
 
 
 
 
 
 
 
 
 
 
 

Signature M usic Camp Conduct Pol icy 
Please sign and return by June 1, 2008 

 
1. Campers shall be respectful to staff, guests, college personnel and other campers at all  times.  
 
2. Campers shall respect their own physical and mental health by refraining from the follow ing: 

!  Unauthorized non-prescription drugs 
!  A lcoholic beverages 
!  Nicotine 
!  Junk foods and soda in excessive quanti ties 
!  Physical horseplay/ practical jokes 

 
3. Campers shall conduct themselves in a manner that facilitates group interaction and cooperation.  

Pairing up, public or private displays of affection are not permitted.  
 
4. Camp attire is casual and should be appropriate for summer.  Caps are not allowed in the dining 

hall or School of M usic.  Halter tops, suggestive or offensive atti re are not permitted.  Shoes, 
sandals, sneakers, shorts and T-shirts are appropriate.  

 
5. Conversations or jokes that are blatantly racist, sexist, homophobic, or that mock religion or 

ethnicity are inappropriate.  
 
6. As stated in the ÒCamp Guidel i nes,Ó personal  cel l  phones are not al lowed at camp.  Any 

camper that i s found to have a cel l  phone at camp wi l l  be sent home and tui tion wi l l  not be 
refunded. 

 
7. Campers shall obey all  requests and rules of camp staff.   
 
8. No guests or friends of campers shall be allowed to visi t camp other than parents, music teachers, 

or persons approved in advance by the camp staff and parent(s)/ guardian.  
 
I have read the camp conduct policy and agree to uphold and abide by the pol icy.  I agree that in 
accordance with Signature Music CampÕs Discipline Policy, any camper who does not adhere to the 
above rules is subject to early dismissal without tui tion refund.  In addition, I  give permission for my 
childÕs name and address to be shared with other campers and for stil l and video pictures of my child to 
be used for promotional purposes.  I  understand that a properly completed health form is required.  In 
the event of accident or il lness the camp administration has my permission to secure emergency medical 
care.  
 
 
_________________________________________________  _____________ 
PARENT SIGNATURE      DATE 
 
 
_________________________________________________  _____________ 
CAM PER SIGNATURE     DATE 
 
 

Please sign and return by June 1, 2008 
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*NAME: ____________________________________________________________________________________ 

Last    First      Middle 
Birth date: ________________ Age at camp: _______Gender: _______________Dates of Camp: _____________ 
 

Home Address: ________________________________________________________________________________ 
   Street Address     City       State           Zip 

Custodial Parent or Guardian: _________________________Phone:(H)_________________(W)________________ 
 

Home Address: ________________________________________________________________________________ 
(If different from above) Street Address     City       State            Zip 

Business Address: ______________________________________________________________________________ 
 Street Address     City       State            Zip 

Second Parent or Guardian or Emergency Contact: ____________________________________________________ 
 

Address: ___________________________________________________________Phone: ____________________ 
Street Address   City   State Zip 

Business address: ____________________________________________________Phone: ____________________ 
If not available in an emergency, notify: __________________________________Relationship: _______________ 
 

Address: ___________________________________________________________Phone: ____________________ 
Street Address  City   State Zip 

INSURANCE I NFORMATI ON: carrier or plan name: _______________________________________________ 
A photocopy of front and back of health insurance card must be attached to this form. 
HEALT H HI STORY: The intent of this information is to provide camp health care personnel the background to provide 
appropriate care. Any changes to this form should be provided to camp staff upon arrival at camp. Provide complete 
information so that the camp can be aware of your needs.  
Allergies: List all known and describe the reaction and/or management of the reaction.  
Medication Allergies: ___________________________________________________________________________ 
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
Food Allergies: ________________________________________________________________________________ 
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
Other Allergies:________________________________________________________________________________ 
_____________________________________________________________________________________________ 
Any medically prescribed meal plan or dietary restrictions: _____________________________________________ 
_____________________________________________________________________________________________ 
Description of any limitation or restriction on camp activities: ___________________________________________ 
_____________________________________________________________________________________________ 
Additional information for health care staff at the 
camp:________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
Medications being taken: Please review and fill out the attached sheet. You must f ill this sheet out for  ALL 
medications including over-the-counter  and prescr iption medication. The camper will not be allowed any medication 
unless specif ied on the attached sheet.  

 THE FOLLOWING MUST BE COMPLETED FOR ATTENDANCE 
Parent Guardian Author izations: This health history is correct and complete as far as I know. The person herein described has permission 
to engage in all camp activities except as noted. I hereby give permission to the camp to provide routine health care, administer prescribed 
medications, and seek emergency medical treatment including ordering x-rays or routine tests. I agree to the release of any records necessary 
for insurance purposes. I give permission to the camp to arrange necessary related transportation to me/my child. In the event I cannot be 
reached in an emergency, I hereby give permission to the physician selected by the camp to secure and administer treatment, including 
hospitalization, for the person named above.  
Signature of parent/guardian  ____________________________________Date: __________________ 
 

I also agree to abide by any restrictions placed on my participation in camp activities.  
Signature of minor camper: ____________________________________________Date: _________________ 

                                                        
*  The information on this form is not part of the camper acceptance process, but is gathered to assist us in identifying appropriate 
care. Approved licensed medical personnel must complete health exam at least every year. 

Signature Music Camp Health History and Examination 



 
General Questions:  

Please explain any ÒyesÓ answers, noting the number of the questions: (use additional sheets of paper if 
necessary) 
_____________________________________________________________________________________________
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
 
Which of the following has     
the par ti cipant had?   TB Mantoux Test:  
 !Hepatitis A !Chicken pox Date of last test: ________________ 
!Measles !Hepatitis B !Mumps Result: !Positive !Negative 
!German measles !Hepatitis C   
 
Please give all dates of immunization for:  
Vaccine: Dates: Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr 
DTP  _______ _______ _______ _______ _______ _______ 
TD (tetanus/diphtheria)  _______ _______ _______ _______ _______ _______ 
Tetanus  _______ _______ _______ _______ _______ _______ 
Polio  _______ _______ _______ _______ _______  
MMR or  _______ _______     
Measles or  _______ _______     
Mumps or  _______ _______     
Rubella  _______ _______     
Haemophilus influenza B  _______ _______ _______ _______   
Hepatitis B  _______ _______ _______    
Varicella (chicken pox)  _______ _______     
 
Health Care Recommendations by Li censed Medical Personnel: 
I examined this individual on ____________ (Must be within 12 months of camp attendance).  
BP _________  Weight _________ Height __________ 
In my opinion, the above applicant    !is     !is not    able to participate in an active camp program. 
The applicant is under the care of a physician for the following reasons: ___________________________________ 
_____________________________________________________________________________________________ 
 
Signature of Licensed Medical Personnel ______________________________________ Date _________________ 
Printed Name ______________________________ Title _______________________ Phone _________________ 
Address ______________________________________________________________________________________ 

 Has/ does the participant: Yes No 15. Ever been diagnosed with a heart murmur? Yes No 
1. Had any recent injury illness or disease? ! ! 16. Ever had back problems? ! ! 
2. Have chronic or recurring illness/condition? ! ! 17. Ever had problems with joints? (Knees, ankles) ! ! 
3. Ever been hospitalized? ! ! 18. Have an orthodontic appliance being brought 

To camp? 
! ! 

4. Have frequent headaches? ! ! 19. Have any skin problems? (Itching, rash, acne) ! ! 
5. Ever had a head injury? ! ! 20. Have diabetes? ! ! 
6. Ever been knocked unconscious? ! ! 21. Have asthma? ! ! 
7. Wear glasses, contacts or protective eye wear ! ! 22. Had mononucleosis in the past 12 months? ! ! 
8. Ever had frequent ear infections? ! ! 23. Had problems with diarrhea/ constipation? ! ! 
9. Ever had surgery? ! ! 24. Have problems with sleepwalking? ! ! 
10. Ever passed out during or after exercise? ! ! 25. If female, have abnormal menstrual history? ! ! 
11. Ever been dizzy during or after exercise? ! ! 26. Have a history of bed-wetting? ! ! 
12. Ever had seizures? ! ! 27. Ever had an eating disorder?   
13. Ever had chest pain during or after exercise? ! ! 28. Ever had emotional difficulties for which 

professional help was sought? 
  

14. Ever had high blood pressure? ! !     



Camper Medical Permission Form 

 

Camper Name: ___________________________________________________________       

Dates of  Camp Attendance: _______________________________________________ 

Please list al l  medications that your child will take at camp. This includes over-the-counter drugs as wel l as 

prescription medication. No camper wi l l  be administered any drug that i s not l i sted on this permission sheet.  

Please remember to: 

!  Bring enough medication to last the entire camp.  

!  Keep it in the original packaging/ bottle that identifies the prescribing physician (for prescription drugs 

only), name of the medication, the dosage, and the frequency of administration.  

!  Label the medication w ith the camperÕs name. Medication with a name other than the campers wi ll not be 

accepted at check in.  

!  Bring this form and medications to registration.  

 

Name of  

Medication 
Dosage 

Frequency of  

Admini stration 
Speci f i c I nstructions 

    

    

    

    

    

    

 

Parent/Guardian Authorizations: This is a correct and accurate description of ALL medication 

(prescription and non-prescription) my child w ill be administered at camp. I hereby give my consent for 

camp staff to responsibly administer all drugs listed above, and to keep a record of all drugs 

administered.  

 

Signature: _____________________________________________________    Date: ________________ 

 

I also understand and agree to abide by the Camper M edication Policy.  

 

Signature of  camper: ____________________________________________       Date: ________________ 

 

Print PrescriberÕs Name:  ________________________________________  Date: ________________ 

 

PrescriberÕs Signature:  __________________________________________ 

 



 

 

 

 

 

 

 

 

 

 

 

MENINGOCOCCAL MENINGITIS VACCINATION  
RESPONSE FORM 

 
 
New York State Public Health Law requires that a parent or guardian of campers who attend an overnight 
childrenÕs camp for seven (7) or more consecutive nights, complete and return the following form to the camp.   
 
 
Check one box and sign below.   

 

 "  My child has had meningococcal meningitis immunization within the past 10 years.  
Date received: 

  
[Note:  If your child received the meningococcal vaccine available before February 2005 called Menomuneª , please note 
this vaccineÕs protection lasts for approximately 3 to 5 years.  Revaccination with the new conjugate vaccine called 
Menactraª  should be considered within 3-5 years after receiving Menomuneª .] 

 
 

 

"  I have read, or have had explained to me, the information regarding meningococcal meningitis disease.  I 
understand the risks of not receiving the vaccine.  I have decided that my child will not obtain immunization 
against meningococcal meningitis disease. 

 
 
Signed:      Date:   

                (Parent / Guardian) 
 

 
CamperÕs Name:     Date of Birth : 
 
    
Mailing Address: 
 
 
Parent/GuardianÕs E-mail address: _____________________________________________________________  
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NEW YORK STATE DEPARTMENT OF HEALTH 
Bureau of Communicable Disease Control 

 
Meningococcal Disease 
 
What is meningococcal disease? 
Meningococcal disease is a severe bacterial infection of the bloodstream or meninges (a thin lining covering the brain 
and spinal cord) caused by the meningococcus germ.  
 
Who gets meningococcal disease? 
Anyone can get meningococcal disease, but it is more common in infants and children.  For some adolescents, such 
as first year college students living in dormitories, there is an increased risk of meningococcal disease.  Every year in 
the United States approximately 2,500 people are infected and 300 die from the disease. Other persons at increased 
risk include household contacts of a person known to have had this disease, immunocompromised people, and 
people traveling to parts of the world where meningococcal meningitis is prevalent. 
 
How is the meningococcus germ spread? 
The meningococcus germ is spread by direct close contact with nose or throat discharges of an infected person.  
 
What are the symptoms? 
High fever, headache, vomiting, stiff neck and a rash are symptoms of meningococcal disease.  Among people who 
develop meningococcal disease, 10-15% die, in spite of treatment with antibiotics. Of those who live, permanent brain 
damage, hearing loss, kidney failure, loss of arms or legs, or chronic nervous system problems can occur.   
The symptoms may appear 2 to 10 days after exposure, but usually within 5 days. 
 
What is the treatment for meningococcal disease? 
Antibiotics, such as penicillin G or ceftriaxone, can be used to treat people with meningococcal disease. 

Should people who have been in contact with a diagnosed case of meningococcal meningitis be treated? 
Only people who have been in close contact (household members, intimate contacts, health care personnel 
performing mouth-to-mouth resuscitation, day care center playmates, etc.) need to be considered for preventive 
treatment. Such people are usually advised to obtain a prescription for a special antibiotic (either rifampin, 
ciprofloxacin or ceftriaxone) from their physician. Casual contact as might occur in a regular classroom, office or 
factory setting is not usually significant enough to cause concern. 

Is there a vaccine to prevent meningococcal meningitis? 

In February 2005, the CDC recommended a new vaccine, known as Menactraª,  for use to prevent meningococcal 
disease.  The previous version of this vaccine, Menomuneª,  was first available in the United States in 1985.  Both 
vaccines are 85% to 100% effective in preventing the 4 kinds of the meningococcus germ (types A, C, Y, W-135). 
These 4 types cause about 70% of the disease in the United States.  Because the vaccine does not include type B, 
which accounts for about one-third of cases in adolescents, it does not prevent all cases of meningococcal disease. 
 
Is the vaccine safe? Are there adverse side effects to the vaccine? 
Both vaccines are currently available and both are safe and effective vaccines. However, both vaccines may cause 
mild and infrequent side effects, such as redness and pain at the injection site lasting up to two days.   
 
Who should get the meningococcal vaccine? 
The vaccine is recommended for all adolescents entering middle school (11-12 years old) and high school (15 years 
old) and all first year college students living in dormitories. Also at increased risk are people with terminal 
complement deficiencies or asplenia, some laboratory workers and travelers to endemic areas of the world. However, 
the vaccine will benefit all teenagers and young adults in the United States. 
 
What is the duration of protection from the vaccine? 
Menomuneª,  the older version, requires booster doses every 3 to 5 years. Although research is still pending, the 
new vaccine, Menactraª,  will probably not require booster doses.  As with any vaccine, vaccination against 
meningitis may not protect 100% of all susceptible individuals.  
 
How do I get more information about meningococcal disease and vaccination? 

Contact your family physician or your student health service.  Additional information is also available on 
the websites of the New York State Department of Health, www.health.state.ny.us; the Centers for Disease 
Control and Prevention www.cdc.gov/ncid/dbmd/diseaseinfo; and the American College Health Association. 


