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2010 Camp Coach/Camp Director Application

*Please Attach Resume when submitting application
Please email completed application to info@wingstofly.info.
Applicant Name
     
Phone Number
     
Email


     
Mailing Address: 
     
Applying for:

Camp Dates:   
 FORMCHECKBOX 

June 19 – 26, 2010

 FORMCHECKBOX 

July 10 – 17, 2010

 FORMCHECKBOX 

I am open to either camp date

Position Desired:   FORMDROPDOWN 
 
Have you been a part of Wings Camp staff previously?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No If yes, when and where?       
In what role?  FORMDROPDOWN 

References we may contact – 1 personal and 1 active professional:

1. Name       Phone       Relationship      
2. Name       Phone       Relationship      
Have you ever been convicted of a felony?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
How did you hear about Wings to Fly?

     
What compels you to be a part of the Wings to Fly camp staff?

     
What do you believe is important in helping girls find their self confidence?
     
When faced with a challenging situation what approach would you take for resolution?

     
Do you have camp staff experience?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No If yes, please describe.
     
What current certifications or skills do you possess that apply to the camp position your are applying for?  i.e. CPR, chef certifications, coaching certifications etc.
CPR certified?  

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

Expires:      
First aid certified? 

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No 
Expires:      
Certified Coach?

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No 
From:  
     

Any other specialty certification appropriate for camp?
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
If yes, please describe:  

     

What are areas do you feel you could lead at camp (check all that apply?

 FORMCHECKBOX 
 Hiking

 FORMCHECKBOX 
 Arts & Crafts 
 FORMCHECKBOX 
 Jewelry making

 FORMCHECKBOX 
 Painting

 FORMCHECKBOX 
 Knitting


 FORMCHECKBOX 
 Scrapbooking
 FORMCHECKBOX 
 Drawing


 FORMCHECKBOX 
 Other – please describe      
 FORMCHECKBOX 
 Music
 FORMCHECKBOX 
 Play Guitar

 FORMCHECKBOX 
 Sing
 FORMCHECKBOX 
 Keyboard
 FORMCHECKBOX 
 Drama

 FORMCHECKBOX 
 Sports 

 FORMCHECKBOX 
 Volleyball


 FORMCHECKBOX 
 Softball

 FORMCHECKBOX 
 Kickball


 FORMCHECKBOX 
 Soccer
 FORMCHECKBOX 
 Basketball


 FORMCHECKBOX 
 Other – please describe      
 FORMCHECKBOX 
 Horseback riding
 FORMCHECKBOX 
 Nutrition
 FORMCHECKBOX 
 Health

 FORMCHECKBOX 
 Homeopathic knowledge/skills – please describe


     
 FORMCHECKBOX 
 Other – please describe      
Please rate your skills in the following areas on a scale of 1-5, 5 being highest:


Math/Business - 1 FORMCHECKBOX 
  2 FORMCHECKBOX 
  3 FORMCHECKBOX 
  4 FORMCHECKBOX 
  5 FORMCHECKBOX 

Organization - 1 FORMCHECKBOX 
  2 FORMCHECKBOX 
  3 FORMCHECKBOX 
  4 FORMCHECKBOX 
  5 FORMCHECKBOX 

Cooking - 1 FORMCHECKBOX 
  2 FORMCHECKBOX 
  3 FORMCHECKBOX 
  4 FORMCHECKBOX 
  5 FORMCHECKBOX 

Communication - 1 FORMCHECKBOX 
  2 FORMCHECKBOX 
  3 FORMCHECKBOX 
  4 FORMCHECKBOX 
  5 FORMCHECKBOX 

If requested, are you willing and comfortable sharing a room with another Camp Staff member?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
I understand that by making this commitment I am committing to actively participate and attend the 2 day Camp Coach orientation and attend the 7 day camp program.  The coaches obligation at camp begins at 11am on Saturday and ends at 1pm the following Saturday.
Name      
Signature _____________________________________
Date ____________________________________________________________

STANDARD HEALTH RECORD
Staff Information

	Name (first, middle, last)
	     

	Home Address


	     
City        ST        Zip      

	Date of Birth
	     

	Home Telephone
	     

	Cell Phone
	     

	Email address
	     

	Primary Care Physician Telephone
	     

	Primary Care Physician Address
	     
City        ST        Zip      

	Dentist
	     

	Dentist Telephone
	     

	Dentist Address


	     
City        ST        Zip      

	Health Insurance Information
	Provider:      
Telephone:      
Insurance Group #:      
Policy #:      

	Hospital of choice if required by Insurance 
	     

	Allergies – if none, please fill in none next to each item so we know you have reviewed this section.
	Drugs:      
Animals:      
Pollens/Hay Fever:      
Foods:      
Nuts:      
Sunscreen:      
Insect Bites/Stings:      
Other:      

	Migraines  
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No


	Please list all medication you take including prescription and over the counter and their purpose. 
	     

	Do you carry an 

Epi pen?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

	Do you carry an inhaler?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No

	Other important information 
	     



In Case of Emergency Contacts:  Please put at least 2
1. Name       Phone       Relationship      
2. Name       Phone       Relationship      
In case of medical emergency, I hereby give permission to the physician selected by an authorized representative of Wings to Fly to secure proper medical treatment for the staff listed on this form, including, but not limited to, injectors, anesthesia, surgery, and hospitalization.
Name      
Signature _____________________________________
Date ____________________________________________________________

MEDICAL INFORMATION AND PERMISSION TO TREAT
I understand that WINGS TO FLY does not provide Staff insurance. Each staff member must have personal health insurance. Staff’s medical costs incurred during the camp including prescriptions, doctor’s visits, or hospital bills will be covered by the Staff/patient’s insurance. If the Staff’s insurance does not cover the expenses, the check received in lieu of payment will be processed and required by the health care provider and is the sole responsibility of the Staff’s parent(s) or legal guardian.

I understand WINGS TO FLY does not assume responsibility for any accidents or illness, and that fullest safety precautions are taken at all times.

In case of emergency, if I cannot be reached, I hereby give permission to the Camp Director or her representative to authorize the administration of medical treatment by a physician or other professional health care provider (hospital, paramedic, nurse, etc.)

I/WE HAVE READ THE ABOVE WAIVER AND RELEASE, UNDERSTAND THAT I/WE HAVE GIVEN UP SUBSTANTIAL RIGHTS BY SIGNING IT, HAVE NOT CHANGED IT ORALLY, AND SIGN IT VOLUNTARILY.
     ______________________________________
Name (Please print clearly)
_____________________________________________________________________

Signature

_____________________________________________________________________

Date
2010 Camp Coach/CD Application 3/6/10

