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Camp UPeninsulin 2019
Staff Personnel Record







Date:  _________________

Full Name (first-middle-last) ____________________________________________________

All maiden/former names or alias_________________________________________________

Date of birth ________________
     Social Security Number ___________________________

Driver’s License Number _______________________  T-shirt size ________________

Home Address______________________________________________________________

City _________________________________________ State_____________ Zip ________

Present employer ___________________________________________________________
Work Address______________________________________________________________

City _________________________________________State___________ Zip __________

Telephone numbers:  Home_______________ Work _________________ Cell _________________

Email address:  _______________________________________________________________

Emergency Contact Person _______________________________________________________

Relationship _________________________Phone(s) _____________________________

Degrees ____________________________________________________________________________

Specialty ____________________ Board Certification(s) ____________________________________

MI Medical License Number____________________________________ Expiration Date__________________

Have you ever been convicted of a felony? ____________________________________________   

Have you moved in the last year? _________   Have you moved in the past seven years? _________           

Gender: ______________   Marital Status: _________________________            

Are you receiving compensation from your employer to participate in this year’s Camp?  ________________    

Will you be participating in this year’s Camp as a volunteer?  ___________________________________        

Preferred time for camp:  ____________________ (specify dates) _____________________

Health History
Health Insurance Company: _______________________________________________________________

Name of policy holder:  __________________________________________________________________

Please provide a copy of the front and back of your insurance card
Primary Physicians Name:  _______________________________________________________________

Medical History:  __________________________________________________________________________

Allergies, please list:  _____________________________________________________________________

Medication List:  _________________________________________________________________________

Do you have any physical limitations that would prohibit you from participating in any activities?       

Agreement and Release of Liability

I agree and accept responsibility for any hospital or medical charges in the event of illness or accidents, which cannot be treated by the camp medical staff. 

I consent to whatever other medical care may be deemed necessary while at camp. In case of MEDICAL EMERGENCY, I understand every effort will be made to contact my emergency contact person. 

I authorize Camp UPeninsulin medical staff to consent to any laboratory or x-ray examination, anesthetic, medical or surgical treatment and hospital care to be rendered under the supervision of a licensed physician. 

I hereby release Camp UPeninsulin, the UP Diabetes Outreach Network and its staff and volunteers from the full and complete liability and claims of injury or damages resulting from participation in the summer camp program. 

Signature:   _________________________________   Date:  _______________

I understand that:
The information that I have provided on this form is subject to verification, which may include a criminal history check and request from any central registry of child abusers.  The Camp may terminate employment or voluntary service of a person:

*   found to have a history of complaints of abuse of a minor and/or

*   found to have resigned, been terminated or been asked to resign from a position, whether paid or unpaid, due 

     to complaint(s) of sexual abuse of a minor.

Signature:   __________________________          Date:  _______________

Please have 3 colleagues or people familiar with your work sign below as references.

Reference #1.  I recommend the above-identified individual to serve as a leader in a children’s camp.

Name_______________________________________ Title: ___________________

Signature________________________________________________________ Date_____________________

Reference #2.  I recommend the above-identified individual to serve as a leader in a children’s camp.

Name______________________________________ Title: __________________
Signature ________________________________________________________ Date____________________

Reference #3.  I recommend the above-identified individual to serve as a leader in a children’s camp.

Name_____________________________________ Title:___________________

Signature________________________________________________________ Date_____________________
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