yes      

..........................................................Yes      

Other___________________________________________________________
(please attach additional sheet if necessary) 

Does the camp have a history of heart problems?      Yes      

______________________________________________________________________

______________________________________________________________________

                               

Bone or joint disease 

Ear infection 

Headaches  

No 

No 

No 

No 

______________ 

No 

______________________________________________________________________ 

______________________________________________________________________ 
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Are there any restrictions in activities because of this?
 
If yes, please explain:  
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
  
 

Seizures  

Does the camper have seizures?
 
If yes, what type___________________________________________
 
Frequency________________________________________________
 
Date of last seizure_________________________________________
 
Describe warning signs of seizures, i.e., aura, etc.
 
______________________________________________________________________
 
___________________________________________________________________
 
______________________________________________________________________
  
Are there any restrictions because of seizures?
 
If yes, please explain:  
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
  
  
  
  
  

Are there any restrictions in activities because of this?   Yes      

______________________________________________________________________

______________________________________________________________________

______________________________________________________________

Does the camper have seizures?                Yes      

If yes, what type___________________________________________ 

Frequency________________________________________________ 

Date of last seizure_________________________________________ 

Describe warning signs of seizures, i.e., aura, etc. 

______________________________________________________________________

___________________________________________________________________

______________________________________________________________________

Are there any restrictions because of seizures?    Yes      

______________________________________________________________________

______________________________________________________

______________________________________________________________________

No 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________ 

No 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

No 

______________________________________________________________________ 

______________________________________________________ 

______________________________________________________________________ 
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Child's Sensitivities  
  
Tactile  ___________________________________________________________
 
Auditory  ___________________________________________________________
 
Smell  ___________________________________________________________
 
Movement  ___________________________________________________________
 
Visual    ______________________________________________
 
 
 
Communication Strategies / Interventions
 
List any communication strategies that work for your child  
understand, e.g., picture card exchange, communication boards, etc.)
  
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
  
List any intervention programs that are
occupational therapy, speech language pathology, or others) and if they will be 
continued though the summer:
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
  
Does your child use any assistive devices (i.e., wheelchair, braces, etc.)?
 
__________________________________
 
______________________________________________________________________
 
______________________________________________________________________
 
 

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

/ Interventions   

List any communication strategies that work for your child  (i.e., what helps your child 
understand, e.g., picture card exchange, communication boards, etc.) 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

List any intervention programs that are currently in place for your child (e.g., 
occupational therapy, speech language pathology, or others) and if they will be 
continued though the summer: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Does your child use any assistive devices (i.e., wheelchair, braces, etc.)?

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

_____________ 

(i.e., what helps your child 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

currently in place for your child (e.g., 
occupational therapy, speech language pathology, or others) and if they will be 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

Does your child use any assistive devices (i.e., wheelchair, braces, etc.)? 

____________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 
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Eating Patterns  
  
Is the child usually hungry at meal time? 
 
Between meals? .....................................................................
 
Any favourite foods?  
 
______________________________________________________________________
 
______________________________________________________________________
 
 
Any eating problems?  
 
______________________________________________________________________
 
______________________________________________________________________
 
Any food allergies?  
 
______________________________________________________________________
 
______________________________________________________________________
 
Is child’s diet restricted for any reason? 
 
_____________________________________________________________
 
______________________________________________________________________
 
Does child eat with (please circle)
 
Spoon     
 
 
Has child eaten peanut butter? 
 
 
Any concerns over eating habits/patterns? 
 
______________________________________________________________________
 
______________________________________________________________________

Is the child usually hungry at meal time?  .............................. Yes      

..................................................................... Yes      

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Is child’s diet restricted for any reason?  

_____________________________________________________________

______________________________________________________________________

Does child eat with (please circle) 

Fork    Hands 

Has child eaten peanut butter?   Yes      No 

Any concerns over eating habits/patterns?  

______________________________________________________________________

______________________________________________________________________

No 

No 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 
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What meal or items of food at McDonalds does your child like?
 
____________________________________________
 
______________________________________________________________________
 
Preferred pizza toppings?  
 
______________________________________________________________________
 
________________________________________________________
 
 
Toileting  
  
Can child be relied upon to indicate his/her bathroom wishes?
 
 For urination? ........................................................................
  
 For bowel movement? 
 
Does the child need help in toileting?
 
Is the child frightened of the bathroom/toilet? 
  
Was the child easy/difficulty to train? 
 
Does the child wet the bed at night? 
 
Have accidents during the day? 
 
 If yes, how does the child react?____
  
 
Sleeping Patterns  
  
What time does the child go to bed?
 
 
Is the child ready for sleep?   
 
    
What time does he/she wake up in the morning?
 

What meal or items of food at McDonalds does your child like? 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Can child be relied upon to indicate his/her bathroom wishes?........ Yes     

........................................................................ Yes     

 .......................................................... Yes     

Does the child need help in toileting?............................................... Yes     

Is the child frightened of the bathroom/toilet? ................................... Yes     

Was the child easy/difficulty to train? ............................................... Yes     

Does the child wet the bed at night? ................................................ Yes     

Have accidents during the day? ....................................................... Yes     

ow does the child react?______________________________________

What time does the child go to bed?  ___________ 

 Yes      No 

ake up in the morning?  ___________   

__________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________ 

Yes      No 

Yes      No 

Yes      No 

Yes      No 

es      No 

Yes      No 

Yes      No 

Yes      No 

________________________________ 
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Does the child walk, talk, cry out at night?
 
 
What does child take to bed? 
 
 
Does the child nap (from when until when)? 
  
 
Social Development 
 
Please circle any of the following that your child does:
  
 
Breath holding              
 
Head banging               
 
Rocking                        
 
Sleep disturbances        
 
Nail biting                    
 
Food fads                     
   
 
Have you received counselling
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
  
Has your child been involved in a “camp
experience? 
 
______________________________________________________________________
 
______________________________________________________________________
 
_________________________________________________________
 

es the child walk, talk, cry out at night?  ____________________________________

What does child take to bed? ______________________________________________

Does the child nap (from when until when)? ___________________________________

any of the following that your child does: 

Excretion disturbances          Undue lethargy

Soil-eating                           Nervousness

Temper tantrums                  Twitching/tics

Thumb sucking                     Persistent lying

Speech difficulty                   Persistent 

Undue solitariness                Stealing

counselling or therapy for any of the above? 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Has your child been involved in a “camp” environment before?  Did they enjoy the 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

____________________________________  

______________________________________________  

___________________________________  

Undue lethargy 

Nervousness 

Twitching/tics 

Persistent lying 

Persistent  

Stealing 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

Did they enjoy the 

______________________________________________________________________ 

______________________________________________________________________ 

_____________ 
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Do you anticipate any problems with the child’s adjustment to camp?
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
  
 
How would you describe your child’s temperament? Please circle
  
 
Timid                    
 
Sensitive    
 
Happy                   
 
 
Other / Additional Comments: 
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
 
  
What will upset the child? 
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
 
  
Any behavioural aggression? 

______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________

Do you anticipate any problems with the child’s adjustment to camp? 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

How would you describe your child’s temperament? Please circle all that apply.

Friendly    Quiet

Aggressive            Nervous

High Strung    Moody

Additional Comments:  

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

aggression?  

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

all that apply. 

Quiet                  

ous 

Moody     

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 
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Strategies for behaviour management (de
 
______________________________________________________________________
 
____________________________________________________
 
______________________________________________________________________
 
 
 
What type of disciplinary action is most effect for the camper?
  
 
Time outs    
 
 
Other_________________________________________________________________
  
 
 
Fears 
 
Has your child shown any fear of animals? 
 
Loud noises?    
 
The dark?     
 
Strangers?    
 
Anything else?_______________________
  
  
 
Activities 
 
What activities would the camper like to do at camp?
 
______________________________________________________________________
 
______________________________________________________________________
  
 
 

management (de-escalation strategies) 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

What type of disciplinary action is most effect for the camper? (please circle)

Rest    Removal from situation

__________________________________________________

Has your child shown any fear of animals?     Yes     

     Yes     

     Yes     

     Yes     

Anything else?_________________________________________________________

What activities would the camper like to do at camp? 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

__________________ 

______________________________________________________________________ 

(please circle) 

Removal from situation 

__________________________________________________ 

Yes      No 

Yes      No 

Yes      No 

Yes      No 

_______________ 

______________________________________________________________________ 

______________________________________________________________________ 
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Are there any activities that your camper should not participate in? Please
 
______________________________________________________________________
 
______________________________________________________________________
  
 
Please indicate some of your child’s favo
go, etc) 
 
______________________________________________________________________
 
______________________________________________________________________
 
  
What sport and recreational acti
swimming (has he/she had swimming lessons?)
 
______________________________________________________________________
 
______________________________________________________________________
  
 
Do you have any particular concerns regarding your child’s development?
 
______________________________________________________________________
 
______________________________________________________________________
 
_______________________________________________________
 
______________________________________________________________________
 
 
Any additional comments or suggestions? 
 
______________________________________________________________________
 
____________________________________________________
 
______________________________________________________________________
  
______________________________________________________________________
 

Are there any activities that your camper should not participate in? Please

______________________________________________________________________

______________________________________________________________________

f your child’s favourite things (i.e., food, toys, books, places to 

______________________________________________________________________

______________________________________________________________________

What sport and recreational activities does your child enjoy?  Does he/she enjoy 
swimming (has he/she had swimming lessons?) 

______________________________________________________________________

______________________________________________________________________

particular concerns regarding your child’s development?

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Any additional comments or suggestions?  

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Are there any activities that your camper should not participate in? Please explain. 

______________________________________________________________________ 

______________________________________________________________________ 

rite things (i.e., food, toys, books, places to 

______________________________________________________________________ 

______________________________________________________________________ 

Does he/she enjoy 

______________________________________________________________________ 

______________________________________________________________________ 

particular concerns regarding your child’s development? 

______________________________________________________________________ 

______________________________________________________________________ 

_______________ 

______________________________________________________________________ 

______________________________________________________________________ 

__________________ 

______________________________________________________________________ 

______________________________________________________________________ 
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Preferred time slot? (please circle)
 
Returning campers may sign up for a maximum of 
campers may sign up for a maximum of 
 
We will do our best to accommodate your preferences, though signing for a time slot 
does not guarantee availability.
 
 
1st Choice:  July 5-16  
 
2nd Choice:  July 5-16  
 
3rd Choice:  July 5-16  
 
4th Choice:  July 5-16  
 
 
If my child is a returning camper, and I am signing up for a total of: (circle one)  
 
one 2 week time slot    
 
 
 
Parent / Guardian Signature: 
 
Parent/ Guardian Name:    
  
Date:   ________________________________________
 
 
 

Please return completed form to:

Toll Free: 877

camp@provincialautismcentre.ca

slot? (please circle)  

Returning campers may sign up for a maximum of two 2 weeks time slots, and first time 
campers may sign up for a maximum of one 2 week time slot.  

We will do our best to accommodate your preferences, though signing for a time slot 
does not guarantee availability. 

July 19-30  Aug 2-13  

July 19-30  Aug 2-13  

July 19-30  Aug 2-13  

July 19-30  Aug 2-13  

If my child is a returning camper, and I am signing up for a total of: (circle one)  

two 2 week time slots 

 __________________________________________

__________________________________________

________________________________________ 

Please return completed form to:  
 

Provincial Autism Centre 
1456 Brenton Street 
Halifax, Nova Scotia 

B3J 2K7 
 

Phone: 902-446-4995 
Toll Free: 877 -544-4495 (NS) 

Fax: 902-446-4997 
 

camp@provincialautismcentre.ca  

2 weeks time slots, and first time 

We will do our best to accommodate your preferences, though signing for a time slot 

Aug 16-27 

Aug 16-27 

Aug 16-27 

Aug 16-27 

If my child is a returning camper, and I am signing up for a total of: (circle one)    

__________________________________________ 

____________ 
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