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Buckhorn Camp Staff 
NON RELATED ADULT REFERENCE FORM 


CONFIDENTIAL 


 


 
 
 
 


APPLICANT’S NAME                                                                         ADDRESS, CITY, STATE, ZIP                                                                      PHONE 
 
The above individual is applying for a staff position at Buckhorn Camp. This will be a special ministry experience 
working with children of elementary and middle school age. 
 
As a non-related adult friend, we appreciate you opinion of this individual to utilize them in the proper capacity. He/she 
will be working in direct contact with youth 
 
I would rate the applicant… (please rate the applicant on each attribute listed – please note any comments) 
 


Lowest 1 2 3 4 5 Highest                                        COMMENTS
PHYSICAL CONDITION       
PHYSICAL APPEARANCE       
EMOTIONAL STABILITY       
MORAL STANDARDS       
INTERPERSONAL SKILLS       
POSITIVE ATTITUDE       
GIFT / TALENTS       
 
My general opinion and additional comments I have about this individual:______________________________________ 


__________________________________________________________________________________________________


__________________________________________________________________________________________________


__________________________________________________________________________________________________ 


I have know this person for _____years and I  would    would not   recommend this person for your staff. 


Would you leave your child in this person’s care for one week?           Yes       No 


Why, or why not?___________________________________________________________________________________ 


__________________________________________________________________________________________________


__________________________________________________________________________________________________ 


Please print: 


Name __________________________________________________________ 


Signiture________________________________________________________ 


Address_________________________________________________________ 


City_____________________________________State______Zip__________ 


Phone(_____)_____________________________Date___________________ 


 Please contact me concerning this applicant. 


Please complete this form and 
return it as soon as possible to: 


BUCKHORN CAMP 
PO BOX 125 


BELLVUE, CO 80512 








BUCKHORN CAMP 2008 
PO Box 125 


Bellvue, CO 80512 
(970) 484-2508     dkbuckhorn@gmail.com 


 
VOLUNTEER STAFF APPLICATION 


 
Name __________________________________________________________________ 
 
Address ________________________________________________________________ 
 
City ____________________________________State ___________Zip_____________ 
 


   Male           Female          Age ___________Birth Date ______________________ 
 
Work experience _________________________________________________________ 
 
______________________________________________________________________________________ 
 
EMERGENCY CONTACT 
 
NAME _____________________________________PHONE_____________________ 
 
Address________________________________________________________________ 
 
PERSONAL REFERENCE: Name _________________________________________ 
 
Address ________________________________________________________________ 
 
Relationship _________________Phone ____________________e-mail______________________ 
 
Personal Camping Experience:   Camper     Counselor    Camp Hope Counselor? 
 
Where? _________________________________________________________________ 
 
Please explain any experience with disabled people or youth.  ______________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Do you have any training in             CPR _____First Aid _____Life guarding _____? 
Song leading _____Other __________________________________________________ 
 


(Colorado State law requires this question) 
Have you ever been convicted of any felony or been convicted or charged with the 
commission of an act of child abuse or unlawful sexual offense:     Yes      No 
 
 







 
 
Please indicate for which weeks you are applying:   
 


     Camp Hope I   June 16-20  Buckhorn Camp 
     Camp Hope II   June 23 -27  Buckhorn Camp 
     Elementary Camp  July 13 - 19  Buckhorn Camp 
     Middle High Camp  July 20 - 26  Buckhorn Camp 


 
VOLUNTEER COUNSELOR JOB DESCRIPTION 


 
Responsible to:   General Director and Summer Staff 
Qualifications:   A life that strives toward Christ like behavior 


 The desire to serve others. 
An interest in or previous experience with the developmentally 
disabled population and/or youth 


Work Hours:   On-site during the week of Camp (from 2;00 p.m Sunday through 
 Staff closing and worship on Friday) 


 Flexible during the week, meeting the job requirements as set forth 
below. 


Responsibilities:  To be a friend to the powerless by: 
Prepare him/herself physically, mentally, and spiritually for a week 
of true servant ministry. 


 Participate fully in training, orientation, and all camp activities. 
Assist/encourage campers to participate in all cabin and camp 
activities. 


 Assist campers as needed with meals and personal care. 
 Help campers adjust to other campers, staff, and camp life. 
 Follow all Buckhorn Camp rules 


Report any accident, injury, and signs of illness, fatigue, or 
inappropriate behavior to the Summer Staff, Nurses or Director. 
Be ready to share responsibilities and help other volunteer 
counselors and Summer Staff. 
Help to keep the cabins, the lodge, the dining hall, and the grounds 
clean. 


Compensation:   Room and board provided.  
 
Volunteer agreement:  I have read the Volunteer Counselor Job Description and I 
agree to abide by the requirements set forth therein. 
 
Signature of Applicant ______________________________________Date ___________ 
(Please send you registration fee as soon as possible, since we cannot hold your place 
until the fee is paid in full.) 
Rev. 1/2008 





		VOLUNTEER STAFF APPLICATION
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          BUCKHORN Staff 2008 
MEDICAL & CONTROLLED RISK ACTIVITY FORM 


       
Name_________________________________________________________________


_________� Male   ��Female   


Please PRINT legibly. 
 
All spaces must be filled in. 


 (Last )                                                                            (First)                                                              (M.I.) 
Address______________________________________________________________________________________
_  
City                                                                                                State                                Zip__________________ 
Phone     (      )                                                    Birth date                                                       Age_______________ 
 


Camp dates you will be attending:                                                                                                              
   � Staff  � Camper 
 


Name of Physician________________________________________________                              _____ 
Address ______________________________________________                               ______      ______ 
City_________________________________________________State_____________Zip___________ 
Phone #____________________________________________________________________________ 


Operations or serious injuries__________________________________________________________ 
Chronic or recurring illness or medical condition_____________________________________ ____ 
______________________________________________________________________    ____ ____   
Dietary restrictions__________________________________________________________ _________ 
____________________________________________________________________________________ 
Current Medications (send with instructions)__________________  ___________________________ 
__________________________________________________________     _______________________ 
Other diseases_______________________________________________ _______________________ 
____________________________________________________________________________________ 
Suggestions on health related information for Camp Personnel:______________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
Do you carry Family Medical/Hospital Insurance?       � Yes       � No 
Carrier______________________________________________________________________________ 
Policy or Group #_____________________________________________________________________ 


HEALTH HISTORY 
(Check & Give approximate dates) 
_________________ Frequent ear infections 
_________________ Heart Defect/Disease 
_________________ Diabetes 
_________________ Bleeding/Clotting disorders 
_________________ Hypertension 
_________________ Mononucleosis 
DISEASES 
_________________ Chicken Pox 
_________________ Measles 
_________________ German Measles 
_________________ Mumps 
 
ALLERGIES  
_________________ Hay fever 
_________________ Ivy Poisoning, etc. 
_________________ Insect stings 
_________________ Penicillin 
_________________ Other drugs 
_________________ Asthma 
_________________ Other (specify) 
 
 


EMERGENCY CONTACT: Name________________________________________24 Hour Phone #__________________ 
Relationship to you:__________________________________________________________________________________ 


 
IMMUNIZATION HISTORY    


Required immunizations must be determined locally.  Please record the date (month and year) of         
 basic immunizations and most recent booster. 


 
Vaccines 


 
Year of Basic Immunization 


 
Year of Last Booster 


 
Diphtheria 
Pertussis (Whooping Cough)  DPT 
Tetanus 


 
1 
2 
3 


 
1 
2 
 


 
Polio (Oral, Sabin  -  Injectable, Salk) 


 
 


 
 


 
Measles (Rubeola) 


 
 


 
 


 
Mumps 


 
 


 
 


 
Rubella 


 
 


 
 


 
Other 


 
 


 
 


 
Tuberculin test given 


 
 


 
 


 
Haemophiles influenza b (HIB) 


 
 


 
 


 
Hepatitis B 


 
 


 
 







 
HEALTH CARE RECOMMENDATIONS BY LICENSED PHYSICIAN 
 
MEDICATIONS TO BE ADMINSTERED AT CAMP – All medications must be in original prescription bottle clearly carked as to content, dosage and 
frequency: 


 


MEDICATION NAME DOSAGE FREQUENCY ROUTE TIMES 
     
     
     
     
     
     


Any prescribed meal plan or dietary restrictions________________________________________________                                                  ____________ 
_______________________________________________________________________________                                               _______________________ 
 
Any allergies (food, drugs, plants, insects, etc.)_______________________________________________                                                 ______________ 
__________________________________________________________________________________________________                                               ____ 
 
Activities to be encouraged or limited__________________________________________                                                 ___________________________ 
_____________________________________________________________________________________                                               _________________ 
 


Additional Health Information____________________________________________________________                                                 ________________ 
_________________________________________________________________________________                                               _____________________ 
 
I have examined the above camp applicant within the last year. Date examined_____________________________ 
In my opinion, the above condition � does � does not preclude his/her participation in an active camp program. 
RECOMMENDATIONS AND RESTRICTIONS WHILE AT CAMP 
Any treatment to be continued at camp_____________________________________________________________________________________________ 


______________________________________________________________________________________________________________________________ 


BUCKHORN CAMP CONTROLLED RISK ACTIVITY 
)Release from liability: 
 
I give permission for                                                                                                    to participate in horseback riding, boating, and challenge course activities 
while at Buckhorn Camp/Tip Top Ranch. I understand that these are activities that involve a degree of risk, and that only qualified leadership will be used. I 
understand that by signing this waiver I am releasing Buckhorn Camp Leaders from all liabilities in the event of an injury or accident. 
 
I also give my permission for any necessary medical/surgical treatment that may be necessary in the unlikely event that an accident should occur. 
 


"                                                                                         Date                                                 
                                   (Signature of Parent or Legal Guardian) 


" Please sign both release forms (TIP TOP RANCH, INC. Requires their own release form) and return entire form to the Buckhorn Camp 
Registrar.  No camper will be allowed to ride without both sections of this form being signed. 


LICENSED PHYSICIAN’S 
SIGNATURE_________________________________________________________________________________________ 
ADDRESS___________________________________________________________________________PHONE______________________________ 
DATE OF FORM COMPLETION  


(Camper Name) 


This health history is correct so far as I know, and the person herein described has permission to engage in all prescribed camp activities except  
as noted.  Authorization for treatment:    I hereby give permission to the medical personnel selected by the camp director to order X-rays,  routine 
tests, treatment; to release any records necessary for insurance purposes; and to provide or arrange necessary related transportation for  me/my 
child.  In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the camp director to secure and 
administer treatment, including hospitalization, for the person named.  The completed forms may be photocopied for trips out of camp. 
I understand and agree to abide with the restrictions placed on my camp activities. 
 
 Signature                                                                                                                          __________________                     Date  ________________ 
                                                              (parent/guardian if under 18) 
If for religious reasons you cannot sign this  the Registrar should be contacted for a legal waiver which must be signed for attendance. 
Revised 1/2008 
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Buckhorn Camp 
2002 Staff 
PASTOR REFERENCE FORM 


CONFIDENTIAL 


 


 
 
 


APPLICANT’S NAME                                                                         ADDRESS, CITY, STATE, ZIP                                                                      PHONE 
 
The above individual is applying for a staff position at Buckhorn Camp. This will be a special ministry experience 
working with children of elementary and middle school age. 
 
As their pastor we appreciate you opinion of this individual to utilize them in the proper capacity. He/she will be working 
in direct contact with youth 
 
I would rate the applicant… (please rate the applicant on each attribute listed – please note any comments) 
 


Lowest 1 2 3 4 5 Highest                                        COMMENTS
PHYSICAL CONDITION       
PHYSICAL APPEARANCE       
EMOTIONAL STABILITY       
MORAL STANDARDS       
INTERPERSONAL SKILLS       
SPIRITUAL MATURITY       
POSITIVE ATTITUDE       
CHRISTIAN LIFESTYLE       
GIFT / TALENTS       
 
My general opinion and additional comments I have about this individual:______________________________________ 


__________________________________________________________________________________________________


__________________________________________________________________________________________________


__________________________________________________________________________________________________ 


I have know this person for _____years and I  would    would not   recommend this person for your staff. 


Would you leave your child (disabled or not) in this person’s care for one week?           Yes       No 


Why, or why not?___________________________________________________________________________________ 


__________________________________________________________________________________________________


__________________________________________________________________________________________________ 


Please print: 


Name __________________________________________________________ 


Signiture________________________________________________________ 


Address_________________________________________________________ 


City_____________________________________State______Zip__________ 


Phone(_____)_____________________________Date___________________ 


 Please contact me concerning this applicant. 


Please complete this form and 
return it as soon as possible to: 


BUCKHORN CAMP 
2120 COUNTY RD 41 
BELLVUE, CO 80512 





