
Camping Association of the Presbyteries of  
Northwestern Pennsylvania 

221 Center Street, Slippery Rock, PA 16057 
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CHRISTMAS BREAK 

AT THE HIGHLANDS 

We won‟t be FUNBUGGING so leave 
the swimsuit at home. If  there‟s snow 
we have some great SLEDDING hills 
and the games you LOVE in the 
SUMMER are just as fun in the 
SNOW! You will sleep in “the 
Genevas” where staff  spend their 
summer nights, sit and sing around a 
warm fire with friends old and new, 
and maybe even learn a thing or two!  
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DEC 28-30 
MONDAY-WEDNESDAY 

GRADE 5-7    GRADE 8-12 
HOLIDAY BLAST WINTER CAMP 



 

PROGRAM 
THROUGH FAITH SHARING, FUN 
WINTER ACTIVITIES AND BIBLE 

STUDY YOU‟LL REDISCOVER THE 
TRUE MEANING OF 

 CHRISTMAS.  

EACH AGE LEVEL WILL USUALLY BE 
INDEPENDENT FROM ONE ANOTHER. 

WHO: 

OPEN TO YOUTH IN  

GRADES 5-7 AND GRADES 8-12. 

ONE ADULT LEADER MAY ALSO 

ATTEND FOR FREE IF S/HE 

ACCOMPANIES 6 OR MORE 

YOUTH AS THEIR “COUNSELOR.” 

WHEN 
DECEMBER 28-30 

MONDAY-WEDNESDAY 
ARRIVAL: 12/28 @ 3:30PM 

DEPARTURE: 12/30 @ 2:00 PM 

 MEALS 
MONDAY:  DINNER 

TUESDAY:  ALL 3 MEALS 
WEDNESDAY:  BREAKFAST 

             AND LUNCH 

*YOU‟RE WELCOME TO BRING  

EXTRA SNACKS, TOO!  

ATTENTION PARENTS/GUARDIANS 
PLEASE FILL OUT THE ENCLOSED REGISTRATION 
AND HEALTH HISTORY FORMS. YOU CAN RETURN 

COMPLETED FORMS AND PAYMENT TO: 
C.A.P.N.W.P 

221 CENTER STREET 
SLIPPERY ROCK, PA 16057 

*YOUR REGISTRATION WILL BE CONFIRMED WITH 

ADDITIONAL INFORMATION 

$86 + 

2 NIGHTS OF LODGING + 

6 MEALS = 

—————  

PRICELESS BREAK OF FUN, 

FAITH AND FELLOWSHIP 

REGISTRATION DEADLINE IS DECEMBER 9THDECEMBER 9TH. 
A MINIMUM OF 12 CAMPERS PER AGE GROUP IS 

NECESSARY TO HOLD RETREAT.  

WHAT TO BRING: 
SLEEPING BAG AND PILLOW 
SOAP, WASH CLOTH, TOWEL, 
TOOTHBRUSH, ETC. 
BIBLE, NOTEBOOK, PEN 
CLOTHES „N BOOTS FOR THE 
WEATHER 
FLASHLIGHT 
ANY MEDICATION NEEDED  
ANY HEALTH FORMS & FEES 
NOT YET RETURNED 
A BIG SMILE AND SENSE OF 
ADVENTURE 
SNACKS TO SHARE 

The Camping Association of the Presbyteries of Northwestern Pennsylvania (CAPNWP) is the camp, retreat and 
outdoor ministries of the Presbyteries of Beaver-Butler, Kiskiminitas, Lake Erie and Shenango, PC(USA). 

All are welcome!  

Bring a friend. 
Westminster Highlands / CAPNWP is just off 

I-80 about 20 minutes east of the I-80 and 
I-79 interchange near Emlenton, PA.  



 Youth Registration ~ Dec. 28-30, 2009 

Westminster Highlands / CAPNWP 

Please use one form per person.  Please print and return this Registration with the $25 deposit and Health Form 
before December 9, 2009 to:  CAPNWP, 221 Center Street, Slippery Rock, PA 16057 . 

Thank you! 
 

Program in Which Registering:  (check one)    Gr. 5-7Winter Camp  or     Gr. 8-12 Holiday Blast 

Youth 

 Name first              mid. int.    last               Gender   Female  Male 

 Address                              Apt.    Grade     Age    

 City/Town                      State   Zip       Birthdate   /   /    

 Phone (    )         Email                      Check here if this will be her/his  

 I request to bunk with (name of only one friend):                    first time at Westminster Highlands. 

  Home Church                            Denomination / Presbytery: 

  City/Town                      State       PC(USA), Presbytery of         

  Clergy title & name                           Other Christian             

  Camper does not have a home church or religious community.      Other Religion              

Parent/Guardian 

 Name title     first                last             Relationship to Youth:  (check one) 

 Address                              Apt.     Mother 

 City/Town                      State   Zip        Father 

 Day Phone (   )        Email                     Other:              

 Eve. Phone (   )        Mobile Phone  (   )         

Fee and Deposit 

 Regular Fee:      $   86.00   

 Deposit Enclosed:    $       The required $25.00 deposit is not refundable or transferable after 12/09/2009.  

 Fee Balance Enclosed: $       May be paid with registration or on arrival.   

 Campership:       $       Organization providing campership                      

 Total Enclosed:    $       Check #        Please make check payable to ñCAPNWP.ò  Sorry, credit 
                     card payments are not available at this time of year.  

Parent/Guardianôs Permission 

   By my signature below, I, the parent or legal guardian of the above-named child: 
 
 
 
 
 
 
 
 
 
 
 

   
 Signature of Parent/Guardian                                Date    /   /    
  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - CAPNWP Office - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

Recôd       Enterôd       Conf        Rmm         Health Form    Bal.Due $         

Form (health information & history) and any remaining 
balance due before Dec. 18 or on Dec. 28 upon arrival.  

Hereby give permission to the medical personnel 
selected by CAPNWP to order x-rays, routine tests, 
treatment; to release any records necessary for 
insurance purposes; and to provide or arrange necessary 
related transportation for the participant.  In the event I 
cannot be reached in an emergency, I hereby give 
permission to the physician selected by the CAPNWP to 
secure and administer treatment, including 
hospitalization, for the participant named above. 

Grant permission for my child to attend and participate in 
the activities of the CAPNWP program in which s/he is 
registered as described in this brochure. 

Grant permission to CAPNWP to take visual and audio 
images (photographs, videos, etc.) of my child for use in 
CAPNWP promotions. 

Grant permission for CAPNWP to print my childôs name, 
address, phone and email for distribution to other youth 
in his/her program. 

Agree to complete, sign and return the CAPNWP Health 



Authorization and Permission                                           u u u Important ï This box must be completed for attendance.    t t t 

Signature of Parent/Guardian 
or Adult Participant                      

Please also print name                     

Date   /   /                       
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  This health history and information is correct and complete as far 
as I know, and the participant herein described has permission to 
engage in all camp activities except as noted. 
  I hereby give permission to the medical personnel selected by 
CAPNWP to order x-rays, routine tests, treatment; to release any 
records necessary for insurance purposes; and to provide or arrange 

I also understand and agree to abide by any restrictions placed on 
my participation in camp activities. 
Signature of Minor Participant                 

Health History Form for Dec. 28-30, 2009 Participants 
Westminster Highlands / CAPNWP 

Please return before Dec. 18 or on Dec. 28 upon arrival.     Please return before Dec. 18 or on Dec. 28 upon arrival.      
Directions :  Please complete, sign and return this form to the CAPNWP Office.  Please print in ink and fully complete each line or Please print in ink and fully complete each line or 

spacespace..  Write ñȘò in a space or line for which you have no information.  This information is not a part of the acceptance process, but is gathered 
to assist us in identifying appropriate care.  All information is confidential.  Changes to this information should be provided upon the participantôs 
arrival at camp.  Thank you!Thank you! 

Participant Name last               first              mid.int.   Home Phone (         )         

 Home Address street                               Soc.Sec.No.              

        city                state     zip         Gender  Female  Male  Age      

 Participant is a  Camper  Volunteer  Staff  Other                 Birthdate         /         /      

Custodial Parent/Guardian title     last                 first             Relationship to Participant: 

 Home Phone(         )          Mobile Phone(        )          Work Phone (         )           Mother 

 Home Address (if different from above)  street                                 Father 

   city                   state      zip                    Other        

  Work Address co.              street                city            state     zip       

Second Parent/Guardian title     last                 first              Relationship to Participant: 

 Home Phone(         )          Mobile Phone(        )          Work Phone (         )           Mother 

 Home Address (if different from above)  street                                 Father 

   city                   state      zip                    Other        

  Work Address co.              street                city            state     zip      

Notify in an emergency if above Parent/ 

Guardians are not available title       last                first              Relationship to Participant: 

 Home Phone(         )          Mobile Phone(        )          Work Phone (         )           Grandparent 

 Home Address street                                         Non-Custodial Parent 

   city                   state      zip                    Other        

Insurance Information                                 Copies of both sides of the insurance cards may be stapled to 

 Is the participant covered by family medical/hospital insurance?   No    Yes?        this form as an alternate to writing the information below. 

 If yes, indicate insurance carrier or plan name                                        

 Carrier Address street                   city                state    zip        

 Insurance ID No. or Social Security No. of Policy Holder                                    

 Name of Insured/Policy Holder                     Relationship to Participant              

Medical Personnel Who Care for the Participant 

 Name of Physician                                 Phone (           )           

  Address street                    city               state     zip         

 Name of Dentist/Orthodontist                             Phone (           )           

   Address street                    city               state     zip         

Food & Activity Restrictions for the Participant     

 The participant should not eat:   Dairy Products   Peanuts   Pork   Eggs   Seafood   Gluten   Other:              

 The participant should be exempt from or limited in the activities noted here  ú                           

  Please explain any restrictions and/or limitations that cannot ú                                 

  be done and what adaptations or limitations are necessary.  ú                                 

necessary related transportation for the participant.  In the event I 
cannot be reached in an emergency, I hereby give permission to the 
physician selected by the CAPNWP to secure and administer 
treatment, including hospitalization, for the participant named above. 
  This completed form may be photocopied as determined 
necessary by CAPNWP personnel.  



Allergies             List all known.              Describe reaction and management of the reaction. 

 Medication Allergies:                                                  

                                                            

 Food Allergies:                                                      

 Insect Allergies:                                                     

 Other Allergies, i.e.,                                                      

  hay fever, asthma, etc.:                                                    

Medications Being Taken   Check one box in section below (A and B) and complete as appropriate.  Please list ALL medications, including 

vitamins and non-prescriptions (over-the-counter), taken routinely.  Bring enough medication for the entire time at camp and keep it in the original 
packaging/ bottle that identifies the prescribing physician (if prescription), the name of the medication, the dosage and the frequency of administra-
tion. Check and complete the appropriate boxes below.  Attach another sheet for more medications. 

 A]  The participant takes NO medications on a routine basis at camp.  !OR"   The following medications SHOULD BE DISPENSED at camp: 

   Med #1                  Dosage        Specific times taken each day             

   Reason for taking                                               

   Med #2                  Dosage        Specific times taken each day             

   Reason for taking                                               

 B]  The participant routinely took NO medications before coming to camp.  !OR"   The participant ROUTINELY TOOK the following medi- 
                                        cations before coming to camp but will not take at camp: 

   Med #1                          Med #2                         

General Health History Questions    Please explain ñYesò answers below. 

  Explanations to ñYesò answers:                                            

                                                            

Immunization (Vaccination) History     Please give all dates (month/year) of immunization for the following.  Copies of both sides of  

                     immunization cards may be stapled to this form as an alternate to writing the information below. 

 Vaccine:      Dates: mo/yr  mo/yr  mo/yr  mo/yr  mo/yr  mo/yr  

  DTPééééééééé....                         

  TD (tetanus/diphtheria)é...                          

  Tetanuséééééééé..                         

  Polioééééééééé...                      

  Haemophilus Influenza Bé                  

  Hepatitis Bééééééé              

Other Information    Please provide additional 

information about the participantôs behavior 
and physical, emotional  and mental health 
about which the camp should be aware.  

Has/does the participant:                      Yes  No 
1. Had any recent injury, illness or infectious disease?.....      
2. Had recent exposure to an ill or diseased person?.......     
3. Had a chronic or recurring illness/condition?................     
4. Ever had measles?........................................................     
5. Ever had German measles?..........................................      
6. Ever had chicken pox?..................................................      
7. Ever had mumps?....éééééééééééééé...      
8. Ever had hepatitis?........................................................      
9. Every been hospitalized?..............................................      
10. Ever had surgery?.........................................................      
11. Have frequent headaches?...........................................      
12. Ever had a head injury?.... éééééééééééé.      
13. Even been knocked unconscious?.... ééééééé...      
14. Wear glasses, contacts or protective eye wear?...........      
15. Ever had frequent ear infections?.................................      
16. Ever passed out during or after exercise?.....................      
17. Ever been dizzy during or after exercise?.....................      
18. Ever had seizures?........................................................      

19. Ever had chest pain during or after exercise?...............      

Has/does the participant:                       Yes  No 
20. Ever had high blood pressure?..........................................      
21. Ever been diagnosed with a heart murmur?......................      
22. Ever had back problems?..................................................      
23. Ever had problems with joints (e.g., knees, ankles)?........      
24. Bringing an orthodontic appliance to camp?.....................      
25. Have any skin problems (e.g., itching, rash, acne)?..........     
26. Have diabetes?..................................................................     
27. Have asthma?...................................................................     
28. Had mononucleosis in the past 12 months?.....................     
29. Have a history of bed-wetting in the past 12 months?.......     
30. Had problems with diarrhea or constipation?....................     
31. Have problems with sleepwalking?...................................     
32. If female, has an abnormal menstrual history?..................     
33. Have an eating disorder?..................................................      
34. Ever had any emotional, social or behavioral 
   difficulties for which professional help was sought?..........      
20. Ever had a TB (tuberculosis) Mantoux Test?.... éééé.     
   If yes, what was the date          Result: Positive    
   and result of the last test?   Date               Negative 

Vaccine:     Dates:  mo/yr  mo/yr   

 MMRééééééééé..         

  or Measlesééééé...          

  or Mumpséééééé.          

  or Rubellaéééééé.         

  Varicella (chicken pox)...          

 BCGééééééééé...      

                                       

                                       

                                       

Screening Record  For camp use                               Screened by:           

Date:   /    Time   :       .m.  | Meds received:     | Current health needs identified:   | Observational notes: 

Updates/additions  Yes       |           |               |     
to above health   No        |           |               |  
information noted:  None required    |           |               | 
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