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CANDIDATE APPLICATION FORM    (please print)

NAME
 ______________________________________________________________________ 


NICKNAME (if applicable) ________________ E-MAIL ______________________________  

PHONE #  __________ MARTIAL STATUS ________ SPOUSE’S NAME _______________
ADDRESS ____________________________________________________________________
CITY __________________ STATE____ZIP CODE _______OCCUPATION ______________

MAILING ADDRESS (only if different) ____________________________________________

PARISH & LOCATION _________________________________________________________

PARISH ORGANIZATIONS _____________________________________________________

COMMUNITY ACTIVITIES _____________________________________________________

HOBBIES ____________________________________________________________________ 

SPIRITUAL RENEWAL ACTIVITIES (if any) _______________________________________

WHY DO YOU WANT TO MAKE A CURSILLO WEEKEND? ______________________________________________________________________________

DID YOUR SPONSOR FULLY EXPLAIN THE CURSILLO WEEKEND AND THE FOLLOW UP FOURTH DAY PROGRAM? _____ DO YOU HAVE ANY ADDITIONAL QUESTIONS ABOUT EITHER CURSILLO OR FOURTH DAY (4th DAY)? ________
*******VERY IMPORTANT PLEASE FILL IN THE HEALTH AND DIETARY PAGE, IT MUST ACCOMPANY APPLICATION.  THE INFORMATION IS KEPT CONFIDENTIAL AND WILL ONLY BE USED TO ASSIST EMERGENCY PERSONAL SHOULD THE NECESSITY ARISE. THIS INFORMATION IS IMPORTANT SHOULD YOU BE UNABLE IN AN EMERGENCY TO COMMUNICATE YOUR NEEDS***************************
EMERGENCY CONTACT PERSON _______________________ TEL. # ___________ 

RELATIONSHIP ________________________
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HEALTH AND DIETARY REQUIREMENTS

DO YOU HAVE ANY HEALTH RELATED PROBLEMS OF WHICH WE SHOULD BE AWARE? (Please be specific by CIRCLING any that apply to YOU) 

Diabetic
breathing difficulties

seizure activity
physical limitations

Cardiac problems
Other (please state) ____________________________________

PLEASE LIST ALL MEDICATIONS AND DOSAGE __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
PLEASE REMEMBER TO BRING YOUR MEDICATIONS ---YOU WILL BE ABLE TO TAKE THEM AS NEEDED.  PLEASE SPECIFY BELOW IF THEY NEED TO BE ADMINISTERED AT SPECIFIC TIMES. (EX. ONE HOUR AFTER EATING)
AT CAMP PIONEER THERE ARE 2 PEOPLE PER SLEEPING ROOM AND ONLY LOWER BUNKS ARE USED, BECAUSE SOME PEOPLE ARE SENSITIVE TO SMOKE WE DO NEED TO KNOW IF YOU ARE A SMOKER?________ (smoking times are appointed and designated to specific areas). DO YOU USE A SLEEP AID MACHINE? _______

FOOD PREPARATION REQUIRES THAT WE ASK IF YOU HAVE ANY SPECIAL DIETARY NEEDS. (PLEASE CIRCLE)  (refreshments are provided throughout the day) 
Special diet

vegetarian or vegan

diabetic

cardiac



other (specify)_____________________________________________________

ANY ALLERGIES ?

Lactose intolerant
non dairy 
gluten free
specific foods (list) ____________________

THANK YOU FOR YOUR INTEREST IN MAKING A CURSILLO WEEKEND WE HOPE TO WELCOME YOU AS A CANDIDATE. PLEASE SIGN AND DATE BELOW. PLEASE RETURN THIS FORM TO YOUR SPONSOR..
SIGNATURE________________________________DATE_____________________________

