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National Hemophilia 
Foundation 

 

210 S. DesPlaines St
Chicago, IL  60661-5500

312-427-1495   Fax:  312-427-1602  
E-mail:  info@hfi-il.org

February 2011 
CALLING ALL CAMPERS – 7 – 15 YEARS OLD ! 

 
Dear Parents: 
 
Camp Warren Jyrch is right around the corner and we can’t wait!  2011 will mark our 39th session of 
providing a fun, safe and challenging camping experience for children with hemophilia and other 
bleeding disorders.  Staff members have been working since camp ended last summer to continue to 
develop our program for this summer. 
   
Camp will be held again at, Camp Shaw-waw-nas-see – or just Camp Shaw, in Manteno, Illinois from 
Sunday, July 24th to Saturday, July 30th. You can check out the camp by visiting:  
http://campshaw.org. 
          
Whether your child is a first time camper or a returning veteran, you can expect the same great camping 
experience.  The week of camp will be the most fun your child has all summer! They’ll be roasting 
marshmallows, catching fish and learning to shoot archery as well as coming to a better understanding 
and acceptance of their bleeding disorder.  
 
Camper applications are available on our web site – www.hfi-il.org.  Please download these documents, 
complete and return them to us at as soon as possible so that we can continue to plan and hire adequate 
staff.  Understand that camper applications are accepted on a “first come, first serve” basis until all slots 
are filled.  To insure your child a spot at camp this summer, please return the application, the financial 
form as soon as possible and the medical form , which must be completed by your HTC, to the HFI 
office before June 30, 2011.  MEDICAL FORMS RECEIVED AFTER JUNE 30TH MAY NOT BE 
ACCEPTED.  Following receipt of all completed applications, we will send out the information you will 
need to help you and your camper prepare for this awesome experience. 
 
PLEASE NOTE:  Campers ages 15-17 who are being invited to apply for our Counselor-in-Training 
(CIT) program, will receive information in the mail within the next two weeks.  In the mean time, please 
complete the camper application also. 
 
If you need any assistance in this process please do not hesitate to contact the Foundation office at 312-
427-1495.  We look forward to seeing all of you at camp on July 24th !   
 
Sincerely, 
 
 
Lily Schwartz 
Associate Director 
 
P.S. This will be our seventh year of including girls with bleeding disorders and/or potential 

carriers in our camping experience.  Help us grow this vital part of our program by sending 
your daughter to Camp Warren Jyrch this summer. 



 

CAMP WARREN 
JYRCH 

 

2011 
 

a program of the Hemophilia Foundation of Illinois 
 

Held at: 
 

Camp Shaw-waw-nas-see 
6641 North 6000W Road, Manteno, Illinois 

 
Sunday, July 24th – Saturday, July 30th 

 
 

The mission of Camp Warren Jyrch is to facilitate personal  
development in a safe and fun environment. 

 
Camp Warren Jyrch seeks to achieve this in an atmosphere of mutual respect  

and support of young men and women from diverse racial, ethnic,  
economic, religious and geographic backgrounds. 

 
 

FRIENDSHIP  FUN  LEARNING  GROWING



Camp Warren Jyrch 2011 Application 
July 24 – 30, 2011 

Medical information to be completed and signed by  
a Hemophilia Treatment Physician for all campers 

 
Name: _______________________________________  Birthdate: ______________ Age at Camp: _______ 

Address: ______________________________________________________________________________ 
                                                                       Street                                                                                Apt # 

               ______________________________________________________________________________ 
                                                       City                                                           State                                              Zip 

Gender:        Male       Female   (circle one)            Camper e-mail: ____________________________________ 

Custodial parent(s)/guardian: _______________________________________________________________ 

Mother Home phone _________________ Work phone _________________ Cell phone _________________ 

Father Home phone _________________ Work phone _________________ Cell phone _________________ 

Email – Mother   _____________________________   Email – Father   _____________________________ 

Second parent/guardian: _________________________________________________________________ 

Home address:  _________________________________________________________________________    
(if different from above)                                 Street                                                                                Apt # 

_____________________________________________________ Phone _____________________ 
                                     City                                                           State                   Zip 

Home phone ___________________ Work phone ___________________ Cell phone ___________________ 

If not available in an emergency, notify: 

Name: __________________________________________  Relationship ____________________________ 

Home address:  _________________________________________________________________________    
(if different from above)                                 Street                                                                                Apt # 

_____________________________________________________ Phone _____________________ 
                                     City                                                           State                   Zip 

Insurance Information    

 Photocopy of front and back of all health insurance cards MUST be included with this form. 
Check all types that you currently have: 

_____Individual Policy    _____Medicaid    _____Medicare    _____DSCC / State Program    _____SSI 

Subscriber Name: _____________________________________ Social Security #: ___________________     

Policy Number (9 digit Recipient ID number AND Case ID Number for Medicaid): 

_____________________________________________________________________________________ 

Carrier or Plan Name: _______________________________________  Group #: _____________________ 
 
 
 

TRANSPORTATION 
New Campers    Parents of first year campers MUST provide transportation to and from camp for 
your child.  If for some reason your child needs to leave camp early, for any reason, YOU must provide 
transportation.  
Returning Campers 

 I will need assistance w/transportation for my camper        to Camp      from Camp  
  

  I am willing to provide transportation for other campers to and from Camp  
 Please contact me at   (      ) ____________________ 



Social / Behavioral Information                     Camper Name: ____________________ 
 
Please circle your child’s T-shirt size: 
 
Child Sizes: Small (6–8)  Medium (10–12)  Large (14-16) 

Adult Sizes: Small (34-36)  Medium (38-40) Large (42-44)  XL (46-48) XXL (50-52) 
 

Has your child ever been away from home overnite?   Yes  No 

Has your child been to Hemophilia camp before?    Yes  No  

If yes, which camp and how many years?  ____________________________________________ 

Has your child ever been involved in group activities (youth group, sports, etc.)   Yes  No 

If yes, what activities and when: _____________________________________________________________ 

______________________________________________________________________________________

______________________________________________________________________________________ 

Does your child make friends easily?    Yes  No 

Please describe any difficulties your child may have interacting with other children: _______________________ 

______________________________________________________________________________________

______________________________________________________________________________________ 

How does your child feel about taking risks?  _____ Good and does so often 
       _____ Frightened and avoids risky situations 

In what areas does your child need help ?  

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

 

Please describe any other concerns or information that you feel would be helpful to camp staff:  

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

 

 
 
 
 
 



Health History                        Camper Name: ____________________ 
 
 
The following information must be filled in by the parent or guardian.  The intent of the information is to provide 
camp health care personnel the background to provide appropriate care.  Keep a copy of the completed form for 
your records.  ANY CHANGE TO THIS FORM MUST BE PROVIDED TO CAMP HEALTH PERSONNEL UPON 
CAMPER’S ARRIVAL IN CAMP.  Provide complete information so that the camp can be aware of needs.  Feel free 
to add additional pages if necessary. 
 
ALLERGIES List all know.   Describe reaction and management of the reaction 
 
Medication allergies 
_______________________  __________________________________________________ 
_______________________  __________________________________________________ 
_______________________  __________________________________________________ 
_______________________  __________________________________________________ 
 
Food allergies 
_______________________  __________________________________________________ 
_______________________  __________________________________________________ 
_______________________  __________________________________________________ 
_______________________  __________________________________________________ 
 
Other allergies (include insect stings, hay fever, asthma, animal dander, etc. 
_______________________  __________________________________________________ 
_______________________  __________________________________________________ 
_______________________  __________________________________________________ 
_______________________  __________________________________________________ 
 
MEDICATIONS BEING TAKEN:  Please list ALL medications (including over-the-counter or nonprescription 
drugs) taken routinely.  Bring enough medication to last the week of camp.  Keep it in the original packaging/bottle 
that identifies the prescribing physician (if a prescription drug), the name f the medication, the dosage and the 
frequency of administration.  Attach additional pages for more medications. 
 

Medication Dosage Special Instructions 
   
   
   
   
 
*Identify any medications taken during the school year that camper may not take at camp: 
______________________________________________________________________________________ 
 
RESTRICTIONS:  The following restrictions apply to this individual 
 
Dietary 

  Does not eat red meat    Does not eat pork     Does not eat eggs 
  Does not eat poultry    Does not eat seafood    Does not eat dairy products  
  Other (describe) ______________________________________________________________________ 

 
Explain any restrictions to activity (e.g. what cannot be done, what adaptations or limitations are necessary) 
______________________________________________________________________________________
______________________________________________________________________________________ 
 



Bleeding Disorder Information                     Camper Name: ____________________ 
 
 
Hemophilia Treatment Center / Hematologist: ___________________________________ 
If not at an HTC, specify physical and medical institution: ____________________________ 
 
Diagnosis: 
_________ Factor Deficiency 
  ________Factor VIII (Hemophilia A) 
  ________Factor IX (Hemophilia B) 
  ________Other factor deficiency: _____________ 
  ________ Other bleeding disorder: _____________ 
 
_________ von Willebrand Disease 
  ________Type I 
  ________Type II: __________ 
  ________Type III 
 
_________ Carrier Status 

________Tested 
  ________Untested 
 
Level of Severity:  ________________(Mild, Moderate, Severe)  
 
Does your child have an inhibitor? ______ Yes  ______ No 
 
Does your child have a target joint? ______ Yes  ______ No  
If yes, which joints: _____________________________________________ 
 
Significant Characteristics:  _______________________________________ 
 
TREATMENT INFORMATION 
 
Name of Product: ____________________________________________________ 
 
Regular dose (# of units): ______________________________________________ 
 
Other instructions? 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
 
Is your child on prophylaxis ?  ______ Yes  ______ No  

Prophylaxis dose:  ____________I.U. 
Prophylaxis schedule: _______________________ 
 

If your child is not on prophylaxis, how many times per month, on average does he receive factor?  
___________________ 
 
Does your child receive factor at home?  ______ Yes  ______ No  
If yes, does your child self-infuse?   ______ Yes  ______ No  
 
Does your child have a port?    ______ Yes  ______ No  
 
 



 General Information                       Camper Name: ____________________ 
 
 

Has / does the camper:  Yes No       Yes No 
1. Had any recent injury, illness    14. Ever had high blood pressure? . . . . . . . . . . .   
     or infectious diseases?. . . . . . . . . . .   15. Ever been diagnosed with a heart murmur?   
2. Have a chronic or recurring illness/    16. Ever had back problems? . . . . . . . . . . . . . . .   
     condition?  . . . . . . . . . . . . . . . . . . . .   17. Ever had problems with joints 
3. Ever been hospitalized? . . . . . . . . . .         (i.e. knees, ankles)?. . . . . . . . . . . . . . . . . . . .   
4.  Ever had surgery?. . . . . . . . . . . . . . .   18. Have an orthodontic appliance being  
5.  Have frequent headaches?. . . . . . . .         brought to camp? . . . . . . . . . . . . . . . . . . . . .   
6.  Ever had a head injury?. . . . . . . . . .    19. Have any skin problems?  
7.  Ever been knocked unconscious? . . .         (e.g. itching, rash, acne) . . . . . . . . . . . . . . . .   
8.  Wear glasses, contacts or protective  20. Have diabetes?. . . . . . . . . . . . . . . . . . . . . . . .   
      eyewear? . . . . . . . . . . . . . . . . . . . . .   21. Have asthma?. . . . . . . . . . . . . . . . . . . . . . . . .   
9.  Ever had frequent ear infections?.   22. Had mononucleosis in the past 12 months?   
10. Ever passed out during or after   23. Had problems with diarrhea/constipation?   
      exercise? . . . . . . . . . . . . . . . . . . . . .   24. Have problems with sleepwalking? . . . . . . .   
11. Ever been dizzy during or after   25. If female, have abnormal menstrual hx?. .   
      exercise? . . . . . . . . . . . . . . . . . . . . .   26. Have a history of bed-wetting? . . . . . . . . .   
12. Ever had seizures? . . . . . . . . . . . . . .   27. Ever had an eating disorder? . . . . . . . . . . . .   
13. Ever had chest pain during or after  28. Ever had emotional difficulties for which 
      exercise? . . . . . . . . . . . . . . . . . . . . .         professional help was sought? . . . . . . . . . . .   
 
Please explain “YES” answers, noting the number of the questions 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
_____________________________________________________________________________________ 
 
Which of the following has your child had? 
 

  Measles    Chicken Pox    German Measles    Mumps 
  Hepatitis A    Hepatitis B     Hepatitis C 

 
Please supply a copy of your child’s most current immunization schedule with this application.  Must 

be updated by physician within the last two (2) years.   
CAMPERS WILL NOT BE ACCEPTED WITHOUT A CURRENT IMMUNIZATION SCHEDULE. 

 
  
  
   
 
 
 
 

Parent / guardian authorizations:   This health history is correct and complete as far as I know.  The child 
herein described has permission to engage in all camp activities as noted. 
 
I hereby give permission to the camp to provide routine health care, administer prescribed medications, and 
seek emergency medical treatment including ordering x-rays or routine tests.  I agree to the release of any 
records necessary for insurance purposes.  I give permission to the camp to arrange necessary related 
transportation for me/my child. 
 
In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by camp 
to secure and administer treatment, including hospitalization, for the person named above.   
 
Signature of parent / guardian _______________________________           Date: ________________  
 
Relationship to Camper: ________________________________________ 



    

REQUIRED CONSENTS AND SIGNATURE PAGE 
 
Camper Name:______________________________________________________________ 
 

1. YES***  RELEASE OF MEDICAL INFORMATION:  I AGREE TO TAKE MY CHILD TO OUR 
Hemophilia Treatment Center (HTC) for completion of the camp medical forms.  I give my HTC 
permission to complete the camp medical form and release it to the Hemophilia Foundation of 
Illinois (HFI).  HFI agrees to comply with all applicable confidentiality requirements and 
safeguards of medical information.   

 

2. YES***  MEDICAL TREATMENT:  I grant permission for my child to receive treatment for 
his/her bleeding disorder hemophilia and routine, nonsurgical care while at camp.  In the event 
of a medical emergency, I grant permission for my child to be transferred to a medical facility 
for treatment at the discretion of the camp physician medical staff, and I will be responsible for 
all costs incurred for emergency or inpatient care.  The medical staff may release medical 
information as deemed necessary.   

 

3. YES***  MEDICATIONS:  I understand that I need to send an adequate supply of all of my 
child’s factor and any other prescribed medications to camp.   

 

4. YES***  CAMP PARTICIPATION AUTHORIZATION:  I give permission for my child to take 
part in all camp activities and educational activities about hemophilia and other inherited 
bleeding disorders, Hepatitis C and HIV related issues. 

 

5. YES***  WAIVER:  In consideration of the benefits to be derived, I expressly waive all claims 
against the camp and its staff, the Hemophilia Foundation of Illinois, its officers, trustees and 
its employees, the National Hemophilia Foundation, the American Camping Association or 
their representatives on account of any accident, injury and/or illness that may occur to my 
child during camp.  

 

6. YES***  FIRST YEAR CAMP TRANSPORTATION:  I agree to personally arrange/provide 
transportation to and from camp for my child.  Should, for any reason, my child need to leave 
camp before the weeks end, I will arrange for his / her transportation.  

 
INITIALS:  PLEASE INDICATE  YES OR NO TO THE CONSENTS BELOW WITH YOUR INITIALS 
 
7. ____YES  ____NO   Should my child be hospitalized during camp, I hereby request that the 

Camp Medical Director, Doctor Lisa Boggio, or her representative, be included as a personal 
representative to receive information on my child’s condition.   

 

8. ____YES  ____NO    I authorize the medical Staff of Camp Warren Jyrch to release my child’s 
medical information to his camp counselor and his supervisors as necessary.  I understand 
that my child’s medical information is shared with these staff members so that they can provide 
the best care and experience for my child while at camp. 

 

9. ____YES  ____NO   TRIPS:  I give permission for my child to take trips away from the 
campgrounds under direct staff supervision.   

 

10. ____YES  ____NO   I give permission for any photographs or videos taken of my child at camp 
to be made available for use in promotional, educational, informational and/or news media.  If I 
have refused, I will discuss this with my child before camp begins.   

 
 
_________________________________________________________           __________________ 
SIGNATURE OF PARENT / LEGAL GUARDIAN                DATE 
 
 
 



    
  CAMP WARREN JYRCH 2011 

Camper Medical Information 
To Be Completed By A Hemophilia Treatment Center 

Return No Later Than June 30, 2011 
CAMPERS WILL NOT BE ACCEPTED IF MEDICAL 

FORM IS NOT RECEIVED BY  DEADLINE DATE – JUNE 30TH 
 

Confidential Patient Information – For Use by Camp Medical Staff Only 
 

Return  completed form to:  HFI; 210 S. DesPlaines St., Chicago, IL  60661 or via fax:  312.427.1602 
 
Camper Name_____________________________________ 
 
BLEEDING DISORDER INFORMATION  
Diagnosis: 
_____  Factor Deficiency     _____  Other Bleeding Disorder 

_____Factor VIII (Hemophilia A)    _________________________ 
_____Factor IX  (Hemophilia B) 
_____Other factor deficiency:____________ _____  Carrier Status 

         _____Tested  
____  von Willebrand Disease:     _____Untested  (see below) 

_____Type I 
 _____Type II:_________     ____  Carrier (Potential) 
 _____Type III     Physician must provide a statement of   
        your potential carrier status   

Level of Severity:___________  (Mild, moderate, severe) 
History of inhibitor?:_____No_____Yes  Most recent inhibitor titer:___________B.U._________Date 
History of a target joint?_______No________Yes: (which joints):_______________________________ 
Significant Characteristics: ______________________________________________________________ 
______________________________________________________________________________________ 
 
 
TREATMENT INFORMATION 
Name of product:_______________________________________________________________________ 
Regular dose:__________________________________________________________________________ 
Other instructions?_____________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
Is child on home treatment?________No_______Yes 
Is child on prophylaxis?  ________ No   _______ Yes 

Prophylaxis dose: ___________I.U.  
Prophylaxis schedule:______________________________ 

Does the child have a port? ______No______Yes 
 
MEDICAL HISTORY 
Hospitalizations within previous year?___ No  _____ Yes, specify ______________________________ 
Surgeries within previous year? __________________________________________________________ 
Other Medical Problems:________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
Emotional/Psychological Problems:  
______________________________________________________________________________________ 
______________________________________________________________________________________ 



Camper Medical Information 
Page 2 
 
Camper Name:_____________________________ 
 
Medications:    Dosage   Frequency 
 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
 
Allergies:   
 
______________________________________________________________________________________ 
 
Physical Examination: 
 
 
 
Date of exam:     Weight: 
 
Abnormal physical exam findings:________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Abnormal joints (describe effusion, bony hypertrophy, ROM):________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
 
 
Signature of person completing medical information:________________________________________ 
 
Hemophilia Treatment Center:__________________________________________________________ 
 
Weekday phone #:_______________________ Emergency Phone #:____________________________ 
 
 
 
 
Based on my knowledge of this child’s medical and psychological characteristics, I recommend for this child to 
attend HFI Camp. 
 
 
Physician Name:___________________________________ 
 
Physician Signature:________________________________ Date signed:_____________________ 
 
 
 



 
 

CAMP WARREN JYRCH - GENERAL CAMP RULES 
 

Please review these rules with your child prior to attending camp 
 
Because of the large number of people at camp and because everyone wants to have fun and be safe, we all have to follow some 
rules and do some things differently than at home.  
 
There is lots to do at camp and you are expected to participate.  If you don't know how, someone will help you.  If you have a 
bad joint or a bleed, we have special rules so you can be part of things.  Let us know if you need some help. 
 
While you are at camp, we want to keep you healthy.  These rules help us do this: 
 

Report bleeds or other problems early ... like if you feel sick or get hurt.  Do what the doctor tells you such as taking 
medicines or coming back to be checked again.  We'll take care of you quickly and get you right back to the fun. 

 
Everyone must wear shoes at all times (except when swimming, showering, or in bed!!)  Cuts on feet are no fun at 
camp. 

 
You must come to all meals unless the Medical Director excuses you.  If there is a food you don't like, just say "no 
thank you."  Once you take something, you must eat it. 

 
You may not smoke, drink alcohol, or take drugs not approved by the Medical Director. 

 
When you are at camp, the staff is responsible for you ... they have to supervise you and keep you safe.  These rules help us do 
that: 
 

At meals, there will be counselors at each table.  You may pick any table to sit at if there is already one counselor there. 
 

You are not allowed in any cabin except your own.  At camp, we all share small spaces and everyone should respect 
other’s space and property.  

 
We all have to try to get along together.  Fighting is not allowed for any reason.  If you are having trouble with 
someone, talk with one of the counselors. 

 
You are not to be at any waterfront at any time unless a counselor is there .  Swimming is allowed in the pool only at 
scheduled times.  

 
There may be planned hikes or activities outside of camp, but no one is to leave camp property without permission. 

 
During camp, you cannot use the phone or have visitors.  People can send you mail. You can write letters or cards home as 
often as you want ... camp will give you paper, envelopes, and stamps.  You should write home often so that your family does 
not worry about you. 
 
If you feel you must get a message home faster ... talk to your counselor about it.  In emergencies, the Camp Director or 
Medical Director can call home for you. 
 
 You are expected to follow these rules and do as the camp staff tells you.   
 If anyone tells you to do something you think is wrong, 

you should talk to your counselor or one of the other adult staff about it. 
 



 
HFI 

CAMP WARREN – CAMPER CONTRACT 
 
I plan to attend Camp Warren 2011.  I understand that, for camp to be fun and safe for everyone, there must be 
some rules. 

 
During Camp I agree to the following: 
 

To follow the written rules of camp and the instructions given to me by a staff member (CWJ Staff 
member, Counselor, Medical Staff, etc); 
 
To participate enthusiastically in all camp activities and to help with other campers; 
 
To set an example for other campers around my health care – I will report all bleeds promptly for  

 early treatment and take other medications as directed; 

 
To leave campgrounds only with a staff person for an approved activity; 
 
To not bring any snacks, hand-held games, cell phones, pagers, iPODs/MP3 players, electrical 
appliances, coffee pots, refrigerators, fans, fireworks, alcohol, cigarettes, knives, weapons or 
“street drugs” to camp; 
 
To respect others at camp and not join in any activities which could be harmful to others or could 
damage property. 

 
If anyone asks me to do something which doesn’t seem right, I know I can go to any staff member to talk 
about it. 
 
I understand that, if I do not follow what I have agreed to, I could be kept out of specific activities or be 
sent home.   
 
 
______________________________________         _________________________ 
Camper Signature                                                            Date 
 
 
______________________________________         _________________________ 
Parent Signature                                                         Date 
 
 
 
 
 
 
 

THIS FORM MUST BE SIGNED BY ALL CAMPERS AND THEIR PARENTS AND 
BROUGHT WITH TO CAMP! 

 
 



IMPORTANT 
 

PLEASE READ 
 

 
Financial Form 

 
Camp Warren Jyrch is specifically designed to meet the special needs of children with hemophilia and other bleeding 
disorders.  Our staff includes a highly qualified medical team on duty 24 hours a day, who are specially trained to provide 
hemophilia care.  We also recruit counselors and staff who are familiar with bleeding disorders (many have bleeding 
disorders themselves).  All work together to ensure that your child has a fun, memorable and safe experience, and you 
have piece of mind knowing your child is in good hands. 
 
However, camp costs average in excess of $1,000 per camper.  The Hemophilia Foundation of Illinois is committed to 
providing quality camping experiences to children with hereditary bleeding disorders, regardless of financial restrictions 
of the family.  We work year-round to raise funds and solicit donations from our Camp Partners and the community. In 
order for us to continue to provide a quality program like Camp Warren Jyrch, we need you help. 
 
Our suggested camp fee is $250.00/camper.  You can pay the entire fee now, or elect to defer 1/2 of the charges until 
June 30th, if you provide a credit card with an expiration date after June 30, 2011. 
 
If you cannot pay the entire fee, you are welcome to pay what you are able or check here to talk with a member of our 
staff about financial assistance:  _________ 
 
 
CAMPER NAME:   ______________________________________________________ 

(Please use a separate form for each camper) 

Enclosed payment is by:       (  ) Check/Money Order     (  ) M/C     (   ) VISA     (   ) AMEX 

  
Suggested camp fee: $250.00 

  

Amount enclosed:

  

Amount to be charged with this registration form:  

Credit card number:   _________________________________________ 

Name on credit card:   ________________________________________ 

Expiration date:   ____________________________________________ 
  

Amount to be charged on above card on 6/30/11: 
(card must expire after 6/30/117)

 

  

Total payment:  

 
You may also phone or fax credit card information.  
Please call 312-427-1495 or fax to 312-427-1602. 

 
 


