



The Akers Group North America LLC
T.A. G. Spring Camp (Ages: 6-22 years old)
At T.A.G. Spring Camp we provide recreational services to individuals who have physical and/or intellectual disabilities, who will also have exposure to non-disabled peers in a safe environment. The Camper to counselor ratio is 5:1. The camp is offered for six weeks and campers can sign up for one or all weeks. At T.A.G. Spring Camp we focus on Education, Recreation, Vocational, and Leisure activities. Campers participate in walks; small and large group motor skill activities, life skills workshops, weekly themed activities, and art projects.
Registration Details
· All registrations are accepted on a first-come, first served basis.
· The Rate is $350 per week minus the registration fee.
· Accepted forms of payment include: Cash, Check (payable to The Akers Group North America LLC) and PayPal.
· To secure your camper’s spot, you must complete all registration forms and pay a $30 non-refundable registration fee per registered week per child at the time of registration. The remaining balance will be due by 6 p.m. on Wednesday (March 17th, 2021) before the week of camp begins. Failure to meet the Wednesday payment deadline will result in your child’s name being removed from the registration list. 
Day Camp Refund Policy
T.A.G. Spring Camp will issue a full refund if the camp is cancelled. If a camper is withdrawn from camp, a notice must be received two weeks prior to the first day of camp. A refund will be given minus the $30 registration fee, per camp, per camper. If a medical emergency occurs after the two-week deadline, a refund minus the $30 registration fee will be issued. A written note is required from a physician for medical emergencies. All refunds could take up to six weeks.
Please return prior to your child’s first day of camp. 
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T.A.G. Spring Camp Emergency Form 2021
Drop off at Day Camp Location or mail to
RISE Learning Center
5391 S Shelby St
Indianapolis, IN 46227

Camper Information Section: (Please Print Clearly) 
Camper’s Name: _______________________________________________________________
Nickname: ____________________________________________________________________
Birth Date: ____________________________________ Age: _______________ (during camp) 
Sex: Male – Female (please circle) 
Address: ______________________________________________________________________
City: _____________________________________ State: _____________ Zip: _____________
Home Phone Number: ___________________________________________________________
Day Camp Location: ____________________________________________________________ 
School attending in fall: _______________________________
Grade attending in fall: ________________________________

Parent/Guardian & Emergency Information Section: 

Parent/Guardian’s Name: _______________________________________________________
Relationship: __________________________________________________________________
Address f Different: _____________________________________________________________
City: __________________________________ State: _____________ Zip: _________________
Day Phone Number: (____)_______________Evening Phone Number: (____)_______________
Work Phone Number: (____)______________Cell Phone Number: (____)__________________

Additional Emergency Contact: 
Contact Name: ________________________________________________________________
Relationship: __________________________________________________________________
Phone Number: (____)____________________ Phone Number: (____)____________________

Additional Emergency Contact: 
Contact Name: ________________________________________________________________
 Relationship: __________________________________________________________________
Phone Number: (____)____________________ Phone Number: (____)____________________

Additional Emergency Contact: 
Contact Name: ________________________________________________________________
Relationship: __________________________________________________________________
Phone Number: (____)___________________ Phone Number: (____)_____________________



Physician’s Name: _____________________________________________________________
Office Phone Number: (____)_______________
Authorization for Pick - Up: (MUST BE FILLED OUT) 
Person’s authorized to pick up camper: (other than parent/guardian listed above) 


1. Name: __________________________________________________________________ 
Home Number: (____)________________
Work Number:  (____)________________

2. Name: __________________________________________________________________
Home Number: (____)________________
Work Number: (____)________________

3. Name: __________________________________________________________________
Home Number: (____)________________
Work Number: (____)________________

4. Name: __________________________________________________________________
Home Number: (____)________________
Work Number: (____)________________

Person’s NOT authorized to pick up camper: 

1. ____________________________________________________________________________
2. ____________________________________________________________________________
3. ____________________________________________________________________________

Health History and Authorization for Treatment: 
(All Questions Must Be Marked) 
In the past year…. 
1. Has this camper required any counseling or hospitalization? Yes or No Explain ______________________________________________________________________________ 
2. Has this camper had any operations or serious injuries? Yes or No Explain ______________________________________________________________________________ 
Does this Camper… 
3. Have an emotional, intellectual and/or physical disability? Yes or No Explain ______________________________________________________________________________ 
4. Have an Individualized Education Plan (IEP) that you would be willing to share? Yes or No ______________________________________________________________________________
5. Have activity encouraged or limited by a physician? Yes or No Explain ______________________________________________________________________________
6. Have dietary modifications due to medical or religious guidelines? Yes or No Explain ______________________________________________________________________________ 
7. Use assistive devices? Glasses, Hearing, Leg Braces … Yes or No Explain 
______________________________________________________________________________ 
8. Use an Epi Pen… Yes or No If yes, will you be providing the Epi Pen? Yes or No ______________________________________________________________________________
9. Other? Parent/Guardian concerns? Phobias, Allergies... Yes or No Explain
______________________________________________________________________________ 
Immunizations 
My camper’s immunizations are up to date as required by Indiana Educational Standards. 
Yes or No 
If your camper is not up to date as required by Indiana Educational Standards, please list the dates below or attach immunization record: 
(Month/Year, List last tetanus) 
Vaccine	 Month/Year 		Vaccine 	Month/Year 	Vaccine 	Month/Year 
DTP		 _________ 		Influenza B 	_________	 MMR 		_________ 
Polio 		 _________ 		Hepatitis B 	_________ 	Or Measles 	_________ 
Varicella (chicken pox) _________ 	Or Mumps 	_________	Or Rubella 	_________ 

Tetanus Shot
All campers must list date of
last Tetanus. ___________
(month/ year)
Authorization for Treatment: 
This health history is correct so far as I know, and the person herein described has permission to engage in all prescribed activities except as noted. I hereby give permission to the medical personnel selected by the Park Manager to order X - rays, routine tests, treatment, and necessary transportation for the person herein described. In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the Park Manager to secure and administer treatment, including hospitalization, for the person named above. The complete forms may be photocopied for trips off site. (Parent Initials) ______

SIGNATURE OF PARENT/GUARDIAN IF PARTICIPANT IS UNDER 18 YEARS OF AGE 
X _______________________________________________________ Date: ______________ 
Requested Place for Treatment: (Hospital Name) ____________________________________________________________________________

Authorization to Administer Medication: 
Although we encourage medication to be given to your camper before or after camp, we understand there might be a need for your camper to receive medication during camp hours. A procedure has been established for medications to be administered by camp staff. Medications must be brought to camp in the original containers with clearly written directions for usage. I hereby give my consent for the camp staff to administer medication(s) to ________________________ as prescribed according to the below instructions. (Parent Initials) ______


MEDICATIONS: (Please send all medications in original RX bottles with directions) 
Med. #1 ___________________________________________________________  M T W Th F 
Med. #2 ___________________________________________________________  M T W Th F 
Med. #3 ___________________________________________________________  M T W Th F
Med. #4 ___________________________________________________________  M T W Th F 








T.A.G. Spring Camp Assessment
In order to provide your family with the most inclusive program possible, we ask that you complete a brief assessment. Please return this form with your program registration. This form is to be completed on a voluntary basis only in an effort to better serve the needs of your camper. 
Parent/Guardian Name: ________________________________________________________ 
Daytime Phone: _______________________________________________________________ 
Participant’s Name: ____________________________________________________________
Date of Birth: _________________________________________________________________ 
Sex: Male / Female Age: ____________ Height: _____________ Weight: _________________ 
Weeks (and dates and time) enrolled at camp or program: _________________________ Health Information: Briefly indicate your camper’s disability, and what characteristics he/she presents. 
Diagnosis: _____________________________________________ 
Wheelchair assisted - Yes / No 

· Motor Concerns (Diapers, wheelchairs, etc): _________________________________
·  Recreational Concerns (glasses, feeding tubes): ______________________________
· Visual Concerns (glasses, blindness): ________________________________________
· Seizures (helmets): _______________________________________________________
· Hearing Concerns (hearing aids): __________________________________________ 
· Verbal or Nonverbal (language skills): ______________________________________
· Allergies (Bees, Food, etc.): _______________________________________________
· Behavioral Concerns: ____________________________________________________
· Please list successful calming techniques, please use the back of the sheet if needed:
______________________________________________________________________________________________________________________________________________________________________________________________________
· Feeding Concerns: (G - tube feeding? Special Diet? Braces): ________________________________________________________________________
· Can your camper take anything by mouth? Reflux? ________________________________________________________________________ 
Please note any precautions for participant care (i.e. transfers, shunts): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Does the participant present any of the following illnesses or symptoms? Please check all that apply. ____ Heart Disease ____ Diabetes ____ Asthma ____ Cancer ____ Seizures 
If yes, please explain in detail, (i.e. type and frequency of seizures, etc.) _____________________ ____________________________________________________________________________________________________________________________________________________________ 
Current Medications: Please be sure to indicate whether taken at home or at camp. 
	Medication/Name:
	Dosage:
	Frequency:
	Time: am, pm, lunch, with a meal?

	
	
	
	

	
	
	
	

	
	
	
	


Questions: April Bryant, T.A.G Spring Camp Director 317 – 606-4360 or contact the day camp site. 




















T.A.G. Spring Camp
Drop Off and Pick Up Agreement 2021
Drop off at Day Camp Location or mail to
RISE Learning Center
5391 S Shelby St
Indianapolis, IN 46227

Drop Off and Pick Up Agreement: 

Camp location: _________________________________________________________________ 

Camper Name: _________________________________________________________________ 

(I) (We) ____________________________________________________ agree to the following: 

• I, the parent/guardian, agree to sign the camper sign - in and sign - out sheet each day the camper attends camp. It is understood that I may not drop off my camper before the designated drop off time. (Initials) ______

• I, the parent/guardian, agree to pick up, or make arrangements for my camper to be picked up, as soon as possible, if the camp staff notifies me that my camper has become ill during camp.
 (Initials) ______

• I, the parent/guardian, agree to pick up my camper on time. Ten dollars ($10) will be charged for every 15 minutes that a camper remains after the designated pick up time. For example, for a camp that ends at 4:00pm, a ($10) fee will be assessed for pick up between 4:01 - 4:15pm, a ($20) fee will be assessed for a pick up between 4:16 - 4:30pm, and so on. (Initials) ______

SIGNATURE OF PARENT OR GUARDIAN IF PARTICIPANT IS UNDER 18 YEARS OF AGE 

X ____________________________________________________ Date: __________________








