Camp Michi-MAC
Summer camp for children with significant asthma and allergies 7-15 years of age
2020 Application
DUE by May 1st, 2020
Child’s Name_____________________________​​​​​​___ Age ____  T-shirt size ____ Y or A
Address ______________________________________________________________

City ______________________________________State    Zip _______________

County _________________________ Phone (        ) ______________________

Birth Date _____________________    Please circle gender:            Male           Female 
Parent(s)/Guardian(s) Name _____________________________________________

Father’s Occupation _______________________ work phone ___________________________
Mother’s Occupation _______________________work phone ___________________________
Father’s Cell phone  _______________________ Mother’s Cell phone______________________ 
Email address  (please print clearly)____________________________________________

Camp Dates: Sunday, July 19th through Friday, July 24th, 2020. 
Incomplete applications will not be considered

Please complete all areas.

Daily Medications

          Dose


           Times taken per day

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________
Approximately:

How many years has this child had asthma? __________________________________________________

How many school days were missed due to asthma in the past year? _______________________________

How many times per week does the child awaken at night due to asthma? ___________________________
How many unscheduled physician office visits in the past 12 months?_______________________________
How many emergency room visits for asthma in the past 12 months? _______________________________

How many hospitalizations occurred in the past 12 months for asthma? _____________________________

Medication allergies______________________________________________________________________
Other allergies__________________________________________________________________________




IS THERE ANY HISTORY OF THE FOLLOWING?
*YES
NO





*YES 
NO

____  ____Allergic reaction to food


____  ____Hyperactivity

____  ____Allergic reaction to bee/wasp stings

____  ____Kidney Disease

____  ____Anemia




____  ____Learning Disability

____  ____Loss of consciousness due to asthma

____  ____Migraines

____  ____Attention Deficit Disorder


____  ____Mononucleosis

____  ____Blood borne infectious diseases

____  ____Obesity

____  ____Cancer




____  ____Oral steroids-past 12 months
____  ____Cerebral Palsy



____  ____Sleep Disorder
____  ____Intensive Care admit for asthma

____  ____Spina Bifida
____  ____Cystic Fibrosis



____  ____Stomach disorders
____  ____Diabetes




____  ____Chicken Pox
____  ____Eczema




____  ____Positive TB test: when____
____  ____Heart problems



Other: ___________________________
____  ____High Blood Pressure



________________________________
____  ____Prematurity/low birth weight


________________________________
*PLEASE EXPLAIN ALL YES ANSWERS IN THIS SPACE 

Has this child attended an overnight camping program before? ____________If so, when? _____________  Camp Michi-MAC? ____________If  no, what camp? __________________________________________

Were there any problems? ________________________________________________________________ ______________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

How did you hear about Camp Michi-MAC?__________________________________________________

Does your child plan on attending other camps this summer? __ If so, when_____where ? ______________
PRIMARY CARE PHYSICIAN: Who usually takes care of the child? (print clearly)

Name:  ________________________________
Address:  ___________________________________

City:  _________________________________
State/Zip: __________________________________

Office phone:  (       ) _____________________
Last visit:  __________________________________
Office fax:  (         ) ______________________


ALLERGIST/PULMONOLOGIST:

Name:  ________________________________
Address: ___________________________________

City:  _________________________________
State/Zip: __________________________________

Office phone:  (      ) _____________________
Last visit:  __________________________________
Office fax:    (         ) _____________________

Camp Michi-MAC will be at Skyline Camp and Retreat Center in Almont Michigan
Transportation is the responsibility of each camper’s parent/guardian.
I give Camp Michi-MAC permission to obtain medical information, as necessary, from the above named physicians (s) active in the care of my child.  I also attest to the fact that the enclosed information is accurate and correct.  I understand that failure to disclose my child’s complete medical history could result in Camp Michi-MAC’s refusal to admit my child to the camp program as late as the day camp begins, should my child be accepted.


Name (please print):  _____________________________________________________

Signature:  ______________________________________________________________

             Date:  ____________________ Relationship to child: ___________________________

If my child is accepted to Camp Michi-MAC I can pay (please check one)
($555    ( $400    ( $300   ( $200 Minimum (Cost of camper deposit to hold place)
Additional Amount ( _____________     
(  I am a health care professional and would like to donate my time at Camp and understand my camper’s cost will be decreased.
( I can not donate the minimum amount of $200.  Please send information regarding    

         financial assistance if my child is accepted to Camp Michi-MAC

SUBMIT APPLICATION BY U.S. MAIL OR EMAIL
CAMP MICHI-MAC

38530 Sheffield Street

Clinton Township, MI  48036 
Attn:  Erin Anderson
E-mail:   asthmacamp@hotmail.com
Please submit applications as soon as possible to ensure your campers place.
 Acceptance letters will be mailed by May 15, 2020, if not before.
Applications accepted until May 1, 2020
campers will be accepted only as spaces become available due to cancellations or illness.

Please submit application prior to calling the camp office to inquire about availability.

****DO NOT SEND MONEY WITH THIS APPICATION****



The cost of camp is $555.


Financial aid is available based on need and available funds. 


Applicants are accepted based on severity of illness, past participation 


and available funding.  Preference is given to those who have


 not attended Camp Michi-MAC in the past.  
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