
 

 
 
 
 
 

���� Check camp(s) for which you are applying.   
Overnight camp dates listed below include pre-camp 
orientation day. 

 
 

���� In the box below, please check the volunteer position(s) for which 
you are available.  Camps may have needs not identified here that you 
may be asked to do. 

���� Trinity, Danville 

June 9-13   Day Camp 

 
 
����  Counselor 

 

���� Cathedral Domain, Lee County  

June 21-28   Overnight camp** (please reverse side)  

 
 
����  Teacher 

 

���� Perry County, Buckhorn State Park  

July 7-11   Day Camp 

 
 
����   Support 

        Circle all areas of interest listed below: 

���� Pine Mountain, Harlan County 

July 12-19   Overnight camp 

 
 

 
 

Music, drama 
 

Photography 
 

Swimming 
 

���� Northern Kentucky, Covington 

July 14-18   Day camp 

 
 

 
 

Arts, crafts 
 

Storytelling 
 

Nurse 
 

���� Mission House, Lexington 

July 21-25   Day camp 

 
 

 
 

Recreation 
 

Snacks 
 

Other __________ 
_______________ 

 
Name:         Phone: (        )    Cell: (        )    
 
Address:                
 
City:       State:    Zip:     Email:        
 
Birthday:        /       /          (must be 15 yrs.)    Gender       Parish:        
 
Education: High School:         Graduation date:        
 
      College:     Degree/major:     Grad year:     
 
Licenses/Certifications:   

Teacher certification: � yes ________  First Aid certification (CPR, WSI, etc)  � yes ______________ 

          (grade level)             (Please specify) 
 

Medical certification     Other:          
(Please specify)    (Please specify) 

 

Previous experience working with children (include year, facility, ages of children & position held) 
 

 
 

 
 

 

Have you completed the Episcopal Church’s Prevention of Sexual Misconduct training?   ����yes    ����no 
 

When        Where            Please include copy of certificate. 
 

Why are you interested in serving as a volunteer at Reading Camp?   
 
                
 
                
 
                

Office use only:   □ ND □ SPL  
□APP □Health □ INS □ DB 

Reading 

Camp 
2008 Volunteer Staff 

Application 



 

Please provide contact information for three personal references. (One clergy reference is required)  
 
 
#1 Name:            Phone: (       )      
 

Address:               
 

City:       State:    Zip    Email       
 
 
 
#2 Name:            Phone: (       )      
 

Address:               
 

City:       State:    Zip    Email       
 
 
 
#3 Name:            Phone: (       )      
 

Address:               
 

City:       State:    Zip    Email       
 

All staff members must, in addition to completing this staff application: 
□ Be at least 15 years old 
□ Complete and submit a completed camp health form (due with submission of application) 
□ Provide a copy of health insurance card (due with submission of application) 
□ Attend Reading Camp Staff Training 
□ Sign a Code of Conduct & Release of Information for Background Check 
□ Complete the Episcopal Church’s Prevention of Sexual Misconduct Training (check 1 below) 
 □ I have already completed this training within the past 5 years.   
 □ I will complete this training prior to camp. 
 

I understand that as a staff member I may not bring relatives/guests with me who are not camp members. 
 
        
Signature          Date        
 

 
Please send completed forms to: 
Reading Camp 
P.O. Box 610 
Lexington, KY  40588-0610 
 
Applications will be considered and you will be notified as 
soon as staffing needs are established.  Space is limited.   
 
 
 
 
 

If you have questions about this form, please contact 
Bungee Bynum at the Reading Camp office at Mission 
House readingcamp@diolex.org or (859)252-6527 x110. 
 
Do you have any friends who you think would be interested 
in volunteering for Reading Camp?  You can find volunteer 
forms for new volunteers on the Reading Camp website: 
http://www.diolex.org/readingcamp.htm  
or by contacting the Reading Camp office.  
 
 
 
 
 

**There are some facility restrictions that may affect some physical capabilities of volunteers applying to serve as a 
staff member at the Cathedral Domain camp of which you should be aware including: uneven gravel roads, some 
un-air-conditioned buildings (fans are available or you may bring your own).  All volunteers serving at the Domain 
camp are members of the camp community are expected to not leave the mountain during the week of camp, 
driving of vehicles from one building to another is not permitted during a scheduled camping session, except for the 
facility manager and others employed by the Cathedral Domain Camp.  In addition, there is no cell phone service or 
internet access at the Domain, so please plan accordingly. 



 

                              
 

Reading Camp 2008 Volunteer Health Form 
  

                    Medical Release Form and Permission to Treat 

 

For Reading Camp use for all volunteer staff members for the 2008 camp season. 

The health history and examination must be updated annually. A Licensed medical 
professional must complete the health examination.  
 
Name_______________________________________Birthdate________________ 
 
Age at camp________                S.S.# number of volunteer______-_____-________ 
 
Home address__________________________________ Phone #_______________ 
 
                        ___________________________________ 
 
Gender of volunteer (circle)   Male   Female 
 
Home address (if different than above)___________________________________ 
 
Business address______________________________________________________ 
 
Contact phone numbers (cell, business)___________________________________ 
 
If not available in emergency, notify _____________________________________ 
 
Relationship to volunteer_________________ Phone #________________________ 
 
Insurance information: Is the volunteer covered by medical/hospital insurance?___ 
              **Copy front and back of insurance card and attach to this form.** 

 
Family physician__________________________ Phone #_____________________ 
 
Family dentist_____________________________ Phone #____________________ 
                          
                               *********************************** 
The information on this form is not part of the volunteer acceptance process, but is 
gathered to assist us in providing appropriate care. Any changes to this form should be 
given to camp health personnel upon participant’s arrival at camp. 
Provide complete information so that the camp can be aware of the participant’s needs.   



 

Page 2                      Medical Release Form 
 
LIST ALLERGIES AND DESCRIBE REACTIONS: 
Medication: ________________________________________________________ 
Food: ______________________________________________________________ 
Other: (insect stings, environmental, etc.) ________________________________ 
 
LIST ALL MEDICATIONS TO BE GIVEN AT CAMP: (OVER THE COUNTER 
AS WELL AS VITAMINS OR SUPPLEMENTS)**BY LAW, NO PRESCRIPTION 
MEDICATIONS WILL BE GIVEN UNLESS IN THE ORIGINAL LABELED 
BOTTLE WITH THE VOLUNTEER’S NAME, PRESCRIBER’S NAME, NAME OF 
MEDICATION, DOSAGE AND INSTRUCTIONS FOR ADMINISTRATION.    NO 
PROFESSIONAL SAMPLES WITHOUT PRESCRIBER LABEL. 
 
____This volunteer takes no medications. 
____This volunteer takes the following medications on a routine basis. 
         Medication ___________________________Dosage______________________ 
         Times taken each day ____________________Reason____________________ 
         Medication __________________________ Dosage ______________________ 
         Times taken each day ____________________Reason ____________________ 
         Other_____________________________________________________________ 
         Medication __________________________ Dosage ______________________ 
         Times taken each day ____________________Reason ____________________ 
         Other_____________________________________________________________ 
          Medication __________________________ Dosage ______________________ 
         Times taken each day ____________________Reason ____________________ 
         Other_____________________________________________________________ 
 
Past Medical History: List hospitalizations, serious or chronic conditions and any injuries 
that required medical intervention in the past 5 years. _________________ 
 _______________________________________________________________________ 
________________________________________________________________________ 
 
EMERGENCY AUTHORIZATION: The health history is correct and complete as far as 
I know, and the person herein described has permission to engage in all camp activities 
except as noted. I hereby give permission to the camp to provide routine first aid, 
administer prescribed medications and seek emergency medical treatment including x-
rays or interventions as deemed necessary. I also grant permission to the licensed 
provider selected by this camp to hospitalize, secure proper treatment, order injections 
and/or anesthesia and/or surgery as judged appropriate for the situation. I further 
authorize the release of medical information to any provider , insurance company and 
medical facility that may need access to complete their care. I have, and do hereby, 
release Reading Camp, its employees or agents from liability associated with 
participation in camp activities. I understand that if I do not have medical insurance, I, as 
the participant/parent/ guardian, will be responsible for any medical expenses in the event 
of illness and/or injury. I understand that there are risks involved in participating in a 
residential camp and its activities.  There has been a well examination of this volunteer 
within the last two years.   
 
SIGNATURE OF Volunteer_______________________________________________ 
 
PRINTED NAME_______________________________________DATE___________ 



 

Page 3       Health History 
 
Please circle any of the following conditions that apply to the participant: 
 
Asthma     Frequent ear infections 
Bed-wetting     Passed out after exercise 
Sleepwalking     Become dizzy during exercise 
Any recent injury    Chest Pains 
Seizures     Heart Murmur 
Back Problems    Skin problems 
Eating disorder    High blood pressure 
Frequent ear infections   Frequent headaches 
Diabetes     Joint pain 
Surgery of any type    Head injury 
Infectious disease    Hospitalized 
 
Please explain any circled answers__________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Has the participant had mononucleosis in the past year?  ____Yes____No 
 
If female, has the participant had an abnormal menstrual history? 
   _____Yes         ______No        ______N/A 
 
Has the participant ever had emotional difficulties where professional help became 
necessary?  ______Yes  ______No 
 
Circle the following that the participant has had? 
 
Measles, Mumps, Chicken Pox, German Measles, Hepatitis A, Hepatitis B, 
Hepatitis C.  
 
 
 

Are immunizations up-to-date? ______ If not, explain ________________________    
 
Last tetanus injection _____/______/________ 
 
Last TB skin test ______/______/_________  Result?____________________ 
 
 
 
 
 
 
 



 

Page 4       Health Care Recommendations by Licensed Medical Personnel 
 
Volunteer’s Name ____________________________________________ 
 
I examined this individual on _________________________________ 
(ACA accreditation requirements specify well exams within 24 months of 
camp attendance.) 
 
Height ________        Weight   __________                B/P _______/______ 
 
In my opinion, the above applicant ___(is)  ___(is not) able to participate in an  
active camp program.  
 
The 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/dietary restriction:________________________ 
 
Known allergies:_________________________________________________________ 
 
 
 
Description of any limitation or restriction on camp activities:___________________ 
 
 
 
 
Additional information for health care staff at the camp:_______________________ 
________________________________________________________________________
________________________________________________________________________ 
 
SIGNATURE OF LICENSED MEDICAL PERSONNEL_______________________ 
 
Printed__________________________________Title_________________________ 
 
Address_______________________________________________________________ 
 
Phone __________________________________________Date __________________ 
 
 


