
 

 

 

 

SPIRITUAL LIFE LEADER POSITION DESCRIPTION 
 

Position Title 
 

Spiritual Life Leader 
 

Position Purpose 
 

 To provide for the physical, mental, and spiritual welfare of campers and staff attending the Camp Perkins 

summer program. 
 

Reporting Relationship 
 

 Program Director 
 Assigned Supervisor 

. 

Qualifications 

 Completed application process 
 Understanding and compliance with Camp Perkins Mission Statement. 
 A positive role model and motivator. 
 Love and concern for others. 
 Good stewardship of time, talents and treasures. 
 Spiritual and emotional maturity. 
 A Scriptural faith. 
 Ability to follow instructions. 
 Cooperative. 
 Enjoy the outdoors. 
 Willing to work hard. 
 Currently serving or eligible to serve in a called position of the LC-MS. 

 

General Responsibilities 

 Lead morning devotion during Christian Growth Opening. 
 Provide devotions during staff growth and staff meetings throughout the week. 
 Work with the daily campfire planning teams to lead campfire each night. 
 Pray for the staff and campers. 
 Place well-being of campers and staff before personal desires. 
 Adhere to Camp Perkins’ policies and procedures. 
 Care for camp facilities and equipment. 
 Assist the counseling staff with caring for the campers and leading devotions if requested. 
 Care for the spiritual life of campers and staff. 
 Identify and meet the needs of the campers. 
 Complete additional tasks as assigned. 

 

Length of Service 
 

 Spiritual Life Leaders will be contracted for one week of service.  After that week, if the individual desires to 

volunteer for additional time, they may do so pending the needs of the camp. 



 

 

 

 

Spiritual Life Leader Application 
 

First Name______________Middle_________ ____Last Name_____________                    __Phone (____)_________________ 

Address E-mail  

City State Zip  

Male   Female   Social Security Number: __________________ Birth Date: ________ T-Shirt Size _______ 

Home Church_____________________________________________ City ________________________________  

What week do you wish to serve?  (Visit www.CampPerkins.org/get-involved.php for program dates and schedule)  

1
st
 Choice  _____________________________                          2

nd
 Choice  _____________________________ __  

 

First time applicants only           
EDUCATION STATUS 
University or College:    City/State   Year    Degree earned 

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

 
PAST EMPLOYMENT (List two most recent employers) 
   Employer   Address/City / State / Zip     Phone   Position   Dates 

1.__________________________________________________________________________________________ 

2.__________________________________________________________________________________________  

 
REFERENCES List names and addresses of 2 people (not relatives) who have knowledge of your character, experience, and ability.  
    Name    Address       Telephone   Relationship to you 

1.__________________________________________________________(____)__________________________ 

2.__________________________________________________________(____)__________________________ 

 

Have you ever served at Camp Perkins or another summer camp? If so, in where and in what capacity? 

               

               

 

 
All applicants             
APPLICANT’S SIGNATURE: Your signature below verifies that you have completed this application form, that all 

information is true to the best of your knowledge, and you are herewith submitting it to Camp Perkins. If accepted into a position, 
any false statements on this form are grounds for immediate dismissal.   
 

  I give permission for Camp Perkins to complete a background check.   

 

  I give my permission to contact any previous employer and/or reference and/or school and I will hold harmless any such 

employer/reference/school for any information they release about me relative to my volunteering with Camp Perkins. 
 
 

Signed: ________________________________________________________________ Date: ________________  
                      Applicant’s Signature 
 

Please fill out the attached Waiver and Health form for yourself and each family member who will be staying with you who is not 
enrolled in a summer camp program.  
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