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Making Compassionate end-of-life care possible 

 
Shannon’s Hope 
October 2-3, 2010 

A Bereavement Camp for 
Children of Charleston, Dorchester, 

and Berkeley Counties 
 

ShannonÕs Hope is a weekend camping experience for children ages 6-15 residing in 
Charleston, Dorchester and Berkeley counties who have experienced the death of a loved one.  
Through participation in fun, yet intense, activities, campers are encouraged to speak openly about 
issues of death and grief.  Together they create friendships and support that allow them to identify 
and express their feelings in a safe, secure environment.  It is a weekend of laughter, tears, sharing 
and remembering.  

 
The camp program is a community bereavement program developed and offered by Hospice 

of Charleston Foundation, in collaboration with Hospice of Charleston Ð a Gentiva Corporation.  It is 
facilitated by trained counselors and volunteer Òbuddies.Ó  These individuals volunteer their time and 
expertise in helping the children Òcreate stepping stones from their stumbling blocks.Ó 

 
ShannonÕs Hope was founded and developed in August of 1989 by Hospice of Charleston, Inc. 

in loving memory of Shannon Heisler, a sixteen-year-old Hospice patient who died in November of 
1989.  His courage and hope were the driving forces behind the development of the camp, which is 
structured to teach children that feelings such as sadness, fear, anger, and desperation are all normal 
aspects of the grieving process.   

 
ShannonÕs Hope is held at Camp St. Christopher on Seabrook Island.  A fee of $35 is 

requested; however, some scholarships are available based on financial need.  Referrals are 
welcomed from parents, counselors, teachers, ministers, or other concerned persons. 

 
Transportation is available from the Hospice of Charleston - Gentiva office at 3870 Leeds Ave., 

Suite 101, North Charleston, SC 29405. 
 

For more information or to request an application, please contact: 
Jessica Berry 

Administration and Special Events Coordinator 
Hospice of Charleston Foundation 

jessica@hospiceofcharlestonfoundation.org 
843-216-7323 

 
Applications must be received by Friday, September 24, 2010 
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www.hospiceofcharlestonfoundation.org  

 

 

 
 

 
 

Child’s Name ________________________________________  

Male / Female    Age _______   Birth date ___________________   

T-shirt size _______  Youth / Adult 

Mailing Address __________________________________________________________ 
     Street, City, State, Zip 

Phone Number ______________________ 

School Child Attends ____________________________________  Grade_____________ 

Parent/Guardian’s Name ____________________________________________________ 

Relationship to Child ______________________________ 

Mailing Address (If different from above)_____________________________________________ 

Phone Number Home:  ______________________________Work_______________________________________________ 

 

Who lives at home with the child?  

Name     Relationship to Child  Age           

________________________    ____________________   __________     Male / Female 

________________________    ____________________   __________     Male / Female 

________________________    ____________________   __________     Male / Female 

________________________    ____________________   __________     Male / Female 

   
 

Family 
Member/Friend who 

Died 

 
Relationship to Child 

Date of 
Death 

Circumstances of Death 
(ie: illness, accident) 

Child’s Reaction to the 
Death 

     

     

     

 
Attach 
Photo 
Here! 
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Child’s Name ____________________________________________________________ 

Have there been any recent changes in the child’s environment (home, school, work)? 

______________________________________________________________________

______________________________________________________________________ 

Are there any problems/concerns with child?  Please check any of the following that apply and 
explain below. 
 
_____  Behavior at home   ______  Anger _____  Behavior at school 
_____  Change in relationship with family     ______  Attitude _____  Grades 
_____  Moods & emotions in family  ______  Fear  _____  Problems with peers 
_____  Sleep disorders   ______  Shock 
_____  Use of drugs or alcohol  ______  Sorrow 
 
Explain: 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Why do you feel this child should attend Shannon’s Hope? 

 

 

Has the child ever spent the night away from home? 

 

 

Is there anything else that you feel is important for us to know? 
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Child’s Name ____________________________________________________________ 

 

If parent/guardian not available in an emergency, notify: 
 
Name________________________________ Relationship to Child__________________ 

Street 
Address_______________________________________________________________ 
     Street, City, State, Zip 

Phone Number  
Home _________________________________________________Work____________________________________________ 
 
Insurance Information (to be completed by parent/guardian) 

 

Is the camper covered by health insurance? YES  NO 
If yes, please provide the following: 

Name of Insured _________________________________________________________ 
   First    Middle    Last 

Social Security # of the Insured______________________________ 

Name of Insurance Company (Claims) __________________________________________ 

Address of Insurance 
Company_______________________________________________________________ 
       Street, City, State, Zip 

Phone Number of Insurance Company (include area code) ____________________________ 

Policy # _______________________  Insurance Agent ___________________________ 

Name of Employer providing coverage__________________________________________ 

Address of Employer providing coverage_______________________________________ 
        Street, City, State, Zip 
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Child’s Name __________________________ Age ____ Birthdate ________ Male / Female 

Parent/Guardian’s Name ________________________ Relationship to child ___________ 

Physician’s Name ____________________________ Phone Number ________________ 
Please fill out the following with as much detail as possible (use back of form if necessary) 

Allergies (types & reactions) __________________________________________________     

Immunization: Date of last Diphtheria- Tetanus or Tetanus Booster (must be current)_____________ 

Operations or serious illness (dates) ___________________________________________ 
Chronic or recurring illness (ie: ear/throat infections, asthma, headaches, diabetes, seizures, 

hyperactivity)_____________________________________________________________

______________________________________________________________________

______________________________________________________________________ 

Recent Illnesses _________________________________________________________ 

Physical Limitations involving hearing, eyesight, mobility (be specific)___________________ 

______________________________________________________________________ 
MEDICINES 
ALL medications will be 

turned in to the Camp 

Nurse upon registration 

& they will be dispensed 

by the Camp Nurse 

ONLY. 

May your child take Tylenol or Advil if needed? Please circle & initial: YES_____ NO ______ 

Recommendations & Restrictions while at camp (please be specific) 

Special Diet (list foods & reasons)____________________________________________ 

Physical Activities (ie: athletics, running)________________________________________ 

Other ________________________________________________________________ 

Signature of Parent or Legal Guardian __________________________Date_____________ 

 
 
 
 

Med Name Dosage Time Given Reason 
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I hereby affirm that I am the Parent or Legal Guardian of 
 
 
 

(Child’s full name) 
 
 
 
In the event that I cannot be reached or be present, I hereby authorize the Camp 
Coordinator of Shannon’s Hope, or his/her agent, to execute any and all documents 
including any necessary releases in my behalf which might be required by any medical 
facility to perform any emergency care on account of any accident or illness sustained 
or incurred by my child in connection with or while attending Shannon’s Hope Camp. 
 
I further agree that in consideration of my child attending Shannon’s Hope Camp, I will 
hold harmless and indemnify the said Shannon’s Hope Camp, Hospice of Charleston 
Foundation, and their respective agents, officers, representatives, directors, employees, 
volunteers and other acting on their behalf (collectively “representatives”) from any 
action by me, my child, or any other party, in connection with or while attending 
Shannon’s Hope Camp, and hereby waive any right of legal action against Shannon’s 
Hope Camp, Hospice of Charleston Foundation, and their representatives. 
 
I hereby consent to the use by Hospice of Charleston Foundation of any photographs, 
videotape, or artwork from Shannon’s Hope Camp of the aforementioned child for 
reproduction in any form including advertising, illustration, presentation, or publication.  I 
further consent to the distribution of group photos in which my child participates to other 
children attending Shannon’s Hope Camp. 
 
 
    Printed name of Parent or Legal Guardian __________________________________ 
 
          Signature of Parent or Legal Guardian __________________________________ 
 
       Relationship to Child  __________________________________ 
 
              Date ___________________________________ 
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Your Name ________________________________________________ Age ________ 

What are your favorite school subjects? ________________________________________ 

_____________________________________________________________________ 

What are your favorite hobbies or crafts?________________________________________ 

_____________________________________________________________________ 

What are your favorite sports? Do you play sports?_________________________________ 

_____________________________________________________________________ 

Do you play a musical instrument?  If so, what? ___________________________________ 

Who are your favorite entertainers?____________________________________________ 

______________________________________________________________________ 

What is your favorite kind of music?  ___________________________________________ 

______________________________________________________________________ 

Do you have any brothers or sister? If so, list their names & ages.   ______________________ 

______________________________________________________________________ 

Are there any special things we should know about you? _____________________________ 

______________________________________________________________________

______________________________________________________________________ 

How did you feel when your loved one died? ______________________________________ 

______________________________________________________________________

______________________________________________________________________ 

______________________________________________________________________ 

How do you feel about spending the night away from home? __________________________ 

______________________________________________________________________ 

______________________________________________________________________ 
Why do you want to come to Shannon’s Hope? ___________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

 


	Shannon’s Hope
	October 23-24, 2010
	A Bereavement Camp for
	Children of Charleston, Dorchester,
	Jessica Berry
	Administration and Special Events Coordinator
	Hospice of Charleston Foundation
	jessica@hospiceofcharlestonfoundation.org
	843-216-7323
	Applications must be received by Friday, October 15, 2010
	ADP204.tmp
	Shannon’s Hope
	October 23-24, 2010
	A Bereavement Camp for
	Children of Charleston, Dorchester,
	Jessica Berry
	Administration and Special Events Coordinator
	Hospice of Charleston Foundation
	jessica@hospiceofcharlestonfoundation.org
	843-216-7323
	Applications must be received by Friday, October 15, 2010

	ADP249.tmp
	Shannon’s Hope
	October 2-3, 2010
	A Bereavement Camp for
	Children of Charleston, Dorchester,
	Jessica Berry
	Administration and Special Events Coordinator
	Hospice of Charleston Foundation
	jessica@hospiceofcharlestonfoundation.org
	843-216-7323
	Applications must be received by Friday, September 24, 2010


