HELP US GET TO KNOW YOUR CHILD
Camper’s Name:

Has your child stayed away from the family overnight before: ________

If so, how often, and how long: _______________________________________

________________________________________________________________

Does your child experience anxiety in unfamiliar settings: ________

Does your child sleep with a light on: _______

Does your child sleep with a stuffed animal/blanket, etc: _______

If, so, please specify and send along. __________________________________

Does your child talk, walk, or snore during sleep (please specify): ____________

What is your child’s usual summer bedtime: _____________________________

Does your child share a room at home: _______

What are your child’s favourite meals: __________________________________

What are your child’s favourite fruits: ___________________________________

________________________________________________________________

What are your child’s favourite vegetables (specify raw or cooked): __________

________________________________________________________________

What is your child’s least favourite meal: _______________________________

What are your child’s least favourite fruits: ______________________________

What are your child’s least favourite vegetables (specify raw or cooked): ______

________________________________________________________________

What soothes your child when they are upset: ___________________________

________________________________________________________________

How do they respond when some one upsets them: _______________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Please check the life skills your child will require assistance with and explain below:

Eating Skills:
___ Cutting food




___ Eating

Morning Hygiene:
___ Putting toothpaste on toothbrush

___ Brushing teeth

___ Washing hair




___ Brushing hair

___ Toileting





___ Washing face

___ Turning on water for shower


___ Washing body

________________________________________________________________________________________________________________________________________________________________________________________________

Musical Interests and Abilities:
What musical instruments does your child play:___________________________

Are they taking lessons:  _________ 
___ private lessons  ___ group lessons







___Suzuki method
___ Conservatory

What grade level are they working on in music: ___________________________

If they are learning to read Braille music, what level are they working at:

___ beginner


___ intermediate

___ advanced

Does your child enjoy singing: _________

If so, what is their favourite song to sing: ________________________________

Does your child belong to a school choir: ________

Has your child been in a music recital: ________

If so, what instrument(s): ____________________________________________

If your child wants to perform a solo at the concert, what instrument(s) will they play: ____________________________________________________________

What type of music does your child enjoy: _______________________________

What is your child’s favourite movie: ___________________________________
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