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INDIVIDUAL APPLICATION TO CAMP HARKNESS

Camp Harkness is a Connecticut State Park designated for use by individuals with a disability, accompanied by their families and friends. To qualify for access, applicants must meet the ADA definition of a person with a disability, defined as “a person who has a physical or mental impairment that substantially limits one or more major life activity”. Please fill out the Camp Harkness Admission Pass Application and return it to Camp Harkness.

301 Great Neck Road, Waterford, CT 06385  
 Telephone: 860-443-7818     Fax: 860-447-1554     Email: DDS.CampHarkness@CT.gov


APPLICATION FOR ADMISSION PASS TO CAMP HARKNESS

Passholder must be present – Passes are nontransferable. Passes are valid for 5 years, updating is required. 

Name of Applicant: _________________________________________________________________Birth Date: ________________

Street Address: __________________________________Town: _____________________________State: ______ ZIP: __________

Telephone Number: ________________________________ E-mail: ____________________________________________________
           Does the applicant named above receive services from CT DDS?               Yes                                    No
Emergency Contact Name: ________________________________ Emergency Contact Telephone Number: ____________________
Emergency Contact E-mail: _____________________________________________________________________________________
This application must be submitted with applicants’ photo or copy of Photo ID. Incomplete forms will not be processed.
Check this box to confirm the photo/ID is attached:         .


       __ Developmental Disability 
       __ Cerebral Palsy 	
       __ Multiple Sclerosis

__ Muscular Dystrophy	
__ Amputee 		
__ Visually Impaired/Legally Blind

__ Acquired Brain Injury 
__ Mental Health Condition
__ Hearing Impairment/Deafness 

     __ Spinal Cord Injury 
     __ Spina Bifida 		
     __ Other

If other, please describe the disability and the reason this individual requires the specialized environment of Camp
Harkness (per ADA definition): _____________________________________________________________________________________________________

Diagnosis/ Diagnoses: ___________________________________________________________________________________
 

                CERTIFICATION OF DISABILITY                                                                                   DDS CONFIRMATION
DDS Case Manager:

Region: __________________________________

Name: __________________________________

Signature: ______________________________

DDS #: _________________________________



                      MEDICAL PROVIDER

Printed Name: ______________________________                         
Signature: _________________________________OR

Address: ___________________________________						

MEDICAL PROVIDER STAMP:
						

If you have a DDS#, please have your case manager sign the above information.
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