
Wildlife Wonders at Kiwa 2024

June 17th-21st -   9 am to 3:30 pm

Design By Olivia M.

Family name:___________________________________________

Materials needed: 

__ Registration Form 

__ Girl Health History 

__ Carpool Form 

__ Photo release 

__ Permission for Emergency Transport 

_ GSCO Outdoor Program Participation Waiver_ Adu

lt Health History (if you are volunteering) 

    Payment Made 



Fees:

Camp Fee

1st Camper   $170                                   $___________

Subsequent campers:  # of Campers _________ @ $150/Camper   +  $___________

Trained Program Aides (entering 8th grade Fall 2023) # PAs___ @ $30 per PA

+ $____________

Boys Unit Fee # of boys___ @ $30 per child (Parent must be on-site)          +$ ____________

Please indicate T-shirt Size____________________________

Minis Unit Fee # of minis___ @ $25 per child (Parent must be on-site)       +$_____________

Additional T-shirts for 1-2 day adult volunteers:  How many____@$10 each +$____________

Child: __ S (6-8) _ M (10-12) _ L 14-16                                  Adult: __Small __ Med __ Large__XL __XXL

Financial Assistance:  If yes, please indicate date requested from Siobhan (mm/dd/yy)

__/__/__

TOTAL AMOUNT DUE   -----------------------------------------------------  $_____________

How paid? ____ Cheddarup  ___Check

https://wildlife-wonders-at-kiwa-2024-9273.cheddarup.com/   



CAMPER Registration:

Check one:  ___  I am currently a registered Girl Scout  __  I am not a registered Girl Scout*

*Girl Scout Registration required for girls not currently a registered Girl Scout to provide Girl Scout
insurance. Please go online to: http://www.girlscoutsofcolorado.org/girls/join to register your daughter
as a Girl Scout.                   Initial here that this is complete.   _____

Last Name:____________________________________, First Name:___________________________

Street Address:______________________________________________________________________

City/State/Zip: ________________________  Email Address:_________________________________

Parent/Guardian Name #1:_____________________________ Phone #_________________________

Parent/Guardian Name #2:_____________________________ Phone #_________________________

Troop Number:________________________    Grade Entering Fall 2024________________________

Date of Birth:______________________________

T-shirt Size:   Child:_ S (6-8) _ M (10-12) _ L 14-16   Adult: __Small __ Med __ Large__XL __XXL

--------------------------------------------------------------------------------------------------------------------------

Program Aide Internship (PAI) and Kiwa Camp Specialty Training
Please complete only for campers who are entering 7th Grade or above Fall 2024.  Question about
earning PAI at camp? Email kiwadaycamp@gmail.com

Both Kiwa Camp Specialty and PAI participants are campers and pay camper fees

A.__ I want to complete Kiwa Camp Specialty at Camp (Required to be a Kiwa PA).  B is a pre-requisite
___ I earned my PAI:____ Date
_____________________________________________________________

B. __ I want to complete my PA Internship at camp (3rd Step to becoming a council PA, requires
additional planning meeting prior to the start of camp June 8th 10 am at the Boulder County
Fairgrounds picnic area

___I earned my LIA; Date______ Leader’s name and email________________________

_______________________________________________________________________

____ I completed Program Aide Training/Camp Specialty:
____ Date |  Location:______________________________________________



Adult Volunteer Application

Name:______________________________  Phone:________________

Volunteers are required to be registered as an Adult Girl Scout and have
completed background check done by GSCO.

Please check all applicable items throughout:
I am a: __ registered Adult GS  __ Troop Leader ___ returning volunteer
___ current GS background check?

I will volunteer as a:
__ Unit Leader at camp ($85 discount on camp fee for one child)

T-shirt size (complimentary)  Adult: __ S __M  __ L __XL ___XXL

__ Adult volunteer at camp for ___ days (enter # of days and check days below)
__ M __T __W __ R __F
3-5 day volunteers receive one complimentary t-shirt
Adult sizes __ S __M __L __XL __XXL

I prefer to work with:  __K-1st Grade (Daisy) __ 2nd-3rd Grade (Brownie)
__4th-5th Grade (Junior) ___ 6th-7th Grade (Cadette)  ___ Minis ___ Boys
__ with my daughter ___not with my daughter ___ assign me where needed

I will volunteer with:   ___ Camp Setup 6/16  1 to 4 pm
___ Cleanup – 6/21 3:30 to complete

I have Mini-Campers, ages 3-5 and potty-trained, who will be in the Minis Unit
while I am volunteering at camp.  Minis will receive a child small t-shirt unless
otherwise indicated:

1. _____________________________   Age _____________

2. _____________________________   Age______________
I have Boys, ages 6 and up, who will be in the Boys Unit while I am volunteering
at camp.
1.___________________________________________ Age______ Shirt Size____

2.___________________________________________ Age______ Shirt Size____



Program Aide (PA) Registration  - Please use one form for each PA
8th-12th grade only

Name:_____________________________________________ Troop# ________

Address:___________________________________________________________

Phone:_________________________________________  Grade Fall 2024______

Parent email (required):_______________________________________________

PA email: _________________________________________________________

PA T-shirt Size: Child __S(6-8)__M(10-12)___L(14-16)
Adult__ S __ M __L __ XL ___XXL

___ I am a trained PA; My camp name is_______________________
___ I have been a PA at Kiwa Previously  __ yes ___no

If yes, stop here
___ I have earned Kiwa Camp Specialty  ___ yes ___ no

** Mandatory to PA at Kiwa**

PA Fees:
Trained PAs (8th grade – graduated 12th grade): ___# PAs @ $30/PA  +______________





DATE(S):

PHOTOGRAPHER/PRODUCER:

ASSIGNMENT:

COUNCIL:Girl Scoutsof Colorado

LOCATION:

ACTIVITY:

RECEIPT RELEASE FOR MINORS

I, being Parent/Guardian of   , hereby consent that
her name, image, and likeness, as shown in the video-tapes, photographs, motion picture film
and/or electronic images for which she posed, and/or audio recordings made of her voice
may be used by Girl Scouts of the U.S.A., its assigns or successors, in whatever way they
desire, including television and Web sites; furthermore, I hereby consent that such
photographs, films, recordings, electronic images, and the plates, tapes and/or software from
which they are made shall be their sole property, and they shall have the right to sell,
duplicate, reproduce and make other uses of such photographs, films, recordings, electronic
images, plates, tapes and software as they may desire free and clear of any claim whatsoever
on my part.

NAME OF MINOR

SIGNATURE OF PARENT/GUARDIAN

ADDRESS

CITY     STATE CO  ZIP

PHONE NUMBER

RECEIPT RELEASE FOR ADULTS

I, being of legal age, hereby consent, that my name, image, and likeness, as shown in the
videotapes, photographs, motion picture film and/or electronic images in which I appear,
and/or audio recording made of my voice may be used by Girl Scouts of the U.S.A., its assigns
or successors, in whatever way they desire, including television and Web sites; furthermore, I
hereby consent that such photographs, films, recordings, and electronic images and the
plates, tapes and/or software from which they are made shall be their sole property, and they
shall have the right to sell, duplicate, reproduce and make other uses of such photographs,
films, recordings, electronic images, plates, tapes and software as they may desire free and
clear of any claim whatsoever on my part.

NAME (PRINT)

SIGNATURE

ADDRESS

CITY     STATE CO  ZIP

PHONE NUMBER

Girl Scouts of Colorado
(A United Way Agency) REV 11/10

6/17/2024-6/21/2024

Kiwa Day Camp

Boulder County Fairgrounds
Day Camp









FOR CAMP USE ONLY 
Session Name
Session Code
Session Dates

ADULT HEALTH HISTORY

Name   o Male o Female Phone (H)       (W)     Birthdate
Address   City   State   Zip

IN CASE OF EMERGENCY, NOTIFY:
Name    Phone (H)   (W)
Address   City   State   Zip

Date of Last Health Exam  Physician’s Name   Physician’s Phone
Were there any complicating medical problems noted?

IF SWIMMING, HORSEBACK RIDING OR STRENUOUS ACTIVITIES ARE TO BE A PART OF THE PROGRAM, A STATEMENT FROM A
LICENSED PHYSICIAN AS TO YOUR GENERAL CONDITION AND YOUR ABILITY TO PARTICIPATE IN ALL PROGRAM ACTIVITIES
MUST ACCOMPANY THIS FORM.

HEALTH HISTORY:
Please check and give dates if you have any of the following conditions:
o  Ear Infections  o  Hypertension o  German Measles

o  Convulsions   o  Musculoskeletal Disorder  o  Mumps

o  Diabetes   o  Plant/Pollen Allergies   o  Asthma

o  Heart Defect/Disease   o  Insect Sting Allergy   o  Chicken Pox

o  Bleeding/Clotting Disorder   o Drug Allergies (specify)   o  Other

o  Hepatitis B Carrier   o  Other Allergies (specify)
Date of last Tetanus booster
Details of above conditions

Other health condit ions:  (Check all that apply)
o  Frequent constipation  o  Special dietary regimen  o  Hearing impairment

o  Menstrual cramps  o  Emotional disturbances o  Wear glasses

o  Sleep disturbances  o  Fainting o  Wears contact lenses
Please explain items checked:
Are there other health concerns the Health Supervisor/Troop Leader should be aware of?    o  Yes o  No   If yes, explain

Are you currently under the care of a physician or psychologist?  o  Yes o  No

Are you currently taking any medication?   o  No o Yes If yes, please list

Since your last  health examinat ion, have you had: (Give dates and explain)
o  A serious injury requiring medical attention?

o  Treatment in a hospital or emergency room?

o  An illness lasting more than five (5) days?

o  A surgical operation or fracture?

o  Any restrictions concerning physical activit ies?

Do you consider yourself to be in good health and able to participate in normal program activities?  o  Yes o  No
If no, please explain

Dietary considerations

If I am exposed to contagious disease in the three weeks prior to event/program, I will notify the director. To the best of my
knowledge, this health history is correct.

IN CASE OF EMERGENCY, I GIVE MY PERMISSION TO PERSONS REPRESENTING GIRL SCOUTS OF COLORADO TO SEE THAT I
RECEIVE APPROPRIATE EMERGENCY MEDICAL OR SURGICAL TREATMENT, AND/OR HOSPITALIZATION IF NECESSARY. IT IS
UNDERSTOOD THAT EVERY EFFORT WILL BE MADE TO REACH THE PERSON NAMED ABOVE.

Signature  Date

Girl Scouts of Colorado                                                                   Sharepoint/Membership/Shared Documents/Forms  Rev. 9/10 lj
(A United Way Agency)



 
Girl Health History 

Parents/guardians: complete, sign, and give to the Troop/Group Leader 
 

Troop/Group Leaders: Keep this information in a safe and confidential place. When this girl is no longer a member, 
please shred document. This form may be used for many years if it is reviewed, updated and signed annually.  
This form must be on site during any Girl Scout activity.  
 
Girl’s Name     Date of Birth   
 Last                                                  First       
Parent/Guardian                             

Parent/Guardian Home Phone   Work Phone   

Cell Phone   E-mail   

Name of family physician   Phone   

Family medical/hospital insurance carrier   Policy or Group No.   

 
Part I:  Illnesses and injuries  (Check those that apply.) 

 Ear Infection  Bleeding/Clotting Disorders  Hypertension  Hypotension  Asthma 
 Hypoglycemia  Heart Defect/Disease  Seizures  Musculoskeletal Disorders 
 Diabetes  Other (specify)   

Date of last health examination:   

Were any complicating medical problems noted in last health examination?   
 
Part II:  Allergies  (Check those that apply and specify nature of allergic reaction.) 

 Animals    Hay fever  

 Pollen    Food  

 Medicines/drugs   Insect stings  

 Plants   Other (specify)   
 
Part III:  Other health conditions  (Check those that apply.) 
 Bed wetting  Constipation  Menstrual cramps   Motion sickness   Fainting 
 Nosebleeds  Sleep disturbances  Emotional disturbances    Wears glasses or contact lenses  
 Hearing impairment  Sickle cell trait or disease  Special dietary regimen       Other (specify)    
 
Please explain any items that are checked.  Indicate any information useful to the adult in charge in relation to any of 
these health conditions.  Also, indicate any activities to be encouraged or restricted.   
  

Part IV:  Immunization History 
      Year Primary          Year of 
Immunization Series Completed    Last Booster      
D.T.P. (Diptheria; Pertussis (whooping cough); Tetanus)     
Td      
Measles     
Mumps     
Rubella (German measles)     
Oral Polio     
Hib      
Tuberculin test (most recent)                            Result   
Other        
 

 
 



Girl’s Name     
 Last                                                  First       
 

Current medications (need to be in original container with dosage).    

  

 

Dietary restrictions     

  

 

Emergency Contact  

Name   Relationship  

 
Home Phone            Work Phone   Cell Phone  
 
 
Permission for Emergency Medical Treatment  
In the event of an emergency, every effort will be made to contact a parent/guardian or emergency contact. If no 
contact can be made, I hereby give authorization to Girl Scouts of Colorado to seek treatment for my child and/or 
dependent minor by a licensed physician.  I know of no reason(s) why my daughter/dependent may not participate in 
prescribed activities except as noted on the Health History form.  If permission for emergency medical treatment 
is not given, please prepare a signed statement providing the reason, a release of liability, and alternate 
instructions and attach to this form. 
 
I know of no reason(s), other than the information indicated on this form, why my daughter should not participate in 
prescribed activities except as noted.  
 
Signature of parent/guardian  Date   
 
Signature of parent/guardian  Updated   
 
Signature of parent/guardian  Updated  
 
Signature of parent/guardian  Updated   
 
Signature of parent/guardian  Updated   
 
Signature of parent/guardian  Updated   
 
Signature of parent/guardian  Updated   
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