Aspect Siblings Camp – Application Form 2011
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	Autism Spectrum Australia

(Aspect)

Siblings Camp

4-6 October 2011


APPLICATION FORM

Applicant’s name:

Date of birth:
Year at school:

Mother’s name:                                                 Father’s name:

Address:

Suburb:
State:
Postcode:

Phone: 

Email:

Our preferred method of written communication is via email.  Is this acceptable to you?  Yes  /  No

Which of the following camps/services has the young person previously attended/accessed: 

Young Carer’s Camp:

Yes   /   No   If Yes, which year ________

Young Carer Program:
Yes   /   No   If Yes, which year ________

Sibling support group:

Yes   /   No   If Yes, which year ________

Aspect Siblings Camp:           Yes   /   No   If Yes, which year ________

Other camp or program: ________________________  Year ________

Please list the names of siblings, date of birth, and where appropriate any disability / special needs:

	First name
	Last name
	Date of birth
	Disability 

	
	
	
	

	
	
	
	

	
	
	
	


Preference for sleeping arrangements

Is there anyone on camp that your child would like to share a room with? _______________________

Personal Statement from young person

As places to this camp are limited, not everyone who applies will be able to attend the camp.  Can you please tell us why would you like to attend this camp? (Pls note that this section assists the panel in the selection process.)

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________
Name of applicant: __________________________________

To ensure adequate staffing and that each individual participant’s needs are met, could you please fill in the following additional information.

Does your child have a medical condition/disability?
YES/NO    If yes, please provide details: 

Does your child have any fears?
YES/NO     If yes, please provide details: 

Does your child wet the bed/have any sleeping difficulties?
YES/NO       If yes, please provide details: 

Does your child display any challenging behaviours?
YES/NO     If yes, please provide details:

Does your child have any allergies?
YES/NO     If yes, please provide details:

Does your child require any medication?
YES/NO     If yes, please provide details:

Are there any other special needs or circumstances that we need to be aware of?


YES/NO     If yes, please provide details:

Further information

To assist us in the selection process please provide us with additional information about your child’s application.

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Parent’s Signature: ________________________________________   Date: _______________







Autism Spectrum Australia (Aspect)

PO Box 770 Seven Hills NSW 1730

Ph 8868 8500  Fax 9896 5266

ABN 12 000 637 267

 Please return by 30 June 2011 to:
Aspect Siblings Camp, PO Box 770 Seven Hills NSW 1730

Fax: 9896 5266 or email bdelrosario@autismspectrum.org.au


