
Instructions for 
Camp Arcadia Teen Week Forms 

 
Thank you in advance for filling out your teen’s forms for their Camp Arcadia teen weeks.  These 
forms will help us serve your child, so please fill them out completely and accurately. 
 

• These forms are needed on file at Camp Arcadia by May 15th.  The forms can be 
completed and returned to camp anytime between now and May 15th , 2010. 

 
• Note that signatures are required on the Heath History Record, the Child Information 

Record and the Camper Payment Form. 
 

• On the Heath History Record, all immunizations are not required in order for your teen to 
attend camp.  Simply complete the immunization information to the best of your 
knowledge. 

 
• Credit card information on the Camper Payment Form cannot be entered into the form on 

the computer.  Fill in this information after printing the form. 
 

• The mailing address for these forms is Camp Arcadia, PO Box 229, Arcadia MI 49613.  
We cannot accept faxed copies of these forms, so they must be mailed to us. 

 
Thanks so much!  Please call or email us with questions. 
 
Mike Pasche 
Director of Business 
 

email: camp-arcadia@camp-arcadia.com 
camp phone: (231) 889-4361 
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Camper’s Name ___________________________________  Attendance Date______________ 

 

Parent Survey 
Camp Arcadia Teen Retreats 

 
Dear Parent or Guardian: In our ongoing attempts to best serve your child, we have created this form 
as a survey of basic information for our staff and counselors.  This information will be kept strictly 
confidential and will better enable our staff to serve, care for, and encourage your child’s growth during 
her/his week at Camp Arcadia.  Thank you for your honest and complete answers to these questions.  
Should you have concerns or wish to discuss your child’s stay at Camp, please call Director Chip May at 
231/889-4361. 
 
Yes No  

   Is this the first time your child has been away from home overnight?  If not, what was the 
length of his/her longest stretch away from home? ______________________________ 

 
  Is there anything specific the camper is uneasy about (i.e. thunderstorms, the dark, 

meeting new people, etc.)  ____________________________________________ 
 
Has the camper experienced any of the following and, if so, how recently? 
 

 Family Relocation date: ________________ 
 Change of schools date: ________________ 
 Death of a family member (specify relationship) date: ________________ 
 Death of a friend date: ________________ 
 Parental divorce date: ________________ 
 Significant change in health  date: ________________ 

    (i.e. diagnosis of diabetes, ADD, etc.  Please specify)   
             

My child’s: 
 Nickname__________________________________________ 
 

Favorite activity_____________________________________ 
 
             Favorite sport    _____________________________________ 
 
             Favorite musical group _______________________________ 
 
             Pet’s name_________________________________________ 
 
My child has attended Arcadia Teen Retreats the following years: _________________________ 
 
My child has attended Arcadia Family retreats the following years:_________________________ 
 
Please share with us any other information that you think will help us better serve your child: 

PS



Date of Admission Allergies child information record
state of michigan

Department of Human Services
Bureau of Children and Adult Licensing

Date of Discharge

Name of Child (Last, First, Middle Initial) Address (Number and Street, Building/Apartment Number)

Child’s Date of Birth Home Phone
(          )

City State Zip Code

Father/Legal Guardian’s Name Home Phone Mother/Legal Guardian’s Name Home Phone

Home Address (if not child’s address) Cell Phone Home Address (if not child’s address) Cell Phone

City State Zip Code City State Zip Code

Employer/School Name Employer/School Name

Address (Employer/School) Address (Employer/School)

City State Zip Code City State Zip Code

Employer/School Phone Daily Work/School Times Employer/School Phone
(          )

Daily Work/School Times

Name(s) of Person other than Parent or Legal Guardian to whom child may be released

BCAL-3731 (Rev. 3-08) Previous edition may be used.								      

I give permission to    Lutheran Camp Association (Camp Arcadia) , licensed by the Department of Human Services
					     (Provider’s Name)

to secure emergency medical and/or emergency surgical treatment for the above named minor child while in care.

Signature of Parent or Guardian Date Signed

Name of Child’s Physician or Health Clinic Physician’s or Health Clinic’s Phone Number
(          )

Address of Child’s Physician or Health Clinic Name of Health Insurance Carrier

Hospital Preferred for Emergency Treatment Health Insurance Policy Number

Special Needs: Date of Last DTaP (Diptheria, tetanus, pertussis) Shot

Name of Local Person to be Notified in an Emergency When Parents Not Available Local Address of Emergency Person

Home and/or Cell Phone
(          )

Work Number
(          )

City, State Zip code

Special Instructions:

Department of Human Services (DHS) will not discriminate against any individual or group because of race, 
sex, religion, age, national origin, color, height, weight, marital status, sexual orientation, political beliefs or 
disability. If you need help with reading, writing, hearing, etc., under the Americans with Disabilities Act, you are 
invited to make your needs known to a DHS office in your area.

AUTHORITY:  1973 PA 116
COMPLETION: Required
PENALTY: Rule Violation Citation.

BCAL-3731 (Rev. 3-08) Previous edition may be used.
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Camper’s Name ___________________________________  Attendance Date______________ 
 

Camper Payment 
Camp Arcadia Teen Retreats 

 
Charges for balance of registration fee, camper spending account and highlight DVDs will be made 
through one credit card payment prior to arrival.  Please complete this form and return it to Camp prior to 
May 15th.  If necessary, special arrangements may be made for alternate payment methods by contacting 
the Camp office. 
 
 
 Balance of registration fee:  ____________    (Required) $295 minus the deposit made at time of 

registration. 
 
 Spending Account:  ____________    (Optional) Generally, students use between $50 and 

$100.  The balance of this account is fully reimbursed 
at the end of the week or may be left in the account and 
thus donated to the Camp Arcadia scholarship fund. 

 
 Highlight DVD:   ____________    (Optional) The cost of this is $10.  We will compile a 

highlight DVD of the week and have it ready on 
Saturday, the day of check out. 

 
 Total of the above:   ____________    This is the amount to be charged on the below credit 

card. 
 
 
  --> Print out the form and then fill out the credit card information.  Mail forms to Camp Arcadia.
Visa, Mastercard and Discover payment: 
 
Card Number __ __ __ __ - __ __ __ __ - __ __ __ __ - __ __ __ __    exp date:  __ __ / __ __ (mm/yy) 
 
3 Digit Security Code: __ __ __  
 

 Billing address is same as camper address 
 Different credit card billing address: _____________________________________________________ 

 
Name on Card: _________________________________ 
 
Signature: _____________________________________ 
 

CP 
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