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Welcome Summer! 
Here at HISRA, we’re excited for another summer of fun and memories. As the weather gets 
better and we welcome the warmer temperatures, we also welcome our friends back to our 
summer camps for a season that will be jam-packed full of activities.  
Are you looking for an adventure this summer? Come on and join the fun at Summer Daze, 
where we spend our days out in the community and explore all of what Central Illinois has to 
offer.
Our center-based camp, Camp Free To Be, is run for 8 weeks at our HISRA facility in Peoria. 
This ensures it is a safe, magical, and enriching environment for your camper to make 
friends and participate in a wide-variety of exciting activities such as arts & crafts, P.E., 
swimming, music, and more! 
Whatever your camper’s needs, HISRA ensures with our hand-picked staff that your 
camper has a fun, safe, and memorable summer!

Reach out for more information on
Volunteering, coaching, job openings, FOCUS, and any other questions or concerns.

REGISTER AT: 

ONLINE: HISRA.ORG
FAX: 309.691.1929

DROP OFF IN LOCKED DROP BOX 
IN PERSON 

8727 N PIONEER RD, PEORIA, IL 61615
M-W: 8:30 am - 4 pm  
Th-F: Call for appointment
Office closed: 12 - 1 pm

 FEBRUARY 6, 2023

1  •   HEART OF ILLINOIS SPECIAL RECREATION ASSOCIATION

FROM US, TO YOU

registration begins
Registration deadlines are two weeks prior to the start date of each program. Unless otherwise specified, all events held at  

Heart of Illinois Special Recreation Association located at 8727 N PIONEER RD, PEORIA, IL 61615.



· UPCOMING PROGRAMS ·

CAMP FREE TO BE

summer 2023 REGISTRATION GUIDE  •  2

HISRA CAMP FREE TO BE
Come join the fun and sign up for Camp Free to Be today! This camp provides 
exciting activities for eight weeks throughout the summer for campers with 
multiple and/or severe disabilities. Our hand-picked staff will be paired with your 
camper and can even accommodate a 1:1 ratio. This will ensure your camper's 
success in the fun camp activities they will encounter. All campers need to bring a 
sack lunch and drink daily.  
***Please note the registration deadline for Camp Free to Be is 5/1/23. If you 
are interested in HISRA camps after our registration deadline, please call 
our office at (309) 691-1929 to be placed on the wait list.***

(A
GE

S 4
-2

1)

Date  Day Time  R/NR Fee Class # 

6/5-6/9  M-F 8:30A-4:00P $170/$221 HWH51101-01 
6/12-6/16 M-F 8:30A-4:00P $170/$221 HWH51101-02
6/19-6/23 M-F 8:30A-4:00P $170/$221 HWH51101-03 
6/26-6/30 M-F 8:30A-4:00P $170/$221 HWH51101-04 
7/5-7/7  W-F 8:30A-4:00P $102/$133 HWH51101-05 
7/10-7/14 M-F 8:30A-4:00P $170/$221 HWH51101-06 
7/17-7/21 M-F 8:30A-4:00P $170/$221 HWH51101-07 
7/24-7/28 M-F 8:30A-4:00P $170/$221 HWH51101-08



3  •   HEART OF ILLINOIS SPECIAL RECREATION ASSOCIATION

· UPCOMING PROGRAMS ·

SUMMER DAZE
HISRA SUMMER DAZE
Are you looking for a fun adventure this Summer? Come join Summer Daze and enjoy teen 
summer activities around Central Illinois. You'll spend your days swimming, hiking, bowling, 
fishing and much more! All campers need to bring a sack lunch and drink daily. Summer 
Daze is designed for campers ages 13-21 who are independent in self-care skills. Campers 
are active on a daily basis and take part in outdoor activities frequently. Please 
call our office at (309) 691-1929 for questions regarding camper eligibility. 
IMPORTANT: Summer Daze is a Monday-Thursday camp and registration 
is by the week instead of by the day.

(A
GE

S 1
3-

21
)

Date  Day Time  R/NR Fee Class # 

6/5-6/8  M-Th 8:30A-3:30P $156/$203 HWH51102-01 
6/12-6/15 M-Th 8:30A-3:30P $156/$203 HWH51102-02
6/19-6/22 M-Th 8:30A-3:30P $156/$203 HWH51102-03 
6/26-6/29 M-Th 8:30A-3:30P $156/$203 HWH51102-04 
7/5-7/6  W-Th 8:30A-3:30P $78/$102 HWH51102-05 
7/10-7/13 M-Th 8:30A-3:30P $156/$203 HWH51102-06 
7/17-7/20 M-Th 8:30A-3:30P $156/$203 HWH51102-07 
7/24-7/27 M-Th 8:30A-3:30P $156/$203 HWH51102-08







Please “X” those programs you would like to register for below
Name:

X TITLE DATES DAYS/TIME FEE - R/NR

Camp Free To Be 6/5-6/9 M-F | 8:30A-4:00P $170/$221

Camp Free To Be 6/12-6/16 M-F | 8:30A-4:00P $170/$221

Camp Free To Be 6/19-6/23 M-F | 8:30A-4:00P $170/$221

Camp Free To Be 6/26-6/30 M-F | 8:30A-4:00P $170/$221

Camp Free To Be 7/5-7/7 W-F | 8:30A-4:00P $102/$133

Camp Free To Be 7/10-7/14 M-F | 8:30A-4:00P $170/$221

Camp Free To Be 7/17-7/21 M-F | 8:30A-4:00P $170/$221

Camp Free To Be 7/24-7/28 M-F | 8:30A-4:00P $170/$221

Summer Daze 6/5-6/8 M-Th | 8:30A-3:30P $156/$203

Summer Daze 6/12-6/15 M-Th | 8:30A-3:30P $156/$203

Summer Daze 6/19-6/22 M-Th | 8:30A-3:30P $156/$203

Summer Daze 6/26-6/29 M-Th | 8:30A-3:30P $156/$203

Summer Daze 7/5-7/6 W-Th | 8:30A-3:30P $78/$102

Summer Daze 7/10-7/13 M-Th | 8:30A-3:30P $156/$203

Summer Daze 7/17-7/20 M-Th | 8:30A-3:30P $156/$203

Summer Daze 7/24-7/27 M-Th | 8:30A-3:30P $156/$203

TOTAL COST:

HISRA programs will start and end at the HISRA building located at 8727 N. Pioneer Road unless noted in the brochure or if you 
registering for member district transportation. It is up to the participant/guardian to setup alternative plans prior to the program.  

Please do so by calling (309) 691-1929. If you are riding member district transportation, please call our program and weather line at  
(309) 691-1929 ext. 1111 for pickup/drop off times, location and on call staff.

HISRA Transportation Policies & Instructions 



SIGNATURE OF LEGAL GUARDIAN: WRITTEN NAME:

IN ORDER TO BE REGISTERED FOR A PROGRAM, ALL THE FOLLOWING INFORMATION/WAIVER MUST BE FILLED OUT, 
SIGNED, & SENT BACK TO HISRA WITH PAYMENT. MAIL/DROP IT OFF TO 8727 N PIONEER RD. PEORIA, IL 61615. PAPER-
WORK CAN ALSO BE FAXED TO (309) 691-1929. THIS MUST BE SUBMITTED WITH THE ANNUAL INFORMATION FORM.

PARTICIPANT REGISTRATION

INFORMATION

FULL NAME OF PARTICIPANT:

MALE / FEMALE  (circle one)

MAILING ADDRESS: 
(Program info will 
be sent here)
-Street, City, 
State, & Zip

DISABILITY:

PHONE: BIRTHDAY // AGE:

PRIMARY EMAIL ADDRESS:
* This email is associated 
with RecTrac & Receipts*
            This is an updated email

LEGAL GUARDIAN FULL NAME:

LEGAL GUARDIAN PHONE:

TO REGISTER, MAKE SURE YOU HAVE AN UPDATED ANNUAL INFORMATION FORM ON FILE
       
            Filled out the form online at https://forms.hisra.org

            Have an updated form attached to Registration

            Have already submitted a form for this current year

PAYMENT
       
            CHECK
            CASH
            CREDIT CARD (Contact HISRA at (309) 691-1929 
                 or register online via WEBTRAC)

TOTAL ENCLOSED:

            REQUESTING SCHOLARSHIP (Contact HISRA at (309) 691-1929)

            THIRD-PARTY PAYOR
            PAYMENT PLAN FOR BALANCES OVER $200 (10% Down required)

WAIVER (Must be Signed for Participation)

As a participant, I recognize and acknowledge that there are certain risks of physical injury and I agree to assume the full risk of any injuries, 
including death, damages, or loss which I may sustain as a result of participating in any and all activities connected with or associated with 
such program. I agree to waive and relinquish all claims I may have as a result of participating in the program against the Heart of Illinois 
Special Recreation Association and its officers, agents, servants, and employees. 
       I do hereby fully release and discharge the Heart of Illinois Special Recreation Association and its officers, agents, servants, and 
employees from any and all claims from injuries, including death, damage, or loss which I may have or which may accrue to me on account of 
my participation in the program. I further understand and agree that the terms such as “participating,” “programs,” and “activities,” referred 
to in the Agreement, include all exercises and physical movements of any nature while I am participating in these programs and further 
include the provision of or failure to provide proper instructions or supervision, the use and adjustment of any and all machinery, equipment, 
and apparatus, and anything related to my use of the services, facilities, or premises involved in these programs, and transportation to 
and from any events . I authorize HISRA staff to dispense prescribed medications in their original container or accompanied by a copy of a 
signed prescription to me/my child. I understand the nature of these programs for which I am registering, and fully understand this Waiver, 
Release, and Hold Harmless Agreement. I further understand that any advisements or warnings of the particular risks of these programs 
that I subsequently receive will be incorporated by reference into and become a part of this Agreement. Additionally, in order that the Heart 
of Illinois Special Recreation Association may better serve the interests of myself/my child, I hereby grant permission for Special Recreation 
staff to access relevant education and/or medical records. I hereby consent to the use of my/my child’s photograph in the Heart of Illinois 
SRA brochures, publications, or promotional materials.  

Date of Signature:                  /                    /

MONTH DAY YEAR
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            CHECK
            CASH
            CREDIT CARD (Contact HISRA at (309) 691-1929 
                 or register online via WEBTRAC)

TOTAL ENCLOSED:

            REQUESTING SCHOLARSHIP (Contact HISRA at (309) 691-1929)

            THIRD-PARTY PAYOR
            PAYMENT PLAN FOR BALANCES OVER $200 (10% Down required)
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P
articipant N

am
e: ___________________________

Support System

Is participant ow
n guardian?

 Self   

 O
ther:

     N
am

e: _______________________________

     R
elation: _____________________________

     P
hone: ______________________________

     E
m

ail: _______________________________

In the event of program
 change and/or 

em
ergency w

ho should w
e contact?

 P
articipant

 G
uardian

     N
am

e: _______________________________

     A
lternate Em

ergency C
ontact - m

ust be  
     D

IFFER
EN

T than above:

     N
am

e: _______________________________

     C
ell #: ________________________________

P
articipant Lives:

A
ddress: _______________________________

H
om

e P
hone #: __________________________

 W
ith parent(s)/fam

ily

 In a group hom
e

     G
roup H

om
e N

am
e: ___________________

     M
anager: ____________________________

     P
hone: ______________________________

 O
ther: _______________________________

 Independently

H
ISR

A
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ick U
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ation

 Independently com
es/goes from

 program

 R
elease to group hom

e staff

 W
ill travel via 3rd party transportation

     A
gency: _______________________________

 O
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m
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bers):

1) _______________________________________

2) _______________________________________

U
niform

 Sizes: (sizes are youth or adult unisex):

Shirt size (circle):  S   M
   L   X

L   2X
   3X

   4X

Short size(circle):  S   M
  L   X

L   2X
   3X

   4X
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 independently
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       ________________________________________

____________/___________/__________________
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participant:
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 Should not exert self beyond _____________

__________________________________________
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__________________________________________

__________________________________________

__________________________________________
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elease

#7 M
ed A

pp __________

#8 P
aym

ent

TH
IS M

U
ST B

E SU
B

M
ITTED

 W
ITH

 TH
E PA

R
TIC

IPA
N

T R
EG

ISTR
A

TIO
N

 FO
R

M



FORM #3: PERSONAL CARE REQUEST FORM

NAME OF PARTICIPANT: ________________________________________________________   DATE: ________________________ 

Please list any and all personal services/care requests. Kindly understand that HISRA does not guarantee that it can 
comply with any specific request/need. Please use additional sheet of paper if necessary. Please check all that apply and 
provide detailed information of each need:

  Medication Dispensing _______________________________________________________________________________________

  Toileting Assistance _________________________________________________________________________________________ 

  Feminine Care Assistance ____________________________________________________________________________________ 

  Epinephrine Injections _______________________________________________________________________________________ 

  Inhaler Assistance ___________________________________________________________________________________________ 

  Feeding Tube Management __________________________________________________________________________________ 

  Diazepam Rectal Gel Delivery ________________________________________________________________________________ 

  Suction Device Management _________________________________________________________________________________ 

  Catheter Management ______________________________________________________________________________________ 

  IV Medications ______________________________________________________________________________________________ 

  Tracheotomy Management __________________________________________________________________________________ 

  Nebulizer Therapy ___________________________________________________________________________________________ 

  Vagal Nerve Stimulator ______________________________________________________________________________________  

  Insulin Pump Management ___________________________________________________________________________________ 

  Syringe Injections (insulin/other) ______________________________________________________________________________

  Seizure Treatment __________________________________________________________________________________________ 

  Other: ______________________________________________________________________________________________________

           
A cooperative extension of the Chillicothe, Morton, Peoria, and Washington Park Districts providing quality recreation 
programs and services to individuals with disabilities.

Heart of Illinois Special Recreation Association
P:  (309) 691-1929  |  F:  (309) 691-4383  |  hisra@peoriaparks.org 

8727 North Pioneer Road, Peoria, IL 61615

IMPORTANT INFORMATION: Heart of Illinois Special Recreation Association (“HISRA”) is committed to complying with the Americans 
With Disabilities Act (the “ADA”) and providing reasonable modification/accommodation. Parents and guardians requesting personal 
services/care for their child/ward must understand and appreciate that many personal services are outside the scope of the ADA. 
HISRA reviews requests for personal care/services on a case-by-case basis. HISRA’s handbook identifies certain personal care/
services that are not provided by HISRA staff. At times, HISRA will voluntarily provide personal care/services that are outside the 
scope of the ADA. Various factors are taken into account, including, but are not limited to: staff resources, experience and expertise; 
the potential impact on the staff/participant ratio; the safety of the participant; physician authorization and approval; and other such 
pragmatic considerations. 



NAME OF PARTICIPANT: ________________________________    
BIRTHDATE: __________/____________/____________________

Please list any and all personal services/care requests. 
Kindly understand that HISRA does not guarantee that it can 
comply with any specific request/need. Check all that apply 
and provide detailed information of when requested; use 
additional sheet of paper if necessary.

MOBILITY: 
  Electric Wheelchair  

  Needs no assistance 
  Some assistance (please explain) _______________ 
 ________________________________________________ 
  Participant should be transferred out of   
      wheelchair every ____ hour(s) for ______ (mins/hours)

  Manual Wheelchair 
  Needs no assistance 
  Some assistance (please explain) _______________ 
 ________________________________________________ 
  Full Assistance 
  May be secured in their wheelchair when being  
      transported for HISRA programming (wheelchair  
      provided is vehicle rated)  
  May be transferred from wheelchair to vehicle  
      seat and secured by seatbelt when being   
      transported for HISRA programming.  
  Participant should be transferred out of   
      wheelchair every ____ hour(s) for ______ (mins/hours)

  Walker/Cane 
   Needs no assistance 
  Some assistance (please explain) _________________ 
 __________________________________________________ 

 Has difficulty navigating stairs 
  Needs assistance climbing stairs 
  Needs assistance descending stairs 

TOILETING ASSISTANCE: 
  Completely independent but needs prompts 

  Reminder to use restroom every ______ hour(s) 
  Prompts to _____________________________________ 
      (eg: wipe, wash hands, etc.) 

 Assistance dressing/undressing: 
  Manipulating buttons      Manipulating zippers 
  Lowering buttons      Raising buttons 

 Assistance wiping 
   Urination  Bowel Movement 

 Menstrual Care Assistance (no tampons) 
  Reminders to change pad every _____ hour(s) 
  Assistance changing pad 

 Full Assistance 
  Wears diapers-should be changed every____ hour(s) 
  Changed on the changing table  
  Changed in restroom while bearing  
 *HISRA cannot assist with catheter management

FORM #3: PERSONAL CARE REQUEST FORM

DIET AND FEEDING: 
 Some assistance eating 

  Needs food cut into bite-sized pieces 
  Uses adaptive eating utensils (please list) 
  ___________________________________________ 
  Uses adaptive drinking utensils (please list  
      eg: straw, sippy cup) ______________________ 

 Full assistance eating 
  Eating (please explain)  ___________________ 
 ___________________________________________ 
  Drinking (please explain) __________________ 
 ___________________________________________ 

 Has feeding tube*** 
  HISRA staff will feed participant via feeding  
      tube 
  HISRA staff will administer meds via feeding  
      tube (fill out form #4: Med Dispensing Form)  
 *** HISRA staff cannot reinsert feeding tubes 

 Has diet restrictions (please list all and explain) 
___________________________________________________
___________________________________________________ 

 Has medically soft diet 
  Mechanical soft (please explain) ___________ 
 ___________________________________________ 
  Puree (please explain) ____________________ 
 ___________________________________________ 
  Thickened foods 
       Nectar      Honey      Pudding 
  Thickened liquids 
       Nectar      Honey      Pudding 
  Other (please explain) _____________________ 
 ___________________________________________ 

 Other Personal Care Requests (please explain) 
___________________________________________________
___________________________________________________
___________________________________________________ 

Person Completing Form: ___________________________ 
Date: _______/_______/______________   
      
IMPORTANT INFORMATION: Heart of Illinois Special Recreation 
Association (“HISRA”) is committed to complying with the Americans 
with Disabilities Act (the “ADA”) and providing reasonable 
modifications/accommodation. Parents and guardians requesting 
personal services/care for the child/ward must understand and 
appreciate that many personal services are outside the scope of the 
ADA. HISRA reviews requests for personal care/services on a case by 
case basis. HISRA’s handbook identifies certain personal care/services 
that are not provided by HISRA staff. At times, HISRA will voluntarily 
provide personal care/services that are outside the scope of the ADA. 
Various factors are taken into account, including, but are not limited 
to: staff resources, experience and expertise; the potential impact 
on the staff/participant ratio; the safety of the participant; physician 
authorization and approval; and other such pragmatic considerations. 
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Heart of Illinois Special Recreation Association  
8727 Pioneer Road  
Peoria, IL 61615


