Shining Stars Adapted Dance Camp ~ August 2 - 5, 2010 ~ Registration Packet
Registration Deadline: Saturday, May 15, 2010
Packet must be completed in its entirety for child’s registration to be accepted and should include:
1. Three page registration form 

2. Proof of insurance per page 3
3. A $60 refundable registration deposit which will be returned to all participants on the last day of camp.  Check should be made payable to “Chester County Community Foundation”
4. For those new to our program: a recent photo of your child including any assisted device equipment would be helpful for his/her volunteer coach (a digital copy via e-mail to ShiningStarsADC@aol.com is preferred).  
Please mail completed packet by May 15th to:

Shining Stars Adapted Dance Camp

c/o Carla Zajac, Program Director

24 County Run

Thornton, PA 19373
All applicants will be notified of their status after registration forms are reviewed by Staff.
Questions? E-mail ShiningStarsADC@aol.com or call 610-399-3066
~ Please Print Clearly ~
Child First Name: __________________ Last Name: ____________________ Nickname: ________________
Sex: ____________ Birth Date: ________________ Age: ________ Height: __________Weight:  ___________
Grade: ______ School: ______________________________________________________________________
(Grade & School in September 2010)

Parent/Guardian Name (Primary Contact): _____________________________________________________
Relationship to child (please circle):     Mother         Father         Other: _________________________________                          
Street Address: _____________________________________
Home Phone:
(         ) __________________
City: _____________________________________________  
Work Phone:
(         ) __________________

State/Zip: _________________________________________
Cell Phone: 
(         ) __________________

E-mail Address: ____________________________________________________________________________

Parent/Guardian Name (Secondary Contact): __________________________________________________
Relationship to child (please circle):     Mother         Father         Other: _________________________________                          
Contact Phone(s): __________________________________________________________________________
Primary Physician: ____________________________________ Phone: (        ) ________________________
Insurance Provider: ________________________________________________________________________

Policy or Group #: __________________________________________________________________________ 

Emergency Contact: _______________________________________________________________________

Home Phone: (         ) ____________ Work Phone: (         ) ____________ Cell Phone: (         ) _____________
Relationship to child: ________________________________________________________________________


How did you find out about our camp? __________________________________________________________
Did your child attend:  2007 camp? __ Yes __ No  2008 camp? __ Yes __ No  2009 camp? __ Yes __ No
** Please provide as much information as possible so that 
we can make the most of your child’s dance experience.  **
Child’s Name: _____________________________ 
Diagnosis and description of your child’s strengths: ________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________ 
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Does your child require any orthopedic appliances?  _______ Yes (If yes, please specify)   _______ No

_________________________________________________________________________________________

_________________________________________________________________________________________ 
_________________________________________________________________________________________

_________________________________________________________________________________________

Does your child have any special learning or behavior needs? _____ Yes (If yes, please specify)   _____ No

_________________________________________________________________________________________

_________________________________________________________________________________________ 
_________________________________________________________________________________________

_________________________________________________________________________________________ 
Please list any medications, allergies, or medical conditions the staff should be aware of: 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Does your child require toileting assistance?   _____ Yes*       _____ No

* If yes, a parent or guardian must be available during camp to provide assistance if necessary.

Is there additional information about your child that you would like to share with the staff?


_________________________________________________________________________________________

_________________________________________________________________________________________ 
_________________________________________________________________________________________

_________________________________________________________________________________________

Child’s Name: _____________________________________________________________________________
AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT

Shining Stars Adapted Dance Camp has an established emergency medical treatment plan.  In case of a minor injury or illness, authorized trained personnel may administer first aid.  In cases of serious injury or illness, personnel will call for emergency medical treatment or provide transportation to emergency services as needed.  In all cases parent/guardian will be called regarding injuries and/or illness immediately.
I, as parent/guardian with legal responsibility for this participant, authorize Shining Stars Adapted Dance Camp to administer first aid, to call for emergency medical treatment, or to provide emergency transportation, as described above, for ___________________________________________________.

I, as parent/guardian with legal responsibility for this participant, further agree to bear all cost of emergency services provided in cases of injury or illness.

Authorized Signature:________________________________________
 Date:___________
AUTHORIZATION TO UTILIZE AUDIOVISUAL PRODUCTS

Shining Stars Adapted Dance Camp has frequent occasions to illustrate and explain the program and activities for volunteer recruitment, fundraising, enhancing community awareness, news releases, brochures, reports, etc.  Toward these efforts it is most beneficial to use photographs of our dancers.  However, we would never intentionally offend our dancers by doing these things without their understanding and consent. If you feel comfortable in allowing your child to be photographed or videotaped and to use your child’s name, we would appreciate your consent.
I, as parent/guardian with legal responsibility for this participant, give consent to Shining Stars Adapted Dance Camp to use any audiovisual products for such purposes as described above.

Authorized Signature:________________________________________
 Date:___________
PARENT/CAREGIVER ASSUMPTION OF RISK FORM

INFORMED CONSENT AND LIABILITY RELEASE
**Please attach proof of insurance to this form for ouR files** 


I understand that participation in Shining Stars Adapted Dance Camp has risks due to the physical demands that are placed on a child during physical activity and recreation participation, and that during physical activity there is potential risk of physical injury.  I agree that I am solely responsible for my child's participation and for their physical and emotional well being.  I understand that the program activities are voluntary, I am choosing for my child to participate in each dance activity to whatever degree possible-with the child's physical, emotional and medical conditions considered.

I affirm that my child's health is good, and that s/he is not under a physician's care for any undisclosed condition that bears upon their fitness to participate in dance, physical education and recreation.  I willingly and knowingly assume risk, for my child, myself, my heirs, family members, executors, administrators, and assume all risk of physical injury and emotional upset which may occur during any aspect of the program; and hereby agree to hold the Diane Matthews School of Dance Arts, West Chester University, and the Chester County Community Foundation, its employees, instructors, facilitators and volunteers harmless for any liability arising out of the child's participation in the program.


This release does not, however, apply to any physical injury or emotional harm caused by negligence or willful misconduct of the Diane Matthews School of Dance Arts, West Chester University and the Chester County Community Foundation, and the facilitators, staff, instructors and volunteers of the Shining Stars Adapted Dance Camp. 
Authorized Signature:________________________________________
 Date:___________
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