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2021 Summer Program: Celebrating Neurodiversity

FAQs

When is the Limitless Summer Program?
July 7t - August 61 2021. The day begins at 9:00am and ends at 1:00pm. The optional Extended Hours Program begins
at 1:00 pm and ends at 4:00 pm.

Where is it?
230 Diamond Spring Road in Denville, NJ.

How much does it cost?
The base cost for the program is $5,645.00. Personal aides are available at an additional cost of $2,300.00.

Is my district paying for the Summer Program or the Extended Hours Program?
Please consult your district case manager to confirm whether your child’s district will be covering the cost of Limitless
programs.

When is registration due?
April 14, 2021.

When should | expect confirmation of registration?
Registration confirmations along with a list of any missing documents will be sent by email no later than April 17t", 2021.
Please read the Parent Registration Process contained in this packet.

When is payment due?

Payment is due July 2nd. No refunds for cancellations will be granted after this date. Please email us at
cfarr@LimitlessASD.com or call us at 973.448.7529 to request an extension if you are unable to make a payment by July
2nd.

When will | know who my child’s teacher is?

Two weeks prior to the start of the summer program, you will receive a packet including a request for specific student
information; a program schedule; a program calendar; your child’s placement; and a ‘Things You Need for the Program’
memo.

Are there any field trips or events | should know about?

Please refer to the calendar you will be receiving as part of the packet mentioned above. Note that the calendar is
subject to change. Any information regarding specific trips or events during the summer program will be communicated
to you by your child’s teacher or by memo.

Who do | contact if | have questions?
Please email info@LimitlessASD.com with any questions.

How do I register for the Extended Hours Program?
You can register your child online at http://www.LimitlessASD.com/summer-extended-hours.

Do you provide transportation?

Limitless does not currently provide transportation for the summer program. Transportation to and from the summer
program is handled by your child’s district. For further information, please contact your district case manager.


mailto:cfarr@limitlessASD.com
mailto:info@limitlessASD.com
http://www.limitlessasd.com/summer-extended-hours

Create Your Perfect Program!

Prices start at $20 per day




2021 Summer Program: Celebrating Neurodiversity

2021 Summer Program
Parent Registration Process and Forms

Enclosed you will find all the information and forms you will need to register for 2021.
We are happy to answer any questions you may have regarding our summer program. Please feel free to call
check our website at www.LimitlessASD.com, or email us at info@LimitlessASD.com.
The Limitless Summer Program is provided by DCCF, LLC, which is a private, Board of Health approved
summer facility.

Step 1 Step 2 Step 3

What: What:

Register your child on our website. Complete and submit the Universal
Child Health Record.

What:
Complete and submit the Camper
Health History Form 1 and 2.

Where:
Where:

Page 6 of this document.

Where:
Page 9 of this document.

When:
By June 15t

When:

When: By June 1%t

Registration deadline is April 14"

Complete the following steps if applicable:
Step 4 Step 5 Step 6

What: What: What:

Complete and submit the Medication Register your child for the Extended Pay your invoice if the program is not
Administration Form. Hours Program. being covered by your child’s district

or if you enrolled your child in the

Where: Where: Extended Hours Program.
Page 16 of this document.

Where:
Invoices and payment information will
be sent via email.

When:
June 15t

When:
July 2nd



http://www.limitlessasd.com/
mailto:info@limitlessasd.com
http://www.limitlessasd.com/summer-program-registration
http://www.limitlessasd.com/summer-program-registration
http://www.limitlessasd.com/summer-extended-hours
http://www.limitlessasd.com/summer-extended-hours

2021 Summer Program: Celebrating Neurodiversity

Step 1

Visit our website by April 14" to register your child for the
Limitless 2021 Developmental Summer Program.
July 7t" - August 6", 2021
9:00am - 1:00pm

http://www.limitlessasd.com/summer-program-registration



http://www.limitlessasd.com/summer-program-registration

2021 Summer Program: Celebrating Neurodiversity

Step 2

Complete and submit the Universal Child Health Record. The form
and directions to complete the form are on the next two pages.

Please submit the completed health record by June 15t

This form must be completed by a parent or guardian AND your
child’s physician.



Instructions for Completing the Universal Child Health Record (CH-14)

Section 1 - Parent

Please have the parent/guardian complete the top section and
sign the consent for the child care provider/school nurse to
discuss any information on this form with the health care
provider.

The WIC box needs to be checked only if this form is bheing
sent to the WIC office. WIC is a supplemental nutrition
program for Women, Infants and Children that provides
nutritious foods, nutrition counseling, health care referrals and
breast feeding support to income eligible families. For more
information about WIC in your area call 1-800-328-3838.

Section 2 - Health Care Provider

1.  Please enter the date of the physical exam that is being
used to complete the form. Note significant abnormalities
especially if the child needs treatment for that abnormality
(e.g. creams for eczema, asthma medications for
wheezing etc.)

. Weight - Please note pounds vs. kilograms. If the
form is being used for WIC, the weight must have
been taken within the last 30 days.

. Height - Please note inches vs. centimeters. If the
form is being used for WIC, the height must have
been taken within the last 30 days.

. Head Circumference - Only enter if the child is less
than 2 years.

. Blood Pressure - Only enter if the child is 3 years
or older.

2. Immunization - A copy of an immunization record may
be copied and attached. |If you need a blank form on
which to enter the immunization dates, you can request a
supply of Personal Immunization Record (IMM-9) cards
from the New Jersey Department of Health, Vaccine
Preventable Diseases Program at 609-826-4860.

. The Immunization record must be attached for the
form to be valid.

. “Date next immunization is due” is optional but helps
child care providers to assure that children in their
care are up-to-date with immunizations.

3. Medical Conditions - Please list any ongoing medical
conditions that might impact the child's health and well
being in the child care or school setting.

a. Note any significant medical conditions or major
surgical history. If the child has a complex
medical condition, a special care plan should he
completed and attached for any of the medical
issue blocks that follow. A generic care plan
(CH-15) can be downloaded at
www. nj.gov/healthfforms/ch-15.dot or pdf. Hard
copies of the CH-15 can be requested from the
Division of Family Health Services at 609-292-5666.

b. Medications - List any ongoing medications.
Include any medications given at home if they might
impact the child's health while in child care (seizure,
cardiac or asthma medications, etc.). Short-term
medications such as antibictics do not need to be
listed on this form. Long-term antibiotics such as
antibiotics for urinary tract infections or sickle cell
prophylaxis should be included.

PRN Medications are medications given only as
needed and should have guidelines as to specific
factors that should trigger medication administration.

Please be specific about what over-the-counter
(OTC) medications you recommend, and include
information for the parent and child care provider as
fo dosage, route, frequency, and possible side
effects. Many child care providers may require
separate permissions slips for prescription and OTC
medications.

c. Limitations to physical activity - Please be as
specific as possible and include dates of limitation
as appropriate. Any limitation to field trips should be
noted. Note any special considerations such as
avoiding sun exposure or exposure to allergens.
Potential severe reaction to insect stings should be
noted. Special considerations such as back-only
sleeping for infants should be noted.

d. Special Equipment — Enter if the child wears
glasses, orthodontic devices, orthotics, or other
special equipment. Children with complex
equipment needs should have a care plan.

e. Allergies/Sensitivities - Children with life-
threatening allergies should have a special care
plan. Severe allergic reactions to animals or foods
(wheezing etc.) should be noted. Pediatric asthma
action plans can be obtained from The Pediatric
Asthma Coalition of New Jersey at wwaw.pachj.org
or by phone at 908-687-9340.

f. Special Diets - Any special diet and/or supplements
that are medically indicated should be included.
Exclusive breastfeeding should be noted.

g. Behavioral/Mental Health issues — Please note
any significant behavioral problems or mental health
diagnoses such as autism, breath holding, or
ADHD.

h. Emergency Plans - May require a special care plan
if interventions are complex. Be specific about
signs and symptoms to watch for. Use simple
language and avoid the use of complex medical
terms.

Screening - This section is required for school, WIC,
Head Start, child care settings, and some other
programs. This section can provide valuable data for
public heath personnel to track children's health. Please
enter the date that the test was performed. Note if the
test was abnormal or place an "N" if it was normal.

. For lead screening state if the blood sample was
capillary or venous and the value of the test
performed.

. For PPD enter millimeters of induration, and the
date listed should be the date read. If a chest x-ray
was done, record results.

. Scoliosis screenings are done biennially in the
public schools beginning at age 10.

This form may be used for clearance for sports or
physical education. As such, please check the box above
the signature line and make any appropriate notations in
the Limitation to Physical Activities block.

Please sign and date the form with the date the form was

completed (note the date of the exam, if different)

. Print the health care provider's name.

. Stamp with health care site's name, address and
phone number.



UNIVERSAL

CHILD HEALTH RECORD

Endorsed by:  American

Academy of Pediatrics, New Jersey Chapter

New Jersey Academy of Family Physicians

New Jersey Department of Health

SECTION {- TO BE COMPLETED BY PARENT(S)

Child's Name (Lasf

(First) Gender

O Male

Date of Birth

[ Female ! f

Does Child Have Health Insurance?

Cyes OONo

If Yes, Name of Child's Health Insurance Carrier

Parent/Guardian Name

Home Telephone Number

Work Telephone/Cell Phone Number

Parent/Guardian Name

Home Telephone Number

Work Telephone/Cell Phone Number

| give my consent for my child’s Health Care Provider and Child Care Provider/School Nurse to discuss the information on this form.

Signature/Date

This form may be released to WIC.

|:|Yes |:|No

SECTION If - TO BE COMPLETED BY HEALTH CARE PROVIDER

Date of Physical Examination:

Results of physical examination normal?

|:|Yes |:|No

Abnormalities Noted:

Weight (must be faken
within 30 days for WIC)

Height (must be taken
within 30 days for WIC)

Head Circumference

(if <2 Years)

Blood Pressure
(if >3 Years)

IMMUNIZATIONS

|:| Immunization Record Attached
[] Date Next Immunization Due:

MEDICAL CONDITIONS

Chronic Medical Conditions/Related Surgeries I None Comments
+ List medical conditions/ongoing surgical ] special Care Plan
CONCerns: Attached
Medications/Treatments E None. Comments
+ List medicationsftreatments: i’fgzﬁégm Plan
Limitations to Physical Activity E g"”e_  Care P Comments
o List limitations/special considerations: Al:t‘:::ed are Flan
Special Equipment Needs E gong | Care Pl Comments
+ List items necessary for daily activities A?tzcczzlr?ed are Flan
Allergies/Sensitivities E g"”e.  Care P Comments
o List allergies: Al:tZ(::ed are Flan
Special Diet/Vitamin & Mineral Supplements E None_ Comments
o List dietary specifications: i;:tc:::tlag:are Plan
Behavioral Issues/Mental Health Diagnosis E gong | Care PI Comments
+ List behavioral/mental health issues/concerns: A?tzcc::l:ed are Flan
Emergency Plans [ None Comments
 List emergency plan that might be needed and | [] Special Care Plan
the sign/symptoms to watch for: Attached

PREVENTIVE HEALTH SCREENINGS

Type Screening

Date Performed

Record Value Type Screening

Date Performed Note if Abnormal

Hgb/Hct Hearing
Lead: [ Capillary [ Venous Vision
TB (mm of Induration) Dental

Other:

Developmental

Other:

Scoliosis

I:l | have examined the above student and reviewed his/her health history.
participate fully in all child care/school activities, including physical education and competitive contact sports, uniess noted above.

It is my opinion that he/she is medically cleared to

Name of Health Care Provider (Print)

Signature/Date

CH-14 JUL 12

Distribution: Original-Child Care Provider

Copy-Parent/Guardian

Copy-Health Care Provider
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Complete and submit the Camper Health History Form 1 and 2.

The forms along with directions are on the following five pages.

Directions:

To Parent(s)/Guardian(s): Please follow the instructions below. Attach
additional information if needed.

1) Complete pages 1, 2, and 3 of this form (FORM 1) and make a copy.
2) Send the original, signed FORM 1 to camp by June 15t

3) Complete the top of FORM 2 (CAMPER HEALTH-CARE
RECOMMENDATIONS) and provide the copy of FORM 1 with FORM 2 to
your child’s health-care provider for review and completion.

4) After it has been completed and signed by your child’s health-care
provider, return FORM 2 to camp by June 15t



CAMPER HEALTH Dates will attend camp: from to

H l ST O RY F O R M _1 Month/Day ear Iorth/DayNear
Garrper Narmne:
: Ametvan Camp ASSool First Middle Last
ey of Padiairiss Cauncll on Sohool Ha 3
oF Camp M rses O Male [ Female Birth Date Age onarival af camp:

american &ANP associatione

Mszil this form to the sddress below by fodate) 0} s T T

3) Complete the fop of FORM 2 (CAMPER HEALTH-CARE RECOMMENDATIONS) and provide the
copy of FORM 1 with FORM 2 to your child’s health-care provider for review and compielion.

4) After it has been completed and signed by your child’s health-care provider, relurn FORM 2io camp
by the requested date.

Canmper Home Address:

Street Address ity State £ip Code

Parent/guardian with legal custody to be contacled in case of illness or injury:
Relationship
Name: to Camper: Preferred Phones: | } { )

Ernail:

Home Address:
(If differert from akbove) Street Address ity State £ip Code

Second parent/guardian or other ermenmjency contact:

Relationship
MName: to Camper: Preferred Phones: { i { )
Errril:
Additional contact in event parentis)/guardian(s) can not be reached:
Relalionship
Name: to Canper: Preferred Phones: ( ] { )

Allergies: [J No known allergies. [ This camper is allergic to: T1Food [ Medicine T The environment (insect stings, hay fever, etc) [J Other
{Flease describe below whal the camper is allergic to and the reaction seemn.)

Diet, Nutrition: 1 This camper eats a reqular diet. [ This camper eats a regular vegetarian diet. [J This camper is lactose intolerant. [ This camper is gluten intolerant.
O Other, please sxplain in space.

Restrictions: [ | have reviewed the program and aclivities of the camp and feel the camper can participate without restrictions.

[ | have reviewed the program and aclivities of the camp and feel the camper can participate with the following restrictions or adaptations.
{Please describe below.}

Medical Insurance information:
This camper is covered by family medical/hespital insurance [ Yes (I No
inciude a copy of your insurance card if appropriate; copy both sides of the card so information is readable.

Insurance Cormpany, Policy Mumber

Subscriber InsuranceCompany Phone Nurmber { )

Parent/Guardian Authorization for Health Care:

This health history is correct and accurately reflects the health status of the camper to whom it pertains. The person described has permission to participate
in all camp activities except as noted by me andfor an examining physician. | give permission to the physician selected by the camp to order X-rays, routine
tests, and treatment related to the health of my child for both routine health care and in emergency situations. If | cannot be reached in an emergency, | give my
permission to the physician to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for this child. | understand the information
on this form will be shared on a “need to know” basis with camp staff. | give permission to photocopy this form. In addition, the camp has permission to obtain
a copy of my child’s health record from providers who treat my child and these providers may talk with the program’s staff about my child's health status.

Signature of Custodial Relationship
Parent/Guardian Diate: to Carmper:

if for religious or other reasons you cannot sign this, comtact the camp for a legal waiver which must be signed for attendance. Page 1/4
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CAMPER HEALTH HISTORY FORM 1 Gamper bame:

First icldle Last
Dieveloperand reviewed by An i CampAssooiation American Academy of Padialros Gorneflion

Sahoni pealing & dssnsianonior QampiiNises Birth Date:

Immunization History: Provide the month and year for each immunization. Starred () immunizations must include date to meet AGA Standard. Copies of immunization forms
from health-care providers or state or local govemnment are accepiable; please atiach 1o this form.

Imimunization Dase 1 Dose 2 Dose 3 Dose 4 Dose 5 Most Recent Dose
Month™ear Month/Year MonthYear Month/Year Month/ Year Mo nth/ear

Diptheria, tetanus, pertussis

(DTaR) or (Tdafb)

Tetanus boosterd

{dT) or (TdaP)

Murrps, measles, rubella

]

Paolic

{1

Haermophilus influenzae type B
| (HB)

Preumococcal

(e

Hepatitis B

Hepatitis A

Varicella 1 Had chicken pox
ichicken pox) Date:
Meningococcal meningilis

MOV

Tuberculosis (TR fest Date: I Negative L Positive

If your camper has not bean fully immunized, please sign the following statement: | understand and accept the risks to my child from not being fully immunized.

Signature of Custodial Relationship
Parent/Guardian: Date: to Carrper:
Medication: 1 This carmper will not take any daily rmedications while attending camp.

1 This carmper will take the following daily medication{s) while at carmp:

“Medication” is any substance a person takes to maintain and/or irmprove their health. This includes vitamins & nafural remedies. Please review camp instructions about

given. Provide enough of each medication to fast the entire ime the camper will be at camp,

Narme of medication Date starfed Reason for faking it When i is given Armount or dose given How it is given

[ Breakdast
[ Lunch
C Binner

[ Binner
[ Bediime
[ Cther time:

[ Breakfast
[ hunch

[ Bedtime
[ Other time:

[ hunch

[ Dinner

[ Bedtirme
[ Other tire:

Acetarminophen (Tylenol) lbuprofen (Advil, Motring

Pherylephrine decongestant (Sudafed PE) Paeudoephedrine decongestant {Sudafed)
Antibistarnine/allergy medicine Giuaifenesin cough syrup (Robitussing

Diphenhydramine antinistamine/allergy medicine (Benadrvl) Dextrormethorphan cough syrup (Aobitussin D)

SBore throat spray Gieneric cough drops

Lice shampoo or cream (Nix or Elimite) Antibiotic cream

Calamine lolion Aloe

Laxatives for constipation (Ex-Lax) Biarmuth subsalicylate for diarrhea (Kaopectate, Pepto-Bismaol)

Copyright 2014 by American Carmping Association, nc. Page 2/4 Rev.1/2014 LEE/EAW




CAMPER HEALTH HISTORY FORM 1 Camper Name:

Firsl Mirdid e Last

BPeveloped and reviewed by, Amerlcar-Camp Assoolalbn American Academy of Pedialrics Cowmsllon
SchootHealth, & Assoclation ot Camp Ninses

Birth Date:

General Health History: Check “Yes™ or “Mo” for each slatement. Explain “Yes” answers befow.

Has/doss the carmper:

1. Ever been hospitalized? ..o [ Yes T No 1. Mad fainting or dizziness? e L Yes T No
2. Ever had surgery? .. wee OYes O ko 12. Passed oui/had chest pain during exercise? ... ... [ Yes T No
3. Have recurrent/chronic illnesses? [ Yes T No 13, Mad rononucieosis Cmong during the past 12 months?....... [ Yes T No
4. Had a recent infectious disease? ... [ Yes O Mo 14. I ferrmle, have problens with perods/menstruation?........... O Yes O No
9. Had & recent INUrY? (oo [ Yes T No 15. Mave problens with falling asleep/slespwalking? ..o, O Yes O No
8. Had asthma’wheezing/shortness of breath?.......... [ Yes O No 16. Ever had back/joint problems?. ..o U Yes O No
7. Have diabetes? ... [T Yes [ No 17. Have a history of bedwelting?. ... [ Yes [ No
8. Had 88IZLIFES? ..o D Yes [ No 18. Have problems with diarrhea/constipation?..............c 3 Yes ] No
9. Had headaches? .................... [T Yes [ No 19. Have any skin problems?....o i [ Yes [ No
10. Wear glasses, contacts, or protective eyewear? D Yes [ No 20. Traveled outside the country in the past 9 months?................ [dYes [ ho

Pleaze explain “Yes” answers in the space below, noting the number of the questions. For Travel outside the country, please name countries visited and dates of travel.

Mental, Emotional, and Sociat Heatth: Check “Yes” or “No” for each statemnent.

Has the camper:

1. Ever been treated for attention defich disorder (ADD) or attention defici/hyperactivity disorder (ADADNT [3¥es L] No

2. Ever been treated for emolional or behavioral difficidlies or an eating tISOMErT. .. s i e e L PES L] NG
3. During the past 12 months, seen a professional fo address mental/emotional health GONGEIMST. .. e e e e e e [ Yes T Mo
4. Had a significant life event that continues to affect the camper's iife?............ e 1) TES D] NG

(Hislory of abuse, death of a loved one, farnily change, adoption, fusler care, new SEbEing, \uWEVbd El (.f!f:a‘:-i(,i’ oihers)

Please explain “Yes” answers in the space below, noting the nurmber of the questions. The camp rray contact you for additional information.

Health-Care Providers:

Name of camper’s primary doctor{si: Phone: ( 3
Mame of dentist(s): Phone: { i
Name of orthodontistis): Phone: ( 3

at Have We Forgotten to Ask? Flease provide io the space below any addiionat inforrmation aboul the carmnper’'s health that vou think inportant or that rmay atfect the
carmper’s ability to fully parlicipate in the camp program. Afach additional information if needed.

Parents/Guardians: SYOP here. The rest of thiz is form iz completed when the camper arrives al camp. Keep a copy for your records.

Copyright 2014 by American Camping Association, Inc. Page 34 Rev. /2014 LEEEAW




CAMPER HEALTH Camper Name:

Llevelopoc and reviewec byt Amer e Codnaition Birth Date:
Seonl Hes s R ASsasan G CEE i Laie:

First Rti il

Individual Health Record (For Camp Use Only)

indtial Screening Cate/Tirme: iritials:

[0 Soreening has been conducied according o canp protocol and significant findings noted as foliows:
A. Any signs/syrrploms of iliness or injury upon amival?......a [ Mo [ Yes as noted below

B. History of exposure to cormrmunicable disease? . O No O Yes as noted below

3. Additions or corrections to information on this health history?........... O Mo O Yes as noted below
D. Medication given to heallh-care stall? ..., O No O Yes as noled below
E. Any signs/syimploims ofhead lice?. ... L No [ Yes as noted below

Provider notes: (date/lime/iniizi all entriest

Exit Mote: Checl one of the Tollowing:

[0 Ledt camp this day with no reporled fliness or injury syimplomms.

[ Ledft carrp this day with the following problenvconcern:

This person was told about the problem and instructed about follow-up as noted above:

Date/Time: Initials:

Copyright 2014 by American Camping Association, fnc. Fage 4/4

Hev.1/2014 LEE/EAW




To Parent{siGuardianisk Compisie this section and give this form (FORM 2} and a copy of vour
complated CAMPER HEALTH HISTORY FORM (FORM 1) to vour child’s health-care provider for review.
Dales will attend carrp: from o

Canper Name:

O Maie: O Ferrule Birth Date Age on amival al carmp

Camper home address:

Manth/Day/Year Month/Day/Vear

First Kiddie Last

Mant hDiayYaar

iy

Custodial parent(s)y guardian(s) phone: { )| { i

Perenifsiiguardizn izl stop hers. Fest of form to be completed by medical prrsonnel,

Stalte Zip Caode

The foilowing non-prescriplion medications are comimoenly stocked in camp
Heaith Cenfers and are used on an as needed basis to manage iliness and

nof be given.

Acetaminophen (Tylenol Calarmine lolion

Ibuprofen (Advil, Motrin) Bismuth subsalicylate (Pepto-Bisnwol)
Phemdephrine (Sudafed PE) Laxatives for constipation (Ex-Lax)
Fsaudoephedrine (Sudafed) Hydrocortisone 1% oream
Chisrpheneramine maloale Topical antibiotic cream

Guatfenasin Calamine lotion

Dextromethorphan Aloe

Dipherhydramine (Benaded)

Generic cough drops

Chivraseptic (Sore throatl spray)

Lice sharrpoo or scabies cream
{(Nix or Elimite)

Medical Personnel: Please review the CAMPER HEALTH BISTORY FORM

({FORM 1} and complete all remaining sections of this form (FORM 2).
Attach additionzl informaltion if needed.

Monih/Day Year
AGA acereditation standards specify physical exam within the last 12 months.

Weight: lbs Height: A in Blood Pressure /

Allergies: (1 No Known Allergies
U 76 foods {list):

1T the environment {insect stings, bhay fever, efo.— st
01 Other allergies: fist):

Describe previous reactions:

n: [ Eals a regular diet. [ Has a medically prescribed meal plan or dietary restrictions:{describe below)

The camper is undergoing treatment at this time for the following conditions: {describe befow) [ None.

Medication: [l No daily medications. O Will take the following prescribed medicalionis) while at carmp: fname, dose, frequency—describe below}

Do vou feel that the camper will reguire limitations or restrictions to activity while at camp? T No [ Yes

i vou answered “Yes? to the question above, what do you recommend? {desceribe below —attach additfonal information # needed}

“1 have reviewed the CAMPER HEALTH HISTORY FORM (FORM 13, and have discussed the camp program with the camper’s parentisl/guardianisl. itis my
epinien that the camper is physicaily and emotionaily fit to participate in an active camp program (except as noted above.)

Marre of licensed provider (please printy: Signaiure: Tile:
Office Address
Street ity Btate Zin Cods

Telephane: { ]

Date:

Copytight 2014 by Amencan Carmping Association,

inG. Rev. /14 LEE/EAW

1=y

Eletn

1857

auwrp odien

drougy o wiges [eefy diuesy 104

{sopes unissas (e dumsy Jog)




2021 Summer Program: Celebrating Neurodiversity

Step 4

If your child needs medication administered during the Limitless
Summer Program between 9:00am and 1:00pm the Medication
Administration Form must be filled out.

Please note that there WILL NOT be a nurse on staff during the
Extended Hours Program to administer medication.

The Medication Administration Form is on the following page.



Ph: 973.448.7529

Fax: 973.691.5657 *
Email:
info@limitlessASD.com

30 Righter Ave
Denville, N.J. 07834

Leveraging Diversity for Success in the 21st Century

Medication Administration Form

Physician’s Section:

Camper’'s Name: Date:

Was treated for (diaghosis)

| request the camp nurse to administer medication prescribed by me for the fellowing period:

From: To:

Date Date

Rx:

Dosage:

Side Effects:

Physician's Signature: Date:

Physician's Name:

Physician's Phone:

Parent/Guardian Section:

| understand and agree that the medication to be administered in camp must be delivered in the original container accompanied

by the completed and signed form.

| give my permission to the camp nurse to administer the above-prescribed medication.

Parent/Guardian Signature: Date:




2021 Summer Program: Celebrating Neurodiversity

Step 5

Register online for the Extended Hours Program by June 15t

Extended Hours Program
July 7t - August 6t
1:00pm - 4:00pm

After Care

Tutoring
Floortime

http://www.limitlessasd.com/extended-hours-registration



http://www.limitlessasd.com/extended-hours-registration

2021 Summer Program: Celebrating Neurodiversity

Step 6

Payment is due by July 2" -

If the Limitless Summer Program or Extended Hours Program is not
covered by your child’s district you must submit payment by July 2" -

Invoices may be paid through a link in an invoice sent to your email or
by check or cash.

Please make checks payable to DCCF.



