Above the Rim Inc. of Newark

Summer Enrichment and Basketball Camp

 July 5th 2011-August 12th 2011
Hours of Operation are from 8:30am-3:00pm
Monday thru Friday 

@Central High School


Come Join us for Another Fun Filled Summer!

You can register in person Mon-Friday at the Center Inc.

23 Elizabeth Ave., Newark, NJ 07108

Ask for: Above the Rim

Also you can request a copy be faxed or emailed to you:

P :( 973)732.0519 Email:info@abovetheriminc.org
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 Above the Rim Inc. of Newark

“More than Just Basketball”

 P.O. Box 3589
 Newark, New Jersey 07103

 Phone: (973) 732-0519


 (973) 732-0521 (Fax)

 Email: info@abovetheriminc.org


  
 
  Delano Gordon
Executive Director

SUMMER ENRICHMENT AND BASKETBALL CAMP APPLICATION
Child Name: __________________________________________Age: ________D.O.B.________________
MALE:_____FEMALE:_____ T –SHIRT SIZE: S____M____L____XL____XXL____ YS_____YM______YL_____
Parent/Guardian: _____________________________________________

Home Address: __________________________________________________________

City: _______________________________ State: _______ Zip: ___________________

Home Phone: (           ) ________________________ Work Phone: (           ) ________________________
School: __________________________________ City:__________________________ Grade: ________
Does your child receive free or reduced school lunch
?    Yes: ______ No:_______
Issues/Concerns: ___________________________________________________________________________
__________________________________________________________________________________________

Does your child take any medications on a daily basis?          
What sessions will he/she be attending? _______________________________

Emergency Contact Information
Name __________________________________________________________________
Relationship ____________________________________________________________

Address _______________________________________________________________

City ___________________________ State ______ Zip _________________
Phone: (       ) ______________________________
If you cannot pick up your child who are the two people who you give permission to pick them up?

#1 Name:_______________________________________Number__________________________________

#2 Name:_______________________________________Number__________________________________
Mailing Address:   P.O. 3589 Newark, NJ 07103

Contact Person:   Dominique Gordon, Program Manager (973) 732-0520
Service:
  SUMMER BASKETBALL CAMP    Hours: 9:00pm- 3:00pm Monday -Friday
Registration:    $25.00 non- refundable   Rate: (please call)     Ages 7 to 17 yrs. Old (Coed)      MUST ENROLL FOR WEEKLY SESSIONS
Complete Application waiver along with attachments fax it to (973) 732-0521 
ABOVE THE RIM INC., OF NEWARK
P.O. BOX 3589

NEWARK, NJ. 07103

HOLD HARMLESS WAIVER FORM

(Waiver & Release for Participants)

Name of Participant _____________________________________________

Address________________________________________________________

City ________________________ State ______ Zip ____________________

Date of Birth _________________ Age _______ Sex:  Male______ Female ______

Home Phone (     ) _________________________ Work (      ) ______________________

Participation:

I hereby give permission for the participant named above to participate in the Above the Rim Inc., of Newark Program. (After school, Mentoring, Basketball Camp, League, Tournament etc.) 
Medical:

I represent and warrant to you that the participant is physically and mentally able to participate in Above the Rim programs.
Consent to Treatment:

You are authorized on my behalf and at my account to take such measures and arrange for such medical and hospital treatment, as you may deem advisable for the health and well-being of the participant without the need for further consent of permission.

Release of Claim:

I, the undersigned, individually and or behalf of the above-named participant, acknowledge that the participant will be using facilities, at his/her own risk.  I, on my own behalf, herby release, discharge, and indemnify Above the Rim Inc., of Newark The City of Newark, the County of Essex and all sponsors, it’s Directors, officers, agents, and all volunteer personnel from all liabilities for damage, injury or illness to the participants or his/her property during his/her participation in or travel to or from any Above the Rim Inc., of Newark programs, trips and events. 

(Emphasis Supplied)

Permission to Publish:

Permission is hereby granted to use the name, likeness, voice and words of the Participant: in media, advertisement and marketing materials, for promotional purposes and activities of Above the Rim Inc., of Newark appealing for funds to support such activities.
_______________________________




_____________________

Parent/Guardian/Adult Participant





Date
_______________________________




_____________________

Relationship to Participant 






Date
Above the Rim Inc. of Newark

Summer Enrichment and Basketball Camp 

Health History and Examination Form

The information on this form does not determine the acceptance of any camper or staff member. Health History and Examinations are mandatory by the state of NJ for each participant, camper and staff. It assists our organization in providing the appropriate care for each individual in case of an emergency. 
*The health examination portion must be completed by approved licensed medical personnel at least every 2 years.

Name______________________________________________________D.O.B_________________Age at Camp____________________
Home Address__________________________________________City__________________________State________Zip______________

Gender: Male__________Female__________

Custodial Parent/Guardian_________________________________________________Phone__________________________________

Work Phone#:_____________________________________
Name of Emergency Contact:_____________________________________________________
Address:________________________________________________________________________Phone:_______________________________

Relationship:_________________________________________

Insurance Information:

Is the participant covered by family/hospital insurance? Yes/ No

If so, indicate insurance carrier or plan name____________________________________Group#_________________________
Photocopy of front and back of health insurance card must be attached to this form.

Health History
The following information must be filled in by the parent/guardian or adult camper 

Please list all known Allergies
Medication Allergies: __________________________________________________

_____________________________________________________________________________

Food Allergies:    ___________________________________________________________________________________

                                    ___________________________________________________________________________________

Other Allergies:  ____________________________________________________________________________________


                         ___________________________________________________________________________________

Medications Being Taken
Please list all medications (prescription and non-prescription medication) that your child takes on a regular basis. If your child needs to take this medication during camp you must bring in the medication labeled with your child’s name on it.

Med#1______________________________________ 
Reason for taking_____________________________________________________________________________________________________

Med#2______________________________________ 
Reason for taking_____________________________________________________________________________________________________

Med#3______________________________________
Reason for taking_____________________________________________________________________________________________________

RESTRICTIONS

The following restrictions apply to this individual

Dietary
___Does not eat red meat



___Does not eat eggs
___Does not eat poultry



___Does not eat dairy products

___Does not eat pork




___Other(describe)_______________________________________
___Does not eat seafood



_____________________________________________________________

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

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
General Questions (Explain “yes” answer below)

Has/Does                 Please Answer: Y/N

1. Had any recent injuries, illnesses, or infectious diseases?_____

2. Have a chronic or recurring illness? _____

3. Ever been hospitalized? _____

4. Ever had surgery? _____

5. Have frequent head aches? _____
6. Ever had a head injury? _____

7. Ever been knocked unconscious?______

8. Wear glasses, contacts, or protective eye wear?_____

9. Ever had frequent ear infections?______

10. Ever passed out during or after exercise?______

11. Ever been dizzy or light headed during or after exercise?_____

12. Ever get seizures?_____

13. Ever had chest pains during or after exercise?_____

14. Ever been diagnosed with a heart murmur?______

15. Ever had back problems?______

16. Ever had problem with joints?______

17. Have an orthodontic appliance being brought with them to camp?______

18. Have any skin problems (itching, rashes, acne)?______

General Questions Continued……

19. Have diabetes?______

20. Have asthma?______

21. Had mononucleosis in the past year?_____

22. Has problems with diarrhea/constipation?_____

23. Have problems with sleep walking?______

24. If female, have an abnormal menstrual history?_____

25. Have a history of uncontrolled bladder?______

26. Ever had an eating disorder?_____

27. Ever had emotional difficulties for which professional help was sought?_____

Please explain any questions you answered “yes” to, with the number of the question.
__________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Which of the following has the participant had? 

Please circle all that apply.

1. Measles


    

Please give all dates of immunizations for:
2. Chicken pox

    

Vaccine:   Dates: Mo/Yr  Mo/Yr  Mo/Yr  Mo/Yr  Mo/Yr  Mo/Yr
3. German measles



DTP

_______
_______
_______
_______
_______
________
4. Mumps




TD                         _______
_______
_______
_______
_______
________
5. Hepatitis A



Tetanus
_______
_______
_______
_______
_______
________
6. Hepititis B



Polio

_______
_______
_______
_______
_______
________
7. Hepititis C



MMR

_______
_______

or Measles
_______
_______

or Mumps
_______
_______

or Rubella
_______
_______

TB Mantoux Test


Haemophilus 
_______
_______
_______
_______

Date of Last Test_______


Hepatitis B
_______
_______
_______

Result: ___Positive ___Negative 

Varicella 
_______
_______


Use this space to provide any additional information about the participant’s behavior and physical, emotional, or mental health about which the camp should be aware.
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name of family physician_____________________________________________Phone________________________________

Address____________________________________________________________________________________________________

Name of family dentist_________________________________________________Phone________________________________

Address_______________________________________________________________________________________________________

Health Care Recommendations by Licensed Medical Personnel
I examined this individual on________________.

BP___________     Weight______________ Height_____________

In my opinion, the above applicant ___is ____is not able to participate in an active camp program.

This applicant is under the care of a physician for the following conditions

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Recommendations and Restrictions at Camp
Treatment to be continued at camp_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications to be administered at camp(name,dosage,frequency)__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any medically-prescribed meal plan or dietary restrictions___________________________________________________________________________________________________________________________________________________________________________________________________

Known Allergies______________________________________________________________________________________

Description of any limitation or restriction on camp activites_______________________________________________________________________________________________

Additional information for health care staff at the camp__________________________________________________________________________________________________

________________________________________________________________________________________________________

Signature of Licensed Medical Personnel________________________________________________

Printed_____________________________________Title______________________________________________

Address______________________________________________________________________________________________

Phone_______________________________________________________________________Date_____________________

*Notes 

For Camp use ONLY!

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Approved_________________________ Screened by____________________________________Date____________
