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2010 Minnesota DeafBlind Camp

Volunteer SSP Application
PLS PRINT LARGE AND CLEAR WITH BOLD BLACK FELT PEN

First Name




Last Name 












 Apt. #



Street Address     

City







State

     Zip

Phone  (_____)  ______ - ____________  circle: V   TTY   VP

Email/pager  __________________________________________

Gender:   __  male     __  female  

I am:  __  sighted



   __  visually impaired



  pls describe:  ________________________________



   __  Deaf 



   __  hearing



   __  hard of hearing

Smoking 

I  __ do    __  do not  smoke. 

I am willing to be matched with a smoker:  __ yes    __ no

Guide Dogs
I am comfortable being near guide dogs:  __ yes    __ no

Level of Activities
Please check the activities that you are able to do while working with a deafblind camper:

__  walking/hiking (some uneven grounds) 
__  swimming 

__  canoeing/kayaking/pontoon boating

__  rock climbing wall
__  fishing

__  able to walk up/down stairs
__  assist with arts & crafts 

Please note any physical limitations we should be aware of (ex: carpal tunnel, back/shoulder problems, ankle/knee, other?) 

_______________________________________________________________________________________________________________________________________________________________ 

Dietary Concerns
Please note any special dietary needs you may have. We will pass on this information to the camp’s kitchen staff but cannot guarantee they can meet your needs. You may need to bring any specialized foods that you require.  

_____________________________________________________
_____________________________________________________
_____________________________________________________
_____________________________________________________
Medical/Health Concerns

Each person is responsible for their own health and well-being, and for bringing and taking any medications they require. All persons must be independent in taking their own medications. Each person is responsible for having their own health insurance or accepts responsibility for paying for any medical care should they become sick or injured. Do you have any health conditions that we should be aware of (ex: seizure disorder, heart condition, diabetes)?
__________________________________________________________________________________________________________

_____________________________________________________
_____________________________________________________
Note: All medications must have your name on them and be kept in the original packages/bottles or labeled as to their contents. 

Emergency Contact (who to call if you are sick or injured): 

_________________________

_________________________

Name 






Phone 

Communication Skills
Please check the languages and skills that you feel comfortable with: 

___  ASL     ___  PSE     ___ Signed English/SEE

___  tactile (hand in hand)



___ two handed     ___ one handed

___  low vision (restricted fields or close up)

___  Print on Palm (POP) 

I sign:  
___  right handed



  
___  left handed




___  both 

I am (for height matching with campers):
___  5’ 10” tall or more

___  between 5’ 5” to 5’ 9”
___  under 5’ 4” 
Please check your level of DB experience:

___  new to working with DB people
___  some or limited experience (less than 1 year)

___  socialize quite a bit with the DB  community
___  experienced SSP or interpreter for DB

If you checked “new” or “some experience”, please list at least one reference (preferably two) who can comment on your signing and/or DB skills (ex: a deafblind person you have worked with, one of your ASL/interpreting instructors, an interpreting mentor). 

Name: 






ph or email:

__________________________
_________________________

__________________________
_________________________

For volunteers new to working with deafblind people, we will provide some training prior to camp. 
HOUSING

Cabins have “bunk beds” (one bed above another). Are you able to sleep in an upper bunk?  ___  yes     ___  no 

I am willing to have roommates who are smokers:  

(note: no smoking allowed inside buildings)  __  yes     __  no

Do you prefer to room with other volunteers or deafblind campers? We will try to match preferences but there is no guarantee.
___  Other volunteer SSPs

___  Deafblind campers

___  Doesn’t matter to me 

TRANSPORTATION TO/FROM CAMP
Camp Confidence is approximately two and a half hours drive from Minneapolis (near Brainerd). Please check your preferred mode of transportation:

___  I would like to ride on the bus (no charge to SSPs). 

___  I prefer to drive my car (sorry, no mileage reimbursement 

 available). 


 I can take ___ other passengers (in addition to self). 

___  I would like to ride with someone if possible. 

___  I will be riding with ____________________________. 

CAMP ROSTER LIST
We may make a roster (list of participants with contact info) for distribution after camp. It will be available only to people who attended camp. Do you want to be listed?  __ yes  __ no
(Camp Roster List con’t) 

If yes, please check what info you want included:
__ first name

__ last name

__ email address

__ phone/vp/tty 

APPLICATIONS ARE DUE BY JUNE 15, 2010!
Return volunteer SSP application to:

Paul Deeming

DeafBlind Services Minnesota

1936 Lyndale Avenue S.

Minneapolis, MN 55403

or as email attachment to pauld@dbsm.org 

Confirmation letters will be mailed in early July.  If you have not received confirmation by this time or if you have questions about volunteering at camp, please contact Paul Deeming at 612-362-8454 v, 612-362-8422 tty, 952-338-2102 vp or pauld@dbsm.org  

