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PHONE (413) 772-1553   FAX (413) 773-0115 
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Greenfield Recreation Leadership in Training Program 

 
Our oldest campers will work to develop their leadership, teamwork, and decision making skills 
through this camp based training program. This program also helps your young leaders prepare 
for future work as camp counselors. Leaders will work closely with our experienced staff who 
will guide them in their journey. Your child will serve as a role model for the entire camp, and is 
thus required to submit an application and participate in an interview to be accepted into the 
program. Only those truly committed to being a positive role model and developing their 
leadership skills should apply. 
 

 

Procedure for Registration 
 
Please complete and submit the following to register: 
 

1. Leadership in Training Application Form 
2. Camper Registration Form 
3. Child Information Sheet 
4. Camper Survey 
5. Physical & Immunization Records 
6. Deposit of $25 per child per week 

 
If Relevant 

7. Medication Administration Form 
8. Camp Auto Payment Form 

 
Return to: 
 
Greenfield Recreation Department 
20 Sanderson Street       
Greenfield, MA 01301 
 
 
Once all forms are submitted, the office will schedule an interview with the applicant. 

 



 
 



GREENFIELD RECREATION SUMMER CAMP 

LEADERSHIP-IN-TRAINING (LIT) APPLICATION 2018 

 
 
PERSONAL INFORMATION 
 
Name: ________________________________________________________________________ 

Mailing Address: ________________________________________________________________  

City: __________________________ State: ______________ Zip Code: ___________________ 

Email:_________________________________________________________________________

Home Phone: __________________________Cell Phone: _______________________________ 

Age: ___________    Grade:________________ School:_________________________________ 

 
Emergency Contact: _______________________________Relationship: ___________________ 

Home Phone: _____________________________Cell Phone: ____________________________ 

 
Have you ever attended Greenfield Recreation Discovery or Sizzler Summer Camp?  
  Yes   Year(s) Attended: ____________     No 
 
Have you ever attended a Summer Camp? 
 Yes   Where? _____________ Year(s) Attended:________  No 
 
Please check what sessions you would like to attend: 

 
□ Session A:  Superhero Academy Week    June 25- June 29  
□ Session B:  Going for the Gold Week*    July 2 - July 6 
□ Session C:  Color Wars Week     July 9- July 13 
□ Session D:  Mad Science Week     July 16- July 20 
□ Session E:  Under the Sea Week**    July 23- July 27 
□ Session F:  Gross Out Week     July 30- Aug 3 
□ Session G:  Super Sneaky Spy Week    Aug 6- Aug 10 
□ Session H:  Turn Back Time Week    Aug 13- Aug 17 
 
*Pro-rated for July 4th 
** $30 Additional Field Trip Coach Bus Fee 
 
 
 

If selected for this program, you must attend training  
on Friday, June 22nd Time TBA 

 
 



 
VOLUNTEER/WORK EXPERIENCE 
 
1. Organization: _______________________________________________________________ 

Supervisor: _____________________________________ Phone: _____________________ 

Year: _____________________ Position: _________________________________________ 

Responsibilities: _____________________________________________________________ 

 

2. Organization: _______________________________________________________________ 

Supervisor: _____________________________________ Phone: _____________________ 

Year: _____________________ Position: _________________________________________ 

Responsibilities: _____________________________________________________________ 

 

3. Organization: _______________________________________________________________ 

Supervisor: _____________________________________ Phone: _____________________ 

Year: _____________________ Position: _________________________________________ 

Responsibilities: _____________________________________________________________ 

  
CAMP SKILLS/HOBBIES 
Please check the box next to any skills or hobbies you have that could help you as a LIT. 
 □ Working w/ children  □ Large group games   □ Small group games 
 □ Hiking    □ Drama/Skits   □ Arts and crafts 
 □ Musical instruments □ Singing/Dancing  □Sports 
 □ Working w/Adults  □ Other __________________________________ 
 
Additional School Activities: _______________________________________________________ 

 
Are you currently certified in First Aid or CPR?  

CPR:  □ Yes    Date Issued: ___________ □No  
First Aid:  □ Yes    Date Issued: ___________ □ No 

 
Do you have any other certifications that we should know about? 
______________________________________________________________________________ 

 
I certify that all information provided on this application is accurate and complete. 

 
!ǇǇƭƛŎŀƴǘΩǎ {ƛƎƴŀǘǳǊŜΥ ψψψ________________________________ Date: ___________________  
 
Parent/Guardian Signature: _______________________________ Date: ___________________ 

 







GREENFIELD RECREATION SUMMER CAMP  
CHILD INFORMATION FORM 2018 

 

 
CHILD INFORMATION 
 

Name: ______________________________ DOB:_________________ Age: _________M/F:_____  
 
School: __________________________ Grade Entering the Fall: ____________  

 

Eye Color: ______________ Hair Color: _______________ Weight: _________ Height: _________  
 

Identifying Marks:_________________________________________________________________  
 

Please list any medical needs, dietary restrictions, allergies, etc. ____________________________  
 

________________________________________________________________________________ 

 

________________________________________________________________________________ 
Does your child carry a lifesaving medication (inhaler, EpiPen®)? Yes_______ No_______   
*PLEASE NOTE: If your child carries a life saving medication, one must be supplied to Camp 
  
/ƘƛƭŘΩǎ tƘȅǎƛŎƛŀƴ: __________________________________ Phone: _________________________ 
  
/ƘƛƭŘΩǎ 5ŜƴǘƛǎǘΥ ψψψψψψψψψψψψψψψ____________________ Phone: _________________________ 
 
 

 
PARENT/GUARDIAN INFORMATION  
 

Name: _________________________________________________ Relationship to Child: ___________________________________  
 

Address: _______________________________________ Town: _____________________________ Zip: _______________________  
 

Home Phone: __________________________ Work Phone: __________________________ Cell Phone: _______________________  
 

Best # to Reach: ______________________________________ Email Address: ___________________________________________  

 
Name: _________________________________________________ Relationship to Child: ___________________________________  
 

Address: _______________________________________ Town: _____________________________ Zip: _______________________  
 

Home Phone: __________________________ Work Phone: __________________________ Cell Phone: _______________________  
 

Best # to Reach: ______________________________________ Email Address: ___________________________________________  
 
Are there any custody agreements, court orders, or restraining orders pertaining to your child that camp staff should be aware of?  

YES   NO     If yes, please attach a copy 

 
 
ADDITIONAL PICK-UP CONSENT 
In the event that I cannot pick up my child for any reason, I authorize Camp to release my child to the following individuals: 
 
Name: ________________________________ Relationship to Child: ______________________ Phone: _______________________  
 

Name: ________________________________ Relationship to Child: ______________________ Phone: _______________________  
 

Name: ________________________________ Relationship to Child: ______________________ Phone: _______________________  
 
 

PLEASE COMPLETE BOTH SIDES 

Please attach 
a current 

photograph 
of your child. 



EMERGENCY CONTACTS IF PARENT(S)/GUARDIAN(S) CANNOT BE REACHED.  
 

Name: ___________________________________________________ Relationship to Child: _________________________________  
 

Home Phone: _______________________ Work Phone: ________________________ Cell Phone: ___________________________  

 
Name: ___________________________________________________ Relationship to Child: _________________________________  
 

Home Phone: _______________________ Work Phone: ________________________ Cell Phone: ___________________________  

 
Name: ___________________________________________________ Relationship to Child: _________________________________  
 

Home Phone: _______________________ Work Phone: ________________________ Cell Phone: ___________________________  

 
Hospital Preferred: _____________________________ Health Insurance Carrier & Policy #: _________________________________ 
 

CONSENT 
I authorize Greenfield Recreation Camp staff to give my child first aid when appropriate. If my child requires further medical 
attention, 911 will be called and I will be notified immediately. I understand if I cannot be reached, one of the emergency contacts 
will be notified. If my child needs to be taken to the nearest medical care facility or to my preferred hospital listed above by 
ambulance, one qualified staff person will accompany my child to the hospital. I also give permission to the attending physician to 
hospitalize, secure proper treatment for, and to order injection, anesthesia, or surgery for my child as indicated. I will accept 
responsibility for any expenses incurred in handling this emergency care.  
 

Parent/Guardian (Please Print): ______________________________________________  
 
Parent/Guardian Signature: __________________________________________________ Date: ____________________________ 
 

PARENT HANDBOOK ACKNOWLEDGEMENT  
I have read and understand all of the policies in the Greenfield Recreation Camp Information Packet. I agree to follow the policies 
accordingly. I do understand that all policies listed in this information packet will be enforced, and failure to comply with the 
policies, is reason for immediate termination.  
 
Parent/Guardian (Please Print): ______________________________________________  
 
Parent/Guardian Signature: __________________________________________________ Date: ____________________________  

 

TRANSPORTATION RELEASE 
I give permission for my child to be transported via school bus to the Youth Center on 20 Sanderson Street in emergency weather 
situations and camp relocation.  
 
I do_________ I do NOT_______ give permission for my child to be transported via bus.    INITIALED: _____________ 
 

PUBLICITY/PHOTO RELEASE 
I understand that my child may be photographed or videotaped by the Greenfield Recreation Department for use on website, in 
promotional/ publication materials, and for grant purposes. Newspaper and television staff may also photograph or videotape my 
child should they feature the program.  
 
I do_________ I do NOT_______ give permission for my child to be photographed/videotaped.    INITIALED: _____________ 

 

Please return this form to the Greenfield Recreation Department, 20 Sanderson Street, Greenfield, MA 01301 
Phone: (413)772-1553 Fax: (413)773-0115 Website: www.greenfieldrecreation.com 

This Program complies with regulations of the Massachusetts Department of Public Health (105CMR430) and is licensed by the Greenfield Board of Health.  

    FOR OFFICE USE ONLY:  

Sessions Registered: A B    C   D   E    F    G   H      Early Care:     Late Care:  
 

 Registration Form      Child Information Form    Health & Immunization Record     Camper Survey        Medication Form 
 
Date Registered: _______________________________     Reviewed By:_________________________________  

http://www.greenfieldrecreation.com/


 

We Create Community Through People, Parks, & Programs! 
 

Greenfield Recreation Department 

LIT Survey 2018 
 
[L¢Ωǎ bŀƳŜΥ ψψψψψψψψψψψψψ_________________________      LITΩǎ !ƎŜΥ ψψψψψψψψψψψ 
 
Please take the time to fill out and return this camper questionnaire with your LIT registration.  
 
1. What activities/ hobbies do you enjoy doing in your spare time? 
 
 
 
 
 
2. Have you attended camp before? What did you enjoy most? 
 
 
 
 
 
3. What are looking to learn from this program? 

 
 
 
 

4. How do you see your leadership style? 
 
 
 
 
 
 

5. How do you learn best? 
 
 
 
 
 
 
6.  Is there anything else you would like us to know about you that would enable us to make your 

experience as successful as possible? 

 
  

    



 



 

Greenfield Recreation Department Summer Camp 
Health Maintenance Form 

 
 

Name: ___________________________________ DOB______/______/______   Age_________ 
 
Physical Exam Findings: 

BP _______ / _______      P _____________   Height ______________    Weight _____________ 

 

Physical Development:  _______________WNL  __________________ AB  

Nutritional Status:   _______________WNL  __________________ AB  

 

Skin:   ________ WNL_________AB  Eyes: _________ WNL_________AB 

Ears:   ________ WNL_________AB  Nose: _________ WNL_________AB 

Mouth:  ________ WNL_________AB Teeth: _________ WNL_________AB 

Neck:   ________ WNL_________AB Throat:_________ WNL_________AB 

Heart:   ________ WNL_________AB Spine: _________ WNL_________AB 

Abdomen:  _________ WNL_________AB   

 

ACUTE / CHRONIC MEDICAL CONDITIONS:___________________________________________ 

______________________________________________________________________________ 

ALLERGIES:____________________________________________________________________  

DAILY / PRN MEDICATIONS:_______________________________________________________  

 

IMMUNIZATIONS: 

DTP1 _______   DPT2_______   DPT3________   DPT4_________  DPT5_________  TD________ 

MMRI1________   MMRI2________ HEPB1_________ HEPB2________ HEPB3________ 

OPV1 _________   OPV2 _________  OPV3 _________  OPV4_________ 

 
______________________________    ___________________________ 
             MD Signature               Date 

 
wŜǘǳǊƴ ǘƘƛǎΣ ƻǊ ŀ ǎƛƳƛƭŀǊ 5ƻŎǘƻǊΩǎ CƻǊƳ ǘƻΥ  
Greenfield Recreation Department 
20 Sanderson Street 
Greenfield, MA 01301 



 



 

GREENFIELD RECREATION SUMMER CAMPS 
AUTHORIZATION TO ADMINISTER MEDICATION TO A CAMPER 

PAGE 1 of 2 
 
 
(To be completed by parent/guardian) 
 

Name of Camper:______________________________________________  Age: ____________________  

Food/Drug Allergies: ____________________________________________________________________ 

5ƛŀƎƴƻǎƛǎ όŀǘ ǇŀǊŜƴǘΩǎ ŘƛǎŎretion): _________________________________________________________ 

 
Parent/Guardian Name: _________________________________________________________________ 
 
Home Phone: _______________   Cell Phone: _______________ Emergency Phone: ________________ 
 
    
Name of Licensed Prescriber: ____________________________________________________________  
 
Business Telephone: _______________________ Emergency Telephone: _________________________ 
 
             
 
Name of Medication: __________________________________    Dose given at camp: _____________     
 
Route of Administration: ________________________________  Frequency: ____________________ 
 
Date Ordered: _____________________   Duration of Order: ____________________________   
 
Quantity Received: _____________ Expiration date of Medications Received: ____________________ 
 
Special Storage Requirements: __________________________________________________________ 
 
Specific Directions (e.g., on empty stomach/with water): _____________________________________ 
 
Specific Precautions: ___________________________________________________________________ 
 
Possible Side Effects/Adverse Reactions: ___________________________________________________ 
 
hǘƘŜǊ ƳŜŘƛŎŀǘƛƻƴǎ όŀǘ ǇŀǊŜƴǘΩǎ ŘƛǎŎǊŜǘƛƻƴύΥ _________________________________________________ 
 
Location where medication administration will occur: ________________________________________ 
 
 

(CONTINUED ON NEXT PAGE) 
PARENT SIGNATURE REQUIRED ON PAGE 2 



 

GREENFIELD RECREATION SUMMER CAMPS 
AUTHORIZATION TO ADMINISTER MEDICATION TO A CAMPER 

PAGE 2 of 2 
 
 
 
I hereby authorize The Greenfield Recreation Department Summer Camp Program to administer, to my  

child, _____________________________________ the medication(s) listed previously, in accordance    
  (NAME OF CHILD) 

 

with 105 CMR 430.160. 
                             
              
105 CMR 430.160(A) 
Medication prescribed for campers shall be kept in original containers bearing the pharmacy label, which 
ǎƘƻǿǎ ǘƘŜ ŘŀǘŜ ƻŦ ŦƛƭƛƴƎΣ ǘƘŜ ǇƘŀǊƳŀŎȅ ƴŀƳŜ ŀƴŘ ŀŘŘǊŜǎǎΣ ǘƘŜ ŦƛƭƭƛƴƎ ǇƘŀǊƳŀŎƛǎǘΩǎ ƛƴƛǘƛŀƭǎΣ ǘhe serial 
number of the prescription, the name of the patient, the name of the prescribing practitioner, the name 
of the prescribed medication, directions for use and cautionary statements, if any, contained in such 
prescription or required by law, and if tablets or capsules, the number in the container.  All over the 
counter medications for campers shall be kept in the original containers containing the original label, 
which shall include the directions for use. 
 
105 CMR 430.160(C) 
Medication shall only be administered by the health supervisor* or by a licensed health care professional 
authorized to administer prescription medications.  The health care consultant shall acknowledge in 
writing the list of medications administered at the camp.  If the health supervisor is not a licensed health 
care professional authorized to administer prescription medications, the administration of medications 
shall be under the professional oversight of the health care consultant.  Medication prescribed for 
campers brought from home shall only be administered if it is from the original container, and there is 
written permission from the parent/guardian. 
 
105 CMR 430.160(D) 
When no longer needed, medications shall be returned to a parent or guardian whenever possible.  If the 
medication cannot be returned, it shall be destroyed. 
 
*Health Supervisor ς A person who is at least 18 years of age, specially trained and certified in at least 
current American Red Cross First Aid (or its equivalent) and CPR, has been trained in the administration 
of medications and is under the professional oversight of a licensed health care professional authorized 
to administer prescription medications. 
 
 
 
Parent/Guardian Signature: ____________________________ Date: ________________________ 
 
 

 
AUTHORIZATION TO ADMINISTER MEDICATION FORM 



 

 


