Children’s Hospital Boston

Teen Challenge 2010
Participant Application Packet 
Dear Participants and Parents/Guardians,

Welcome to the 2010 registration for Teen Challenge! Teen Challenge provides teens (age 13 to 18) with metabolic conditions an opportunity to come together in Boston for three days of fun and adventure. Please read all the information enclosed as our registration has changed. 

This year’s Teen Challenge will be held at the Friendly Crossways Retreat Center in Harvard, MA from July 7th – July 9th. Participants should plan to meet at Children’s Hospital Boston at 2:30pm on Wednesday, July 7th and should be picked up at 3pm on Friday, July 9th. Please be aware these times could change. Exact times will be confirmed with participants after they have registered. 

Teen Challenge is meant to be a challenge! Activities are planned to engage you, excite you, and push you outside of your comfort zone. Some of the challenges we will encounter this year are creative challenges, like building a 3D sculpture and producing a documentary about it and skill-based challenges, like an “Iron Chef” cooking competition. There’s no doubt we will encounter additional fun and adventure along the way, so be ready!

Because many teens with metabolic conditions must follow strict diets, specialized food will be available to meet everyone’s dietary needs. Formula will not be provided. Please be sure to bring enough formula to last the duration of the trip. You should also bring mixing containers. Refrigeration will be available. 

It costs $350 to participate, which includes all food, lodging, and planned activities. To secure your participation in Teen Challenge, a $50 non-refundable deposit is required upon registration. Scholarships and financial aid are available. Please contact Tiffany Bowlby (contact information below) for more information.

Registration and full payment are due June 7, 2010. Participants are accepted on a first-come, first-serve basis. If your registration is received after the program is full, you will be placed on a waiting list and will be notified when space becomes available. 
Please write checks to “PKU Fund-Children’s Hospital Boston.” Completed registration form and check should be mailed to:

Teen Challenge 2010
Children’s Hospital Boston

1 Autumn Street, Room 526

Boston, MA 02115

Attn: Vera Anastasoaie

Questions? 

Please contact Tiffany Bowlby - tiffany.bowlby@childrens.harvard.edu or 617-355-0966.

TEEN CHALLENGE 2010 REGISTRATION

PART I: GENERAL INFORMATION
APPLICANT
Name___________________________

Daytime Telephone (___)_______________
Gender      □ Male
□ Female


Evening Telephone (___)________________
Age _____  

DOB ___/___/___

Cell Phone (___)_____________

Address _________________________

Email _____________________

City/State/Zip_____________________


PARENT/GUARDIAN



EMERGENCY CONTACT 







(other than parent/guardian)

Name______________________________
Name/Relationship_____________________
Home Telephone (___)________________
Daytime Telephone (___)________________

Work Telephone (___)_________________
Evening Telephone (___)________________

Cell Phone (___)________Email_________
Cell Phone (___)________Email___________

FAMILY PHYSICIAN

Name ___________________________ Telephone (___)____________ Fax (___)____________

INSURANCE INFORMATION

Please attach a photocopy of both the front and back of your insurance card.

Insurance Company ________________________
Policy # __________________________

Prescription Plan # _________________________
Telephone # _______________________

PART II: MEDICAL INFORMATION
METABOLIC INFORMATION

Metabolic Condition ____________________________________________________________________

Hospital Affiliation _____________________________________________________________________

Diet (please describe dietary restrictions)___________________________________________________________________

_____________________________________________________________________________________________________

Formula (what kind? Dosage?) ___________________________________________________________________________

Medications ___________________________________________________________________________
ALLERGIES (including environmental and food allergies)





NONE □
Allergy



  Reaction



     Medication (if any)
_____________________
  ____________________________    ____________________________

Do you carry an Epi-Pen? Yes []  No []

CURRENT MEDICATIONS







NONE □
(including psychiatric, over-the-counter, inhalers, herbal supplements)

Medication                  Taken For:(symptom/condition)   Dosage     Date Started     Current Side Effects
_________________   _______________________   _______   __________
     ___________________

_________________   _______________________   _______   __________
     ___________________

_________________   _______________________   _______   __________
     ___________________

_________________   _______________________   _______   __________
     ___________________


  

PART III: HEALTH PROFILE

	#
	Please √ one -  If yes, describe below
	Y
	N
	#
	Please √ one -  If yes, describe below
	Y
	N

	1
	Seizure within the past 1 year
	
	
	6
	Use of tobacco/smoker
	
	

	2
	Hospitalization/Emergency Room/Urgent Care visit within the past 1 year
	
	
	7
	Current neck/back/shoulder/knee/

ankle/or other joint problem
	
	

	3
	Asthma (if yes please bring inhaler)
	
	
	8
	Bedwetting
	
	

	4
	Unexplained chest pain/pressure, shortness of breath, rapid heartbeat, sweats, or dizziness/lightheadedness on exertion.
	
	
	9
	Diagnosed learning disability and/or ADD/ADHD
	
	

	5
	Other cardiac conditions, e.g., heart murmur or other rhythm abnormality
	
	
	10
	Other medical issues/illnesses/

symptoms/requirements
	
	

	#
	Describe

	#
	Describe


PERSONAL HISTORY

	1
	Have you been diagnosed or treated for any of the following within the past 2 years?

   __Attention Deficit Disorder (ADD)     __Eating Disorder                     __Personality Disorder

   __Adjustment Disorder                     __Impulse Control Disorder        __Schizophrenia      

   __Anxiety Disorder                          __Learning Disorder                  __Substance Related Disorder

   __Disruptive Behavior Disorder          __Mood Disorder

   

	2
	Have you received treatment or therapy for any of the above conditions?

   __Medication(s)                               __Day Treatment                     __Hospitalization 

   __Outpatient Counseling                   __Residential treatment



	3
	Are you currently (or within the past 1 year) taking medication(s) to treat any mental health issues? 

                                         ___ YES                               ___ NO



	4
	Have you experienced any of the following significant events within the past year?

   __Serious illness                              __Self harm                             __Incarceration

   __Serious accident/injury                  __Expulsion                              __Death of relative/friend




PART IV: SIGNATURE REQUIRED

Consent is hereby granted for applicant to attend TEEN CHALLENGE 2010 and permission is given for any emergency anesthesia, operation, hospitalization, or other treatment that may become necessary.

All information will remain confidential. You should know that over the years, many participants with a variety of medical/psychological conditions have successfully completed our program, but we must be aware of these conditions. Failure to disclose such information could result in serious harm to you and your fellow participants. 

_____________________________________________________
____________________

             Parent’s/Guardian’s Signature (if participant is under 18)


                   Date

_____________________________________________________
____________________

                                      Participant’s Signature 

                                                           Date
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Children’s Hospital Boston




300 Longwood Ave, Boston, MA 02115

617-355-6000

www.childrenshospital.org
WAIVER, RELEASE AND INDEMNIFICATION AGREEMENT

Name of participant: ___________________________________________

1. ASSUMPTION OF RISK FOR ACTIVITIES. The Participant named above has my permission to participate in Teen Challenge 2010 sponsored by Children’s Hospital Boston. THE PARTICIPANT AND I ACKNOWLEDGE AND KNOWINGLY ASSUME ALL RISKS OF INJURY, DISABILITY, DISMEMBERMENT OR DEATH RESULTING FROM THE ACTIVITES.

2. WAIVER AND RELEASE. Participant and I, and each of our respective heirs, personal representatives and assigns, hereby release and discharge Children’s Hospital Boston, and each of staff, employees, and volunteers from any and all claims, liability, actions or suits arising from or related to the Activities, including all future claims and claims arising out of any active or passive negligence of any Released Party.

3. INDEMNIFICATION AND HOLD HARMLESS. I hereby agree to indemnify and hold harmless all parties from and against, without limitation, any and all claims, liability, actions, suits, costs and attorney fees arising from or related to Participant’s involvement in the Activities. I expressly acknowledge and agree that this duty to indemnify shall apply even under circumstances where one or more of the parties has acted in a negligent, illegal or tortious manner.

4. SEVERABILITY. If any provision of this Agreement, or portion thereof, is invalid or unenforceable, all remaining portions of the Agreement shall continue in full legal force and effect. I have read and understand this Agreement. I understand that I am giving up substantial legal rights that I or the Participant may otherwise have and that I may be incurring legal liabilities I would otherwise not have. I am freely and voluntarily signing this agreement and intend it to be a complete and unconditional release of all liability to the greatest extent allowed by law.
____________________________ 


_______________________________

Parent or Guardian’s Signature 



Participant’s Signature

____________________________ 


_______________________________

Parent or Guardian’s Name (Printed) 


Participant’s Date of Birth

Date: ______________________ 


Date: ___________________________

Children's Hospital Boston

Teen Challenge 2010
Participant Guidelines 
As a Teen Challenge participant, you are committing to…

· Respect fellow participants and staff/volunteers.

· Maintain a positive attitude and can-do spirit. 

· Keep track of your personal items. 

· Refrain from using alcohol, tobacco, or any other substances.

· Remain in assigned sleeping quarters throughout the night. Sleeping quarters will be assigned by gender. 

· Remain with the group at all times unless explicit permission is granted by staff member. 

· Adhere to your dietary restrictions (if applicable).  Diet-appropriate food (in most cases, low-protein) will be provided for all participants. All pertinent nutritional information will be provided as well. Staff will support participants in adhering to their dietary restrictions, but ultimately participants are responsible for their own choices.  

· Adhere to your formula routine (if applicable). Each participant must bring his/her own formula – enough for the entire Teen Challenge weekend. Appropriate formula storage will be provided, and participants will have opportunities to mix formula as they normally do. Staff will provide the group with prompts for taking formula, but ultimately participants are responsible for drinking their formula.  

· Adhere to your medication regimen (if applicable). Staff can assist with this, but parents and participants should make these arrangements ahead of time.   

**Engaging in inappropriate behavior may warrant being sent home early. In such an instance, staff will notify participant’s parents, who will be expected to make arrangements to transport participant home.**

By signing below, you are indicating you understand and are in agreement with the above guidelines for participation.

_____________________________________________________

             ____________ 

Participant Signature







      
Date


_____________________________________________________

             ____________ 

Parent/Guardian Signature (if participant is under 18) 




Date


The registration form and full payment amount ($350) is due JUNE 7, 2010.  Please make out all checks to “PKU Fund-Children's Hospital Boston.”  

Send registration form and check to:
Teen Challenge 2010
Children’s Hospital Boston

1 Autumn Street Rm. 526

Boston, MA 02115

Attn: Vera Anastasoaie
Scholarships are available. Please contact Tiffany Bowlby at 617-355-0966 or tiffany.bowlby@childrens.harvard.edu for more information.
