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Declaration Reference and Key Data 

Obligation Section Number: 5.07(c)(xviii)      

Obligation Title: Summer Camp      

Obligation Page Number: 56      

Obligation Trigger: PACB Approval  

Obligation Start Date: May 20, 2009 (PACB Approval date) 

Obligation End Date: May 20, 2036* 

Obligation Status: In Compliance 

Obligation: Innovation/Changed Conditions 

In accordance with the Declaration of Covenant and Restrictions Section 5.08, Obligation 5.07 (c)(xviii) is modified 
to clarify the obligation. In general, the scope of services to be provided has not been changed. Empire State 
Development and Columbia University agreed to this modification on November 28, 2018.  

Modified Language: 
Summer Camp.  Commencing in May 2009, CU shall offer 25 Little Lions Camp scholarships per summer to children 
from the Manhattanville in West Harlem area to attend CU’s Little Lions Camps, or its successor program, until 2033 
or for a period of 25 years, whichever is longer.  

In Fall 2016, Columbia Athletics changed the name of this program from Cubs Camp to Little Lions Camp. The 
services provided and process for scholarship distribution remains the same. 

*Considering safety measures related to COVID-19, the University made the difficult decision to cancel Little
Lions Camp for summer 2020 and summer 2021. The decision was made to extend this commitment for an
additional year for each year that the camp was not able to run, with a new commitment end date of May 20, 2036.

Evidence of Compliance 

1. Link to Little Lions Camp website
2. Annual report

Columbia University’s Implementation Plan and all supporting documentation are made available on the Columbia 
Neighbors Webpage at https://neighbors.columbia.edu/content/community-commitments.  
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EOC Checklist for Obligation 5.07(c)(xviii):  
 
Please check to verify EOC items submitted for review. 
 

  1. Link to Little Lions Camp website  

  2. Annual report  

 
 
 
Monitor’s Notes / Comments:  
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Status:  
Please check to indicate the status of Obligation 5.07(c)(xviii): 
 
  In Compliance    

  In Progress 

  Not In Compliance 

  Not Triggered 



Manhattanville in West Harlem Declaration Section 5.07 (c)(xviii)
Implementation Plan Report Summer Camp

Summer Camp

http://perec.columbia.edu/littlelionscamp

Link to Little Lions Camp website:

State Submission Date: October 15, 2025 © Columbia University



Manhattanville in West Harlem
Implementation Plan Report

Declaration Section 5.07(c)(xviii)
Summer Camp

State Submission Annual Reporting Period: October 2024 - September 2025

Scholarship(s) Awarded

0
0
2
7
8
6
2
25

Name Zip Code Age Weeks Registered Scholarship(s) Awarded
1. 10031 10 July 7-11, July 14-18, July 21-25 3
2. 10027 11 July 7-11, July 14-18, July 21-25 3
3. 10027 7 July 7-11, July 14-18, July 21-25 3
4. 10027 6 July 7-11, July 14-18, July 21-25 3
5. 10031 6 July 14-18, July 21-25, July 28 - Aug 1 3
6. 10031 7 June 30 - July 3, July 7-11, July 14-18 3
7. 10027 8 June 30 - July 3, July 7-11, July 14-18 3
8. 10027 7 July 14-18, July 21-25, July 28 - Aug 1 3

9. 10027 6 July 7-11 1

25

Additional Supporting Documentation

Annual Report: Little Lions Camp

2025 Little Lions Camp 

Please Note:  The West Harlem Development Corporation (WHDC) manages the outreach effort, application process and the 
selection for Obligation 5.07(c)(xviii).  Please visit http://www.westharlemdc.org for more information regarding the WHDC's 
process.  

● Little Lions Camp 2025 Required Information Form
● Little Lions Camp 2025 Scholarship Application

Each Little Lions Scholarship Grants One Week of Free Access to the Camp

Little Lions Camp Period: June 16, 2025 - August 1, 2025

2025 Little Lions Camp Dates
Dates Location

Session 1: June 16 - 18 Dodge Physical Fitness Center - 3030 Broadway, New York, NY 10027

Session 2: June 23 - 27 Dodge Physical Fitness Center - 3030 Broadway, New York, NY 10027

Session 3: June 30 - July 3 Dodge Physical Fitness Center - 3030 Broadway, New York, NY 10027

Session 4: July 7 - 11 Dodge Physical Fitness Center - 3030 Broadway, New York, NY 10027

Session 5: July 14 - 18 Dodge Physical Fitness Center - 3030 Broadway, New York, NY 10027

TOTAL

TOTAL

Session 6: July 21 - 25 Dodge Physical Fitness Center - 3030 Broadway, New York, NY 10027

Session 7: July 28 - Aug 1 Dodge Physical Fitness Center - 3030 Broadway, New York, NY 10027

2025 Little Lions Camp Scholarship Recipients

State Submission Date: October 15, 2025 © Columbia University



Columbia University Little Lions Camp – Summer 2025 
Manhattanville Scholarship Application 

©2025 Columbia University 

In partnership with the West Harlem Development Corporation (WHDC), Columbia University 
offers 25 scholarships per summer based upon financial need for children from the Manhattanville 
in West Harlem area to attend Columbia's Little Lions Camp.  One scholarship is equal to one 
week of summer camp. 

Little Lions Camp is a kid-centered, fun-based day camp that’s focus is keeping kids physically 
and creatively active. Programming features an ever-changing combination of classic PE games, 
backyard favorites, sports, and special surprises to keep kids happy, active, and engaged. Each 
week, campers participate in activities around a weekly theme, such as scavenger hunts, 
orienteering, trivia games, dance, and more! While at Dodge Fitness Center, the lineup of sports 
and games can include basketball, whiffle ball, volleyball, track, frisbee, dodgeball, tag, gaga ball, 
and much more! Swim sessions, which include group lessons and recreational swim, occur four 
times a week for 45 minutes. 

IMPORTANT INFORMATION: 

 For an application to be considered complete, all information on the form (see next page)
must be filled out by the scholarship applicant’s parent or legal guardian.

 A complete application is required for each individual camper.
 All camp weeks are subject to availability and are awarded on a first-come, first-served basis.

Applicants are not guaranteed a scholarship for the week(s) selected in their application.

 Scholarships are awarded for specific camp weeks and cannot be used for alternate weeks.

 If you have any questions, please contact the WHDC at www.westharlemdc.org.

 PLEASE NOTE: Lunch is not provided; campers must bring a labeled nut-free lunch each day
(refrigeration is available). The camp will provide a nut-free afternoon snack with gluten-free options.

 For more information about Little Lions Camp, visit: https://perec.columbia.edu/littlelionscamp

FOR WHDC USE ONLY 
Please indicate the week(s) the camper has been awarded a scholarship for: 

*No camp on June 19 or June 20  **No camp on July 4 

Columbia University must receive all completed scholarship application packets from the 
West Harlem Development Corporation no later than Friday, March 21, 2025. 

Little Lions Camp at Dodge Physical Fitness Center 

Session 1: Session 2: Session 3: Session 4:  
 June 16-18*  June 23-27  June 30- July 3**       July 7-11 

Session 5: Session 6: Session 7: 
 July 14-18  July 21-25  July 28 - Aug 1 



Columbia University Little Lions Camp – Summer 2025 
Manhattanville Scholarship Registration Form

CAMPER INFORMATION 

Name: _________________________________________________________________ 

Gender:        Male                Female                Non-binary 

Birth Date (mm/dd/yyyy): ________________________________________ 

Camper’s T-shirt size: Youth sizes:  S       M       L              Adult sizes:  XS       S       M       L       XL 

Please indicate any allergies or medical conditions: ______________________________ 

PARENT/GUARDIAN INFORMATION 

Name of Parent/Guardian: ____________________________________________________________ 

Street Address: _____________________________________________________________________ 

City: ________________________________        State: _________            Zip Code: ______________ 

Phone Number: __________________________________________ 

Email address: ___________________________________________ 

Please select the week(s) you would like to register this camper for: 
      

*No camp on June 19 or 20      **No camp on July 4

Little Lions Camp at Dodge Fitness Center 

 Session 4: 
July 7-11

 Session 1: 
June 16-18*

 Session 5: 
July 14-18

 Session 2: 
June 23-27

 Session 6: 
July 21-25

 Session 3: 
June 30 - July 3**

 Session 7: 
July 28 - Aug 1

IMPORTANT CAMP INFORMATION: 
Drop off: 8:15AM - 9 AM, Pick up: 3 PM 

Lunch is not provided, please bring your camper's NUT-FREE lunch each day. 
A nut-free afternoon snack will be provided. 





















CHILD & ADOLESCENT 
HEALTH EXAMINATION FORM

Please 

Print Clearly NYC ID (OSIS)

TO BE COMPLETED BY THE PARENT OR GUARDIAN
Child’s Last Name First Name Middle Name Sex M Female 

M Male
Date of Birth (Month/Day/Year )

___ ___ / ___ ___ / ___ ___ ___ ___

Child’s Address Hispanic/Latino?
M Yes   M No

Race (Check ALL that apply)      M American Indian   M Asian   M Black   M White

M Native Hawaiian/Pacific Islander   M Other _____________________________

City/Borough State Zip Code School/Center/Camp Name District  __ __
Number __ __ __

Health insurance M Yes
(including Medicaid)? M No

M Parent/Guardian 
M Foster Parent

Last Name First Name Email

____ /____ /____

Phone Numbers
Home ___________________

Cell _________

Work 

 TO BE COMPLETED BY THE HEALTH CARE PRACTITIONER
Birth history (age 0-6 yrs)

M Uncomplicated M Premature: ______ weeks gestation

M Complicated by  _________________________________

Allergies M None M Epi pen prescribed

M Drugs (list) __________________________________________

M Foods (list) __________________________________________

M Other (list) __________________________________________

Attach MAF if in-school medications needed

Does the child/adolescent have a past or present medical history of the following?
M Asthma (check severity and attach MAF): M Intermittent M Mild Persistent M Moderate Persistent M Severe Persistent
     If persistent, check all current medication(s): M Quick Relief Medication M Inhaled Corticosteroid M Oral Steroid M Other Controller M None

Asthma Control Status M Well-controlled M Poorly Controlled or Not Controlled
M Anaphylaxis M Seizure disorder
M Behavioral/mental health disorder M Speech, hearing, or visual impairment
M Congenital or acquired heart disorder M Tuberculosis (latent infection or disease)
M Developmental/learning problem M Hospitalization
M Diabetes (attach MAF) M Surgery
M Orthopedic injury/disability M Other (specify)
Explain all checked items above. M Addendum attached.

Medications (attach MAF if in-school medication needed)

M None M Yes (list below)

PHYSICAL EXAM Date of Exam: ___ /___ /___

Height _____________ cm ( ___ ___ %ile)

Weight _____________ kg ( ___ ___ %ile)

BMI _____________ kg/m2 ( ___ ___ %ile)

Head Circumference (age ≤2 yrs)  _______ cm ( ___ ___ %ile)

Blood Pressure (age ≥3 yrs)   _________  / _________

General Appearance:
M Physical Exam WNL

Nl   Abnl Nl   Abnl Nl   Abnl Nl   Abnl Nl   Abnl

M  M  Psychosocial Development M  M  HEENT M  M  Lymph nodes M  M  Abdomen M  M  Skin
M  M Language M  M  Dental M  M  Lungs M  M Genitourinary M  M  Neurological
M  M  Behavioral M  M  Neck M  M  Cardiovascular M  M  Extremities M  M  Back/spine
Describe abnormalities:

DEVELOPMENTAL (age 0-6 yrs)

Validated Screening Tool Used? Date Screened

M Yes  M No ____/____/____

Screening Results: M WNL 
M Delay or Concern Suspected/Confirmed (specify area(s) below):
M Cognitive/Problem Solving M Adaptive/Self-Help

M Communication/Language M Gross Motor/Fine Motor

M Social-Emotional or   
Personal-Social

M Other Area of Concern:
__________________________

Describe Suspected Delay or Concern:

Child Receives EI/CPSE/CSE services M Yes  M No

Nutrition
< 1 year M Breastfed  M Formula  M Both 
≥ 1 year M Well-balanced M Needs guidance M Counseled M Referred
Dietary Restrictions  M None M Yes (list below)

SCREENING TESTS Date Done  Results

Blood Lead Level (BLL) 
(required at age 1 yr and 2 
yrs and for those at risk)

____ /____ /____

____ /____ /____

_________ µg/dL

_________ µg/dL

Lead Risk Assessment 
(at each well child 
exam, age 6 mo-6 yrs)

____ /____ /____
M At risk (do BLL)

M Not at risk
—— Child Care Only ——

Hemoglobin or 
Hematocrit ____ /____ /____    

__________ g/dL

__________ %

Hearing Date Done Results

< 4 years: gross hearing

OAE

____/____/____ MNl MAbnl MReferred

____/____/____ MNl MAbnl MReferred

≥ 4 yrs: pure tone audiometry ____/____/____ MNl MAbnl MReferred

Vision Date Done Results

<3 years: Vision appears:  Nl   M Abnl

Acuity (required for new entrants 
and children age 3-7 years)

____/____/____

____/____/____

M
Right _____ /_____
Left   _____ /_____

M Unable to test

M Yes     M No
M Yes     M No

Screened with Glasses?
Strabismus?
Dental
Visible Tooth Decay M Yes     M No
Urgent need for dental referral (pain, swelling, infection) M Yes     M No
Dental Visit within the past 12 months M Yes     M No

CIR Number       Physician Confirmed History of Varicella Infection Report only positive immunity:

IMMUNIZATIONS – DATES

DTP/DTaP/DT ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Tdap ____ /____ /____ ____ /____ /____ ____ /____ /____

Td ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ MMR ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

Polio ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Varicella ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

Hep B ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Mening ACWY ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

Hib ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Hep A ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

PCV ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Rotavirus ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

Influenza ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Mening B ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____

HPV ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ ____ /____ /____ Other

IgG Titers Date

Hepatitis B

Measles

Mumps

Rubella

Varicella

Polio 1

Polio 2

Polio 3

ASSESSMENT  Well Child (Z00.129)  Diagnoses/Problems (list) ICD-10 Code

 __   ____ /____ /____          _ ____ /____ /____

RECOMMENDATIONS     Full physical activity

M Restrictions (specify) ____________________________________________________________________________

Follow-up Needed   M No   M Yes, for ___________________________   Appt. date: __ __ / ___ ___ / ___ ___

Referral(s): M None      M Early Intervention      M IEP      M Dental      M Vision

M Other ____________________________________________________________________________

Health Care Practitioner Signature Date Form Completed

Health Care Practitioner Name and Degree (print) Practitioner License No. and State

Facility Name National Provider Identifier (NPI)

Address City State Zip

Telephone Fax Email

_____ /_____ /_____
DOHMH 
ONLY

PRACTITIONER
I.D.

 

TYPE OF EXAM:   NAE Current    NAE Prior Year(s)
Comments:

Date Reviewed: I.D. NUMBER

______  / ______ / ______  

REVIEWER:

FORM ID#

CH205_Health_Exam_2023_Sept_2023.indd

Department of Health 
and Mental Hygiene 

Department 
of Education Health



Manhattanville Commitments Coverage 
September 2024 - August 2025 | Neighbors Website, E-Newsletters, 
Social Media, Print 

Little Lions Camp 

Website + Web Stories 

Date Title/Link Views 

All year Little Lions Summer Camp Scholarships 546 

Social Media 

Date Platform Post Impressions 

7/23/25 Instagram Summer Enrichment Opportunities 3,165 views, 1,588 
accounts reached 

https://neighbors.columbia.edu/content/little-lions-summer-camp-scholarships
https://www.instagram.com/p/DMdMtIQs_vm/?hl=en&img_index=1
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