
                                    APPLICATION Please print clearly. 

Basic Information 

Camper Name: ________________________________________________ 

Date of Birth ____/_____/_____ Age _____ Sex:    Male     Female 

T-shirt size:   Youth   M    L 

          Adult   S    M    L    XL     XXL 

Modality:     

  □ CCPD       

  □ CAPD    

  □ HEMO 

  □ Transplant, date of Transplant: _______ 

 
Medical Professional Information 

Hospital/Dialysis Unit _________________________________________ 

Phone Number _________________________________________________ 

Contact RN: ____________________________________________________ 

Doctor’s Name: _________________________________________________ 

 

Parent/Guardian Information 

Name: ________________________________________________________ 

Address: ______________________________________________________ 

City: _________________   State ____ Zip_______ 

Email Address __________________________________________________ 

Day Phone: ____________________________________________________ 

Evening Phone: _________________________________________________ 

Please return by May 13, 2009  
 

Kappa Kidney Camp 
National Kidney Foundation Serving Ohio 

1373 Grandview Avenue, Ste. 200 
Columbus, OH 43212 

Questions? Please contact Jenna Schumacher:    614.481.4030 ext. 223  
Edited 3/19/2009                                                                                                                             Jenna.Schumacher@kidney.org 


