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Bridging The Gap For The Uninsured
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Camp HoM.E

HOLDING ON MORE EFFECTIVELY




Mission:  To invest in the future of the community and enriching the lives of the children who attend our camp.

Vision: Our focus is to assist in the development of our campers through leadership and character building skills and by helping our campers cope with life’s challenges



                           Camp H.O.M.E. Registration Form
    Based on the CDC current information people of all ages who have serious medical conditions might be at higher risk for COVID-19.  Particularly if these underlying medical conditions are not well controlled. As a parent/guardian you may want to consider enrolling your child into a virtual camp program.
Camper’s Name

















First



Middle




   Last
DOB         /          /          Sex   Male__  Female __   Age_____  Race
__   Email______________________________________
School Name


_______________  Last grade completed______                   Copy of_I-Ready Scores___  
Home Address________________________________________________ City_______________ St_____ Zip_____________

Camper’s T-shirt size: Kids (Youth) S□ M□ L□ XL□        (Adults) S□ M□ L□ 
In order to qualify for KHA Scholarship Program, your child must meet the following eligibility criteria:

Child(ren) must be Duval County Residents in Kindergarten entering into Kindergarten - 12 years old and receive one(1) of the following services:
□ Did your child receive the KHA Scholarship in the past? Please mark the box if yes.
1. □ FREE/REDUCED LUNCH (including Heroes Scholarship)  You must provide documentation at the time of registration         

2. □ SPECIAL NEEDS (including McKay Scholarship or diagnosis) You must provide documentation at the time of registration         
3. □  FEDERAL POVERTY GUIDELINES  You must provide documentation at the time of registration          
*If you meet the above criteria and would like to apply for the KHA Scholarship Program, please complete the following: 
SS#
    Last Four Numbers  -
               

Student ID#

       
       __________

 

(Student ID # can be found on your child’s report card)




Payment Choice: Cash/ Money Order/ PayPal/ Tithely Paid to: Household of Faith Church                                                                      
□Weekly □Bi-Weekly□ Monthly □Full Tuition (Payments must be made in advance)
	Drop-Off
	Pick-Up

	□ 8:00a.m. 
	□ 2:00p.m.

	□ 8:15a.m. 
	□ 2:15p.m.

	□ 8:30a.m.
	□ 2:30p.m.

	□ 8:45a.m. 
	□ 2:45p.m.

	□ 9:00a.m. 
	□ 3:00p.m.


How did you hear about Camp?  □Last Year Camper □Household of Faith member   □KHA Directory □A Friend □Church Marquee  
I  UNDERSTAND THAT I SHALL BE NOTIFIED IF A HEALTH PROBLEM OCCURS; HOWEVER, IF I CAN NOT BE REACHED BY TELEPHONE OR MY CHILD IS IN MEDICAL CRISIS AND REQUIRES IMMEDIATE CARE. I AUTHORIZE A REPRESENATIVE OF THE STAFF OF CAMP HOME TO OBTAIN EMERGENCY MEDICAL ASSISTANCE.
__________________________________        ________________________________________

       Signature of Parent or Guardian                                                                             Relationship





Household of Faith Church, Inc.


              Bishop Lewis & Pastor Bernadette Williams, Founders


925 W. Edgewood Ave * Jacksonville, FL 32208 * 904-764-8400


904-764-7556 � HYPERLINK "http://www.hofchurchinc.org" �www.hofchurchinc.org� 





$60.00 Registration Fee (Due With Form)


            Camp Dates: June 15-July 24, 2020























Child lives with:  □Father/Mother □Father □Mother □Guardian / Total number of people in household	_____


Parents/Guardian’s Information


Name									_______					


Employer 															


City 						State______________ Work #						           


 


H # ____________________________ Cell # _______________________ Email					











Emergency Contacts and Authorized Person


Application must contain at least 2 Emergency Contact individuals in the event the parents/ guardian are unavailable.





Name_______________________________________________________ Relation to child______________________








H #__________________________________ W #__________________________ Cell__________________________








Name_______________________________________________________ Relation to child______________________





H #__________________________________ W #__________________________ Cell__________________________





Name____________________________________________________ Relation to child_________________________ 





H #__________________________________ W #_________________________ Cell___________________________





Medical Information


Child’s Physician __________________________________________________ Phone_________________________





Hospital Choice (in case of medical crisis) _____________________________________________________________





Special Instructions: _______________________________________________________________________	_____





Please list any medical conditions we should know about such as hospitalization, operation, serious illness, dietary restrictions, activity limitation, allergies and/or any medications this child takes regularly_____________________


_________________________________________________________________________________________________





Do you have Insurance?   □ Yes □   No                 Insurance Company Name________________________________


�





For Office Use Only 





□ Date received application ________/_______/_______                      Staff Initials_____________________________








Notes:___________________________________________________________________________________________


_________________________________________________________________________________________________


_________________________________________________________________________________________________
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