Camp Chomeish of New England Reference Questionnaire
7"02

This section to be completed by applicant:

Applicant's Name Phone

I hereby give permission for the reference person named below to provide the information
requested in this questionnaire to Camp Chomeish.

Applicant's Signature Date

This section to be completed by Reference Person,

Name Daytime phone

Name of Business/Organization Job
Address

City State Zip E-mail

How long have you known the applicant? In what capacity?

Do you believe this applicant can/would work well with children? [[Yes [|No

Would you entrust this applicant with your own children? [1Yes [[No
Would you employ this applicant to work with children? [1Yes [|No

If you answered '""no" to any of the above questions, please explain:

Please rate each of the applicant’s attributes using this scale:
O =Unknown 1=Poor 2=Fair 3=Good 4=VeryGood 5= Excellent

ATTRIBUTE Rating Comments

Acceptance of Supervision:

Concern for Others:

Creativity:

Diligence in Work:




Emotional Maturity:

Enthusiasm:

Honesty:

Initiative:

Jewish Observance

Leadership Abilities:

Personal Hygiene

Physical/Athletic Abilities:

Punctuality:

Reliability

Sense of Humor

Temperament:
THE FOLLOWING QUESTION MUST BE ANSWERED FOR INSURANCE AND LICENSING PURPOSES.

TO THE BEST OF YOUR KNOWLEDGE HAS THE PERSON ABOVE EVER BEEN CONVICTED OF OR HAD ANY
COMPLICATONS CONCERNING CRIMINAL OR SEXUAL MISCONDUCT. [] NO [] YES.

IF YES PLEASE EXPLAIN.

Signature of reference person

Date questionnaire completed

Please include any additional comments on the back or on a separate piece of paper.
When finished, do not return questionnaire to applicant
Please send directly to:
Camp Chomeish ~ 18 Ceil Rd ~ Trumbull, CT 06611

We thank you for taking the time to fill out the questionnaire and wish you a happy and healthy summer.

Camp ChoMeiSH



	GENERAL HEALTH RECORD
	
	Does the child have allergies?  [] Yes  [] No Explain _______________________________________________


	Name of policy holder: ss #      /     /              parents date of birth      /      /
	Signature of M.D., APRN, LPN or PA or Parent or self if over 18 years oldDate




