Confidence Camp for Kids Elementary Program
2026 Student APPLICATION

This is a day program for blind and low vision youth ages 4-10. Note: Applications will be reviewed on a first-come first-served basis. 
Date application received: 
Student Info
Student’s name:
Home address (street address, city, state, zip):
County:
Gender:  
· Female     
· Male     
· Non-binary   
· Prefer not to specify
Primary cause of blindness:
Explain any other disabilities and/or health concerns:
Date of birth:  
Grade student will be in this fall: 
School attending: 
Name of TVI: 
Phone: 
Email: 

Method student uses to study and take notes in school:
· Braille 
· Large print 
· Standard print 
· Notetaker
· Other (please explain)
Method student uses to travel in school and in public: 
· White cane
· Sighted guide
· None
· Other (please indicate) 
Parent/Guardian Information
Parent or guardian's name:
Home address (street address, city, state, zip):
Cell phone:
Email:

Parent or guardian's name:
Home address (street address, city, state, zip):  
Cell phone:
Email:

Other persons designated to pick up student from the program: 
Name (first and last):
Relationship: 
Cell phone:

Who can we contact if we can't reach you in an emergency? 
Name
Cell phone:
Work phone:
Email:
Relationship:


Health Statement
Student’s name:
Please attach a copy of child’s immunization record and medical insurance card
Medical insurance provider:
Local primary physician's name (if any): 
Preferred hospital:
Medications
List current Medications (if any) below, including the medication name, dosage, frequency, and reason for taking. Feel free to submit these on a separate sheet, if preferred.
1. Name of medication: 
Medication is for: 
Will student need medication administered during camp hours?:
Directions for administering:
2. Name of medication: 
Medication is for: 
Will student need medication administered during camp hours:
Directions for administering:
Does the student have allergies to: 
Medications: 
Symptoms of allergic reactions: 
Food:
Symptoms of reactions:

Other allergies: 

Symptoms of allergic reactions:

Dietary restrictions: 
Activity restrictions:
Any additional information that will help us make this a successful summer for this student?: 

Colorado Center for the Blind
Authorization to participate in the Colorado Center for the Blind Program Activities
I hereby give permission for (child’s name) _ to go on trips away from the Center’s premises, whether on foot or by vehicle, and to participate in all camp activities.
 
Parent name:
 
Parent signature
 
Date:


Colorado Center for the Blind
Authorization for Emergency Medical Care

I hereby give my permission to the Colorado Center for the Blind management to call a doctor or emergency medical service and for the doctor, hospital, or medical service to provide emergency medical or surgical care for my child,  

___________________________________________
should an emergency arise. It is understood that Center managers will make a conscientious effort to locate the emergency contacts listed on the document before any action emergency medical treatment will be taken so far as the situation requires. If it is not possible to locate emergency contacts listed, I accept the expense of emergency medical or surgical treatment. 

_____________________________________________________________
Parent name


_______________________________________________________________
Parent signature


______________________________________
Date


Colorado Center for the Blind/
National Federation of the Blind
Release for filming/interviewing

For children under 18 years of age and parent

___ I give permission for (child’s name) _________________________ and/or myself to be video recorded, photographed, and/or interviewed during the course of Confidence Camp activities. I further grant permission for said video, photo, film likeness, or interview to be used online or released to others for purposes of promoting the programs of the Colorado Center for the Blind or National Federation of the Blind. 


___ I do not give permission.
 
Parent name:
 
Parent signature
 
Date:


Colorado Center for the Blind
Student Demographic Information
We rely on a number of grants to support our Youth Programs. The information requested below is used for grant writing and reporting purposes and is voluntary on your part. The information provided below will not be shared or made public, except in aggregate numbers for such reporting. 

Student's race:
(Check all that apply) 
· American Indian or Alaska Native 
· Asian 
· Black or African American 
· Hispanic/Latino 
· Native Hawaiian or Other Pacific Islander 
· White 
· Prefer not to answer 

Does the student receive one of these Social Security benefits?
· SSI 
· SSDI 
· None 
· Prefer not to answer

