Pre-camp Checklist - 2010

Use this checklist to ensure you have completed the planning steps for camp.
Please return all forms and payment by May 15.

Final tuition balance paid in full (by May 15)

Netop Apparel Order Form completed

Travel Confirmation Form completed (if camper arriving by public
transportation)

Personal Account Form completed

Parent & Camper Questionnaire completed

Health History Form (#1) completed

Healthcare Recommendation Form (#2) signed by physician
Copy of health insurance card (front & back) enclosed
Permission & Understanding Form reviewed and signed

2010 Family Handbook reviewed

Thank you!

Return all forms and payments by May 15 to:

Netop Summer Camp
1617 Hopegate Drive
Maple Glen, PA 19002



Netop

SUMMER CAMP ‘ www.netopsummercamp.com

Please complete the following order form (one form per family). Orders will be shipped directly to camp

and distributed to campers upon arrival. All items will be marked with the name of the camper.

ltem Qty. Indicate Desired Size: Price |Total
Youth L, Adult S, M, L, XL
Netop Logo Tee Shirt $15
- Campers need at least 2
Athletic Mesh Shorts $15
- Campers need at least 1
Embroidered Logo Hat One Size Fits All $12
Gray Hooded Sweatshirt $25
Green Hooded Sweatshirt $25
Heavyweight Sweatpants $20
Long Sleeve Tee Shirt $17
Sub-total amount
Add Maine sales tax @ 5%

Total amount due

Camper Name(s):

Please add ‘total amount due’ to Personal Account Form. Checks are payable to Netop Summer Camp.




Netop Travel Confirmation Form

(complete this form if your son is arriving/departing by public transportation)

Camper name(s):

Arrival/departure by plane

My son is arriving to airport from

Airline Flight # Arrival date/time

My son is departing from airport and flying to
Airline Flight # Departure date/time

Name/cell phone of person dropping off or meeting flight

Arrival/departure by bus or train (circle one)

My son is arriving to from

Carrier Bus/train # Arrival date/time

My son is departing from and traveling to
Carrier Bus/train # Departure date/time

Name and cell phone of person meeting camper

Important Notes:

1. A senior staff member will meet arriving campers and take departing campers to airport or
bus/train terminal.

The Director must be notified if a travel delay of 20 minutes or more is expected.

Please check with carriers on their policies for unaccompanied minors and baggage fees.

The camp office will hold all transportation tickets and passports for safekeeping at camp.

Keep us informed if there are any changes to the above travel plans. Call Steve Hallowell’s cell
phone at 215-284-3629.

aprwD

Add the appropriate amount to your Personal Account Form (check one of the following):

Portland: _ $35 one-way or __ $70 roundtrip

Boston: $75 one-way or $150 roundtrip

Manchester (designated Netop group flights): _ $35 one-way or __ $70 roundtrip
Manchester (all other flights) _ $75 one-way or __ $150 roundtrip

apop

Return form and payment by May 15, 2010 to: Netop, 1617 Hopegate Drive, Maple Glen, PA 19002



Netop Summer Camp

Personal Account Form - 2010

Camper(s):

1. Camp store account $

The camp store is open several times per week for campers to
purchase snacks, drinks, toiletries, stamps, bug spray, etc. The

camp store account also covers special leather or woodcraft items.
Senior campers (entering 9" or 10" grades) may want additional
spending money in their account for the senior beach trip or similar
outing. All remaining account balances will be applied to the Netop
Friends Scholarship Fund. Please consider “rounding up”, as this fund
helps provide financial assistance to deserving families. Thank you.

2. Netop apparel $

Using the Netop Apparel Order Form, place the total amount
here for all Netop items such as tee shirts, hooded sweatshirts,
sweatpants, athletic shorts or hats. All items will be marked and
distributed to the camper upon arrival to camp.

3. Airport pick-up service (if applicable) $

Use the Travel Confirmation Form if your son(s) will be arriving or
departing by airplane or other carrier requiring transportation service
by the camp van. Amounts vary depending on airport (see form).

Total amount for incidentals $

Please make check payable to:
Netop Summer Camp

1617 Hopegate Drive
Maple Glen, PA 19002

Return this form with payment by May 15, 2010. Thank you!



Netop Summer Camp

Camper Questionnaire

Camper Name: Age:

Dear Camper: We are interested in your thoughts on the coming season. Please fill out this form and return it
to the address below. You can have a parent help you fill it out, but we want your ideas, and preferably your
handwriting. Anything you say on the form will be confidential. Thanks for your help. See you at camp!

1. What are some of the activities you are most interested in doing at camp?

2. What goals do you have for yourself at camp this summer? What do you hope to get out of your
experience at Netop?

3. What are some of your special talents and skills that you will bring to Netop?

4. What food do you hope to see the most? What food do you hope to see the least?

5. Do you have any questions, concerns or fears about camp? If you list any of them here, Steve Hallowell
will be happy to answer your questions and talk with you before camp starts. Remember, this is a
confidential questionnaire.

Return this form by May 15, 2010 to: Netop, 1617 Hopegate Drive, Maple Glen, PA 19002



Netop Summer Camp

Parent Questionnaire

Camper Name: Age:

The information on this sheet will help us do our best to enhance every camper’s experience. These
comments will be confidential and shared only with selected staff.

1. What are your son’s current thoughts about camp? What is he looking forward to most? Any concerns?

2. How has your son’s school year been? How has his social/group interaction been, in and out of school?

3. Please let us know about your son dietary needs, including likes/dislikes:

4. Is he troubled by anything that we should know about? (e.g.; sleepwalking? bedwetting? animals? dark?)

5. Campers who test at a “beginner” level of swimming will be automatically assigned to eight (8) instructional
swim lessons as part of his morning activity schedule. If you do not want your son to take swim lessons,
please check here:

__ l/we do not want our son enrolled in swim lessons if he tests at a beginner level
(Note: it is very important to discuss this with your son prior to camp)

6. Please indicate any tent mate requests. We do consider requests; however, final assignments are based
on a range of factors that we feel will work best overall.

7. Other special requests? (attend Catholic Mass? Etc.)

8. Focus Goal: Please tell us one specific goal you would like us to focus on with your son at camp. This goal
will receive special attention by your son’s counselor and other Netop staff, as appropriate. It could be
anything within the four spokes framework (social, mental, physical or spiritual) where you would like to see
growth and improvement over the coming year. Start here and continue on back as needed:

Return this form by May 15, 2010 to: Netop, 1617 Hopegate Drive, Maple Glen, PA 19002



Netop Summer Camp

General Permission & Understanding

I/'we give permission for my/our child to participate in all of Netop Summer Camp’s
programs and activities and understand that accidents and injuries may occur in the
natural course of participation in activities.

I/'we understand that hikes and trips away from camp are an integral part of the camp
program and give permission to Netop Summer Camp to take my/our child out of camp
to participate in these programs.

l/'we give consent to Netop Summer Camp and the American Camp Association to use
any photograph, picture or likeness of my/our child for promotional or advertising
purposes.

I/'we understand that the camp will provide basic medical service in camp, but that if it is
necessary for my/our child to receive medical treatment outside of camp, this will be
billed to my insurance carrier by the health care provider.

I/'we understand that Netop has a strict policy forbidding the use or possession of
alcoholic beverages, tobacco products and illegal substances and drugs.

Code of Conduct: I/'we understand that campers are expected to contribute in a positive
way to the Netop community. Behavior expectations include respect for others, good
sportsmanship, being a good team player, following instructions, respecting the
belongings of others and offering encouragement. Conduct considered unacceptable
includes bullying, causing another person to be uncomfortable, hitting or fighting, foul or
abusive language, destroying property or stealing. Persistent unacceptable behavior can
result in a child being dismissed from camp.

I/'we understand there is no reduction in tuition or refund for late arrival or early departure
from camp.

Child’s name

Parent signature Date

Send this form by May 15, 2010 to: 1617 Hopegate Drive, Maple Glen, PA 19002



CAMPER HEALTH Dates will attend camp: from to
Month/Day/Year Month/Day/Year
HISTORY FORM 1 Camper Name:
First Middle Last
Developed and reviewed by: American Camp Association, O Male O Female Birth Date Age on arrival at camp:
American Academy of Pediatrics Council on School Health, & Month/Day/Year
Association of Camp Nurses

Mail this form to the address below by (date)

1) Complete pages 1, 2 and 3 of this form (FORM 1) and make a copy.
2)  Send the original, signed FORM 1 to camp by the requested date.

3) Complete the top of FORM 2 (CAMPER HEALTH-CARE RECOMMENDATIONS) and provide the
copy of FORM 1 with FORM 2 to your child’s health-care provider for review and completion.

4)  After it has been completed and signed by your child’s health-care provider, return EORM 2 to
camp by the requested date.

To Parent(s)/Guardian(s): Please follow the instructions below. Attach additional information if needed.

Camper Home Address:

Street Address City State Zip Code
Parent/guardian with legal custody to be contacted in case of illness or injury:
Relationship
Name: to Camper: Preferred Phones: ( ) ( )
Email:
Home Address:
(If different from above) Street Address City State Zip Code
Second parent/guardian or other emergency contact:
Relationship
Name: to Camper: Preferred Phones: ( ) ( )
Email:

Additional contact in event parent(s)/guardian(s) can not be reached:

Relationship
Name(s): to Camper: Preferred Phones: ( ) ( )

Allergies: O No known allergies. O This camper is allergic to: O Food 0O Medicine O The environment (insect stings, hay fever, etc.) O Other
(Please describe below what the camper is allergic to and the reaction seen.)

Diet, Nutrition: O This camper eats a regular diet. O This camper eats a regular vegetarian diet.
O This camper has special food needs. (Please describe below.)

Restrictions: O | have reviewed the program and activities of the camp and feel the camper can participate without restrictions.
O I have reviewed the program and activities of the camp and feel the camper can participate with the following restrictions or
adaptations. (Please describe below.)

Medical Insurance Information:

This camper is covered by family medical/hospital insurance 0O Yes @O No

Include a copy of your insurance card if appropriate; copy both sides of the card so information is readable.

Insurance Company. Policy Number

Subscriber Insurance Company Phone Number ( )

Parent/Guardian Authorization for Health Care:

This health history is correct and accurately reflects the health status of the camper to whom it pertains. The person described has permission to participate in
all camp activities except as noted by me and/or an examining physician. | give permission to the physician selected by the camp to order x-rays, routine tests,
and treatment related to the health of my child for both routine health care and in emergency situations. If I cannot be reached in an emergency, | give my
permission to the physician to hospitalize, secure proper treatment for, and order injection, anesthesia, or surgery for this child. | understand the information on
this form will be shared on a "need to know" basis with camp staff. | give permission to photocopy this form. In addition, the camp has permission to obtain a
copy of my child’s health record from providers who treat my child and these providers may talk with the program’s staff about my child’s health status.

Signature of Custodial Relationship
Parent/Guardian Date: to Camper:

If for religious or other reasons you cannot sign this, contact the camp for a legal waiver which must be signed for attendance. Page 1/4
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CAMPER HEALTH HISTORY FORM 1 Camper Name: Viddie st

Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on Birth Date:
School Health, & Association of Camp Nurses Month/Day/Year

Immunization History: Provide the month and year for each immunization. Starred (%) immunizations must be current. Copies of immunization forms
from health-care providers or state or local government are acceptable; please attach to this form.

Immunization Dose 1 Dose 2 Dose 3 Dose 4 Dose 5 Most Recent Dose
Month/Year Month/Year Month/Year Month/Year Month/Year Month/Year

Diptheria, tetanus, pertussisx
(DTaP) or (TdaP)

Tetanus booster*x

(dT) or (TdaP)

Mumps, measles, rubellax
(MMR)

Polio*

(IPV)

Haemophilus influenzae type B
(HIB)

Pneumococcal
(PCV)
Hepatitis B

Hepatitis A

\Varicella [OHad chicken pox
(chicken pox) [Date:
Meningococcal meningitis
(MCV4)

[Tuberculosis (TB) test [ Date: [O Negative O Positive |

If your camper has not been fully immunized, please sign the following statement: | understand and accept the risks to my child from not
being fully immunized.

Signature of Custodial Relationship
Parent/Guardian: Date: to Camper:

Medication: O This camper will not take any daily medications while attending camp.
O This camper will take the following daily medication(s) while at camp:

"Medication" is any substance a person takes to maintain and/or improve their health. This includes vitamins & natural remedies. Please review camp
instructions about required packaging/containers. Many states require original pharmacy containers with labels which show the camper’s
name and how the medication should be given. Provide enough of each medication to last the entire time the camper will be at camp.

Name of medication| Date started Reason for taking it When it is given Amount or dose given How it is given
CBreakfast
OLunch
ODinner
COBedtime
OOther time:
CBreakfast
OLunch
CDinner
COBedtime
OOther time:
CBreakfast
OLunch
ODinner
CBedtime
OOther time:

The following non-prescription medications may be stocked in the camp Health Center and are used on an as needed basis to manage illness and injury.
Cross out those the camper should not be given.

Acetaminophen (Tylenol) Ibuprofen (Advil, Motrin)

Phenylephrine decongestant (Sudafed PE) Pseudoephedrine decongestant (Sudafed)
Antihistamine/allergy medicine Guaifenesin cough syrup (Robitussin)

Diphenhydramine antihistamine/allergy medicine (Benadryl) Dextromethorphan cough syrup (Robitussin DM)

Sore throat spray Generic cough drops

Lice shampoo or cream (Nix or Elimite) Antibiotic cream

Calamine lotion Aloe

Laxatives for constipation (Ex-Lax) Bismuth subsalicylate for diarrhea (Kaopectate, Pepto-Bismol)

Copyright 2008 by American Camping Association, Inc. Page 2/4 Rev. 1/2007 LEE/EAW




CAMPER HEALTH HISTORY FORM 1 Camper Name: Vidde st

Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on Birth Date:
School Health, & Association of Camp Nurses Month/Day/Year

General Health History: Check "Yes" or "No" for each statement. Explain “Yes” answers below.

Has/does the camper:

1. Ever been hospitalized? ............ccoceiiiiiiininn. O Yes O No 11.Had fainting or diZZiNESS? .......coevuiiiiiiieiiiie e O Yes 0O No
2. Ever had surgery? .....ccccoeceveeeeeeeiiies e e O Yes O No 12. Passed out/had chest pain during exercise? .................... O Yes O No
3. Have recurrent/chronic ilinesses? ....................00 Yes 0O No 13. Had mononucleosis (“mono") during the past 12 months?... 0 Yes 0O No
4. Had a recent infectious disease? ....................0 Yes O No 14. If female, have problems with periods/menstruation?......... O Yes 0O No
5. Had arecent injury? ......cccoceveevieveenis ceeeeeeeneenn O Yes 0O No 15. Have problems with falling asleep/sleepwalking? ............... O Yes O No
6. Had asthma/wheezing/shortness of breath?...... O Yes O No 16. Ever had back/joint problems?.............ccoooiiiiiiiii i, O Yes 0O No
7. Have diabetes? .......ccociiiiiiiiiiiiiiiiies e, O Yes O No 17.Have a history of bedwetting?..........c.oooviiiiiiiiiiii i O Yes 0O No
8. Had SEIZUrES? ....oveeviiiecciie e O Yes O No 18. Have problems with diarrhea/constipation?...................... O Yes 0O No
9. Had headaches? ..........ccocooviiiiiiii i O Yes O No 19.Have any skin problems?..........coooi i O Yes 0O No
10. Wear glasses, contacts, or protective eyewear? O Yes O No  20. Traveled outside the country in the past 9 months?.............. O Yes 0O No

Please explain “Yes” answers in the space below, noting the number of the questions. For travel outside the country, please nhame countries visited
and dates of travel.

Mental, Emotional, and Social Health: Check "Yes" or "No" for each statement.

Has the camper:

1. Ever been treated for attention deficit disorder (ADD) or attention deficit/hyperactivity disorder (AD/HD)? ...............coceveevevvneeee.... 0 Yes O No
2. Ever been treated for emotional or behavioral difficulties or an eating diSOrder?..........ocuei i O Yes 0O No
3. During the past 12 months, seen a professional to address mental/emotional health CONCerNS?..........ccooviiiiiiiiiii e e O Yes 0O No
4. Had a significant life event that continues to affect the CamMPEr'S IfE?.........uiii i e e et e e e neeee s O Yes O No

(History of abuse, death of a loved one, family change, adoption, foster care, new sibling, survived a disaster, others)
Please explain “Yes” answers in the space below, noting the number of the questions. The camp may contact you for additional information.

Health-Care Providers:

Name of camper’s primary doctor(s): Phone: ( )
Name of dentist(s): Phone: ( )
Name of orthodontist(s): Phone: ( )

What Have We Forgotten to Ask? Please provide in the space below any additional information about the camper’s health that you think important or
that may affect the camper’s ability to fully participate in the camp program. Attach additional information if needed.

Parents/Guardians: STOP here. The rest of this is form is completed when the camper arrives at camp. Keep a copy for your records.

Copyright 2008 by American Camping Association, Inc. Page 3/4 Rev. 1/2007 LEE/EAW




Camper Name:

CAMPER HEALTH HISTORY FORM 1

First Middle

Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on Birth Date:
School Health, & Association of Camp Nurses Month/Day/Year

Last

Individual Health Record (For Camp Use Only)

Initial Screening Date/Time: Initials:

O Screening has been conducted according to camp protocol and significant findings noted as follows:

A. Any signs/symptoms of illness or injury upon arrival?.............cc.c.e.... O No 0O Yes as noted below
B. History of exposure to communicable disease?...........cccccveenueeeennnen. O No 0O Yes as noted below
C. Additions or corrections to information on this health history?............ O No 0O Yes as noted below
D. Medication given to health-care staff?............cccceviiiiiiiiee O No 0O Yes as noted below
E. Any signs/symptoms of head lice?..........ccocviiiiiiiiiiiiiiee e O No 0O Yes as noted below

Provider notes: (date/time/initial all entries)

Exit Note: Check one of the following:
O Left camp this day with no reported illness or injury symptoms.

O Left camp this day with the following problem/concern:

This person was told about the problem and instructed about follow-up as noted above:

Date/Time:

Initials:

Copyright 2008 by American Camping Association, Inc. Page 4/4

Rev. 1/2007 LEE/EAW




CAMPER HEALTH-CARE RECOMMENDATIONS
by LICENSED MEDICAL PERSONNEL FORM 2

Developed and reviewed by: American Camp Association,
American Academy of Pediatrics Council on School Health, &
Association of Camp Nurses

Mail this form to the address below by (date)

The following non-prescription medications are
commonly stocked in camp Health Centers and are
used on an as needed basis to manage illness and
injury. Medical personnel: Cross out those items the
camper should not be given.

Acetaminophen (Tylenol)

Ibuprofen (Advil, Motrin)
Phenylephrine (Sudafed PE)
Pseudoephedrine (Sudafed)
Chlorpheneramine maleate
Guaifenesin

Dextromethorphan

Diphenhydramine (Benadryl)
Generic cough drops

Chloraseptic (Sore throat spray)

Lice shampoo or scabies cream (Nix or Elimite)
Calamine lotion

Bismuth subsalicylate (Pepto-Bismol)
Laxatives for constipation (Ex-Lax)
Hydrocortisone 1% cream

Topical antibiotic cream

Calamine lotion

Aloe

Medical Personnel: Please review the CAMPER HEALTH HISTORY FORM (FORM 1) and complete all

remaining sections of this form (FORM 2). Attach additional information if needed.

00 0000000000000 000000000000 000000000000000000000000000000000000000000000
e To Parent(s)/Guardian(s): Complete this section and give this form (FORM 2) and a copy of your

+ completed CAMPER HEALTH HISTORY FORM (FORM 1) to your child’s health-care provider for review.

L]

+ Dates will attend camp: from to

. Month/Day/Year Month/Day/Year

L]

+ Camper Name:

: First Middle Last

+ OMale 0OFemale Birth Date Age on arrival at camp

. Month/Day/Year

L]

¢ Camper home address:

.

. Ciy State Zip Code

L]

+ Custodial parent(s)/guardian(s) phone: ( ) ( )

. Parent(s)/guardian(s) stop here. Rest of form to be completed by medical personnel.

L]

000000000000 00000000000000000000000000000000000000000000000000000000000

A 9 0 000000606006060060000000000000000

Physical exam done today: O Yes ONo (If “No,” date of last physical: )

“"Month/Day/Year

ACA accreditation standards specify physical exam within last 24 months.

Weight: Ibs Height: ft in  Blood Pressure /
Allergies: O No Known Allergies

0O To foods (list):

O To medications: (list):

O To the environment (insect stings, hay fever, etc.— list):
O Other allergies: (list):

Describe previous reactions:

Diet, Nutrition: O Eats a regular diet.

O Has a medically prescribed meal plan or dietary restrictions:(describe below)

The camper is undergoing treatment at this time for the following conditions: (describe below) O None.

Medication: O No daily medications. O Will take the following prescribed medication(s) while at camp: (name, dose, frequency—describe below)

Other treatments/therapies to be continued at camp: (describe below) O None needed.

Do you feel that the camper will require limitations or restrictions to activity while at camp? O No 0O Yes

If you answered “Yes” to the question above, what do you recommend? (describe below—attach additional information if needed)

“I have reviewed the CAMPER HEALTH HISTORY FORM (FORM 1), and have discussed the camp program with the camper’s
parent(s)/guardian(s). It is my opinion that the camper is physically and emotionally fit to participate in an active camp program (except as

noted above.)
Name of licensed provider (please print):

Signature: Title:

Office Address

Street
Telephone: (

City State Zip Code

Date:

Copyright 2008 by American Camping Association, Inc.
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