
The deadline to apply is April 28. 
Space is limited, so don’t delay!

For more information call 302-661-3051.
Or visit www.christianacare.org/campfresh

Learn to live a healthy life, grow food for yourself and others—and then
pass those lessons on to your family, friends and people in your community.
At Camp FRESH, eligible teens age 13-18 will be empowered to become ambassadors for positive
change. Campers take a close look at how to improve health for themselves, their families and 
their community. It’s an important message they can carry to their friends, schools, churches 
and government.
Camp FRESH runs June 12 through August 3 Camp is free and open to residents of Wilmington
and New Castle, who are enrolled in or eligible for medicaid. 13-15 year-olds meet Mondays and
Wednesday, June 12– August 2. 16-18 year-olds meet Tuesday and Thursday, June 13 – August 3.
Teens meet at Christiana Care’s beautiful Eugene du Pont Preventive Medicine & Rehabilitation 
Institute for education sessions on:
l Physical activity l Nutrition l Drug and alcohol education         
l Sexual health l Violence prevention l Communication
l Community organizing l Planning for the future l Emotional health 
In the afternoon, campers will reach out to people in urban neighborhoods in Wilmington, spreading
the word about the importance of living a healthier lifestyle.
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Camp FRESH is sponsored by Christiana Care Health 
System’s Department of Family and Community Medicine.

Camp FRESH
(Fresh Resources Everyone Should Have)

C E L E B R A T I N G
1 1  Y E A R S !



February 1, 2017 

Dear Camp FRESH applicants and parents/family/guardians: 

Greetings, I hope this letter finds you well and ready for some summertime relaxation away from school – and for the 
adults, maybe a vacation from work! I am very excited to say that Camp FRESH 2017 is shaping up to be another 
extraordinary year of change and growth. The program will run from June 12-August 2 for the 13-15 year-old group; 
and June 13-August 3 for the 16-18 year-old group.  The hours are 11am-5:30pm for each group. 

As we move into our 11th year, we have many great things planned for this summer. And as always, when it comes to 
improving health, there’s still so much more work to be done.  

What’s New? 
This year, we’re going to continue engaging the community, gathering information on what could make Wilmington 
healthier. Of course, this all starts by ensuring our Camp FRESH 2017 is the healthiest it can be. 

We will do this through: 
• Education – Camp FRESH will educate participants on various topics including nutrition, physical health, mental

health, sexual health and overall wellness
• Practical Application – Camp FRESH staff will lead participants through activities related to the above

educational topics; this will include regular exercise and participation in planned physical activities
• Outreach – Camp FRESH participants will give back to the Wilmington community by participating in a variety

of community-based activities

How to Apply 
If you are interested in applying for a position in Camp FRESH, please complete the application, which is attached.  
Camp FRESH is a program for young people from Wilmington and New Castle County who are enrolled in or eligible 
for Medicaid. It is important that you include all of the information requested; we will not accept incomplete 
applications.  Space is limited, so submit applications as soon as possible. If you have any questions, please feel free to 
contact Shirley Ibrahimovic at 302-661-3051. 

Applications are due on April 28, 2017. 

All the best to you, 

The Camp FRESH Staff 
Keith Boger 
Paul Braden 
Terry Casson-Ferguson 
Shirley Ibrahimovic 
Christopher Moore 
Delsy Morales 
Jessica Spence-Weikle 
Mary Williams 



 
 
 

Camp FRESH 2017 Application Checklist 
Applications are due April 28, 2017 

 
 

Please be sure to include all of the following information: 
 

1. Camp FRESH Registration Form  
2. Short answer questions – did you answer all six?  
3. Camp FRESH Recommendation Form  
4. Letter of Reference (see Recommendation Form)  
5. Camp FRESH Participant Contract  
6. Camp FRESH Liability Form  
7. Camp FRESH Health History  
8. Camp FRESH Physical Fitness Questionnaire  
9. Copy of Medicaid card  

 
 

Mail applications to: 
 

Camp FRESH 
c/o Department of Family and Community Medicine 

1400 North Washington St, Floor 4 
Wilmington, DE 19801 

 
Applications can be faxed to: 302-320-2813;  

Or emailed to SIbrahimovic@ChristianaCare.org 
 
 
 

 
 
 
 

 



 
 

Camp FRESH 2017 – Registration Application 
Please print clearly. Applications that are illegible will not be accepted. 

Applications are due by Friday, April 28, 2017 
 

Please fill out all boxes: 
Last Name: First Name: 

 
 
Address (please include house number and street name): 
 
 
 
City: 
 

State: Zip Code: 

 
Date of Birth:  Phone Number: 

 
 
School:  Current grade: 
 

Please check the option which applies to you: 
 
 

My family has Medicaid (if this applies to you, please send a copy of your child’s Medicaid 
card to address listed below) 

 
 

My family doesn’t have insurance/Unsure 

 
Short Answer Questions 

Please type, or neatly handwrite, the answers to ALL of the following questions.  Each question must be 
completed with a minimum of three sentences.  Your answers should be clear, concise, thoughtful, and 
contain at least one example to prove each point.  These answers must be submitted with your Camp 
FRESH application.  If you do not answer all six questions, you will not be considered for Camp FRESH. 
 

1. What does community mean to you? 
2. Who is your hero, and how would you like to follow in this person’s footsteps? 
3. If you could change one thing about your community to enhance or improve the lives of your family, 

friends and community, what would it be?  How would you accomplish this? 
4. What is the biggest challenge you face as a teenager?  What barriers do you feel are standing in the way 

of you being successful in life, or achieving your dreams? 
5. How would you like to grow over this summer while you are in Camp FRESH? 
6. Why should we choose you for Camp FRESH? 

 

 
Camp FRESH 2017 – Recommendation Form 



 
 
This is to be completed by a teacher, mentor or community members who knows the student. We will not 

accept recommendation forms and letters from family members.  
 

Please print clearly. Applications that are illegible will not be accepted. 
Applications are due April 28, 2017 

 
Nominator’s Information 

Please fill out all boxes: 
Last Name: First Name: 

 
 
Address (please include house number and street name): 
 
 
 
City: 
 

State: Zip Code: 

 
Phone:  Email: 

 
 

Student Information 
Last Name: First Name: 

 
 
Nominator’s relation to nominated student: 
 
How long have you known nominated student? 
 
Why should the nominated student be considered for Camp FRESH? 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
Camp FRESH Participant Contract 

This form must be submitted along with application by April 28, 2017 



 
 
 
I, ____________________________________, agree to the following items: 
 
Camp FRESH participants will be paid $250.00 at the completion of the program.  Payment will be 
determined before the start of Camp FRESH – either in the form of a check or a VISA/Mastercard gift 
card.  Please initial and date that you have read this part ____ Date___ 
 
Camp FRESH participants may only miss 2 sessions.  Excused absences will be considered on a case-by-
case basis.  Excused absences include:  

• Doctor’s appointments 
• Vacations 
• Sick days 
• Family emergencies.  

 
Staff should be alerted to any expected absences ahead of time, if possible. 
 
Camp FRESH participants will not utilize cell phones for any purpose aside from emergency phone calls 
or to arrange transportation. Participants may only charge their phones during approved times. Cell 
phones will be placed in a bag and kept in the manager’s office. Cell phone use for any other reason will be 
grounds for being asked to leave that day’s session. 
 
Camp FRESH participants will be given two Camp FRESH t-shirts which they will be expected to wear 
every day they are at camp.  Campers are expected to be wearing their t-shirts before they enter the building.  If 
they are not wearing the Camp FRESH t-shirt, they will be sent home, which could potentially result in an 
unexcused absence. 
 
Camp FRESH participants are not to bring in food or drinks to the building; if campers are caught with 
food or drinks, they will be asked to turn them over to staff.  Camp FRESH provides two meals – lunch and 
dinner, along with healthy snacks and water. 
 
Camp FRESH participants will not engage in acts of physical violence or bullying, use offensive language, 
or disrespect staff or other participants.  This behavior will not be tolerated and will be grounds for being 
asked to leave the program. 
 
Camp FRESH participants who are caught stealing from staff or other participants,  caught with alcohol 
or drugs, caught with weapons will be dismissed from the program and will not be eligible for any 
incentives. 
 
Camp FRESH participants who are asked to leave 2 times for any issues mentioned above will be 
dismissed from the program. 
 
Camp FRESH staff reserve the right to send any teen home if their behavior is causing distruptions, in 
addition to anything listed on this contract. 
 
Camp FRESH participants who use DART First State transportation will be provided with adequate bus 
passes for each week.  
 



 
 
Camp FRESH participant hours count toward community service; however, if a teen is asked to leave the 
program, staff reserve the right to not authorize the hours worked. 
 
I, ____________________, have read and understand the information above and will be responsible for my 
own actions as a participant of Camp FRESH. I also acknowledge that failure to follow any of the rules set forth 
in this agreement may serve as grounds for being ineligible to receive the $250 stipend at the end of the 
program. 
 
Signature: __________________________________________ Date: _______________ 
 
Parent/Guardian Signature _____________________________ Date: ______________ 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Camp FRESH 
Release of Liability, Statement of Responsibility and Photo Release 

Must be completed and returned by parent or legal guardian. 



 
 

 
Please Print Clearly or Type: 
 
Child’s full name_____________________________________________ Date of Birth______________ Sex ___Male___ Female 
 
Street Address_________________________________________ City__________________ State_________ Zip___________ 
 
Child’s Email________________________________________ Child’s Social Security Number___________________________ 
 
In case of emergency, notify (name)____________________________Day phone________________ Night phone_______________ 
 
 
 
 
 
 
 
 
 

1. I certify that I am the parent or legally appointed guardian of the child named above. 
 

2. I understand that reasonable care and precaution will be taken to avoid accidents, that medical personnel will be available at 
Camp FRESH, and that all children participating in Camp FRESH will be under close supervision.  I understand that the 
program may pose risks of illness or injury because it involves vigorous activity, gatherings of groups of people, and 
outdoor settings.  In return for Christiana Care accepting my child into Camp FRESH, I release Christiana Care and its 
employees and volunteers from all liability which may result from my child attending Camp FRESH, using the facilities, 
and/or participating in Camp FRESH events, including any injury to my child or damage to my child’s property, or any 
injury to another person caused by child.   

 
3. I understand that if my child becomes ill or is injured while at Camp FRESH, the staff will contact me and I will be 

responsible for picking up my child. 
 

4. I hereby give permission to Christiana Care and its employees and volunteers to use photographs taken of my child while 
attending the Camp FRESH, for the purpose of promoting the program and/or any other programs sponsored by 
Christiana Care Health System. 
 

�  Including use of photos on Christiana Care’s website   
�  Not including use of photos on Christiana Care’s website 
 
By signing below, I state that I fully understand all the conditions of this Agreement and agree to be bound by, and to have my child 
be bound by all its terms. 
 
Print Name of Parent or Guardian ___________________________________________________________ 
 
 
 
 
 

Signature of parent/guardian_________________________________________________________ 

 
Camp FRESH 2017 Health History Form 

You must complete and submit with application; applications submitted without a health history form will not be considered. 
 

This Agreement concerns the risks associated with your child’s participation in Camp FRESH.  It has important legal 
consequences.  The final decision to send your child to Camp FRESH should only be made after you read and fully 
understand the terms of the Agreement and agree to be bound and have your child be bound by its terms.  For 
convenience and clarity, the term “I” refers to you, the signer (parent or guardian).  “My child” refers to your child, 
and Christiana Care Health Services is hereafter referred to as “Christiana Care”.  



 
 

A complete and accurate health history is needed in order for Camp FRESH staff to provide high quality care.  The Camp FRESH 
application will not be considered complete unless this form is complete.  A Parent/Legal Guardian must complete this form 
in pen.  Please print all information. 
 

Student’s Name _________________________________________DOB______________   Female    Male 

                                    (Last)                       (First)                         (MI) 

Does your child have any allergies? (food, medication, latex) 

 Yes        No    If yes, please list? ______________________________________________________________________ 

Does your child have any dietary restrictions/needs (i.e. no pork products, vegetarian options only) _____________________ 

_____________________________________________________________________________________________________ 

Please provide the following information about medicines your adolescent is taking. 

 Name of medicines          Reason taken           How long taken    
 _______________________________         _______________________________          ____________________________  

 _______________________________         _______________________________          ____________________________ 

_______________________________          _______________________________          ____________________________ 

 
Has your adolescent ever been hospitalized overnight? 
 Yes        No    If yes, give the age at time of hospitalization and describe the problem. 
Age         Problem 
________            ______________________________________________________________________________________ 

________            ______________________________________________________________________________________ 

Has your adolescent ever had any serious injuries/illness? 
Yes       No   If yes, please explain._____________________________________________________________________ 

 

Has your child been seen by a health care provider in the past year?       Name of provider: ____________________________ 

 Yes        No    If yes, please indicate the number of visits:   _________               Phone#: __________________________         

Reason(s) for visit(s):   __________________________________________________________________________________ 

 

Has your child been seen in an emergency room within the last year?     

 Yes        No    If yes, please indicate the number of visits:  __________ 

Reason(s) for visit(s): ____________________________________________________________________________________ 

 

Has your child been seen for a dental visit in the last year?  

 Yes        No    Name of Dentist: ______________________________________ 

 

Has your child ever been hospitalized or received counseling for emotional health?  

 Yes        No    If yes, when?  ___________________________ Where? _________________________________________ 

Reason:  ________________________________________________________________________________________________ 
 

Please indicate which of the following your CHILD has ever had: 
 
 Acne/Skin Problems  Diabetes   Hepatitis          Sickle Cell 



 
 

 ADHD/learning disability  Depression   High Blood Pressure         Sleeping Problems 
 Anemia    Fainting Spells   High Cholesterol         Sports Injury 
 Anxiety    Frequent Colds   Kidney/Bladder Disease         Stomach/Intestinal Problems 
 Arthritis    Headaches   Pregnancy/Child Birth/Miscarriage    Suicide Attempts 
 Asthma                               Head Injury   Rheumatic Heart Disease        Suicidal Thoughts 
 Cancer    Heart Disease   Scoliosis                                              Substance Abuse  
 Chicken Pox         Heart Murmur                 Seasonal Allergies                      Thyroid Disease                  
 Cystic Fibrosis                       Hemophilia                      Seizures                                              Tuberculosis 
 
If any of the above is checked, please give more detail.____________________________________________________________ 

________________________________________________________________________________________________________ 
 

       In the past year, have there been any changes in your family such as: 
      � Marriage  � Serious Illness  � Change in school � Births         � Divorce 

� Separation  � Loss of Job  � Move to a new house � Deaths        � Other                                    
 
Please check any of the following illnesses that your FAMILY MEMBERS (parent, brother, sister, grandparent, aunt, uncle, 
etc.) have ever had and indicate which family member next to the illness. 
                                                                                                                                               
 ADHD/learning disability__________________________________________      Obesity ________________________  
 Alcoholism/Drug Abuse___________________________________________      Seizures________________________  
 Anemia ___________________  Headaches _____________________      Sickle Cell______________________ 
 Arthritis ___________________  Heart Disease___________________            Stroke__________________________ 
 Asthma____________________  High Blood Pressure _____________            Thyroid Disease___________________ 
 Birth defects________________  Hemophilia ____________________      Tuberculosis_____________________ 
 Cancer____________________  Hepatitis ______________________      Unexplained Death________________ 
 Cystic Fibrosis______________  High Cholesterol ________________            Other___________________________  
 Deafness __________________  Kidney/Bladder Disease___________ 
 Diabetes __________________  Mental Illness___________________   
 

PARENTAL/GUARDIAN CONCERNS 
 

Below are some common concerns of adolescents and families.  If you have any of these concerns, please encourage your child to 
talk to the staff social worker, or you can feel free to call the Camp FRESH manager (302-428-6525)  to discuss your concerns.  
                   
Weight/Diet/nutrition    Violence 
Sleep Patterns     School grades truancy/dropout 
Smoking cigarettes/chewing tobacco                          Relationships with family members   

  Choice of friends    Drug/Alcohol use 
Self image/self worth    Sexual behaviors 
Depression     Sexual identity 
Lying, Stealing, or vandalism   Excessive moodiness or rebellion 
  
If you would like assistance with establishing Insurance, finding a doctor, or a dentist, please call the Camp FRESH Office at 
302-661-3051. 

 
Name of person completing form: _____________________________________________ 
 
Relationship to student: __________________________________Date:_______________ 
Camper:_____________________________   Date of application:_____________ 

Camp Fresh Physical Fitness Questionnaire 

1. What is your current height and weight?  _____ft_____inches,    ____lbs 



 
 

2. I know what a healthy weight is for me. YES  NO         If so what is it?    ________pounds 

3. Are you comfortable with your current weight?     YES  NO 

a. If not, what are your weight-related goals (i.e. want to lose 10lbs, tone up belly, build larger muscles, etc)? 

_______________________________________________________________________________ 

4. I think about the healthfulness of the foods I am eating? YES NO SOMETIMES 

5. How many total servings of fruits and vegetables do you eat daily?     0  1-3 4-6 >7 

6. I know somewhere in my neighborhood to buy fresh fruits and vegetables? YES  NO 

a. If so, where:___________________________________________________________________ 

7. Circle the meals you regularly eat below most days of the week: 

a. Breakfast Snack  Lunch  Snack  Dinner  Snack 

8. How many servings (1c, 1 slice or 8oz) of dairy products do you get daily?    0    1-3 4-6 >7 

9. How many meals a week do you average are from fast food?  0 1-3    4-6  >7 

10. How would you describe your family’s attitude regarding eating healthy/staying fit on a scale of 1 to 5, with (1) being not 

important and (5) being important?                                                                               1 

 2  3  4  5 

11. Do you have any family members who have a nutrition related disease(s)? Circle below: 

a. Diabetes High blood pressure Obesity  High cholesterol 

12. On average, how many days do you exercise per week for 1 or more hours continuously?                                                                                                                                                                                   

  0  1-2  3-5  6-7 

13. I would like more information on how to get in better shape both nutritionally and physically this summer?    

   YES  NO 

For office use only:  

BMI:___  RMR:______ BMI dx: underwt/normal/ overweight/obese /morbidly obese  Group: MW  TR 

 
 
 
 
 
 



 
 

DON’T 
FORGET A 
COPY OF 

YOUR 
MEDICAID 

CARD! 


