
 
 
WESTERN NEW ENGLAND COLLEGE 

July 12‐15, 2010 
 
Resident Camper $295.00 
Resident Coach $195.00 
Commuting Camper $175.00 
Commuting Coach $65.00 
 
                                     check here 

 

MITCHELL COLLEGE 
July 19‐22, 2010 

 
Resident Camper $295.00 
Resident Coach $195.00 
Commuting w/Meal Plan $225.00 
Commuting Camper $175.00 
Commuting Coach $65.00 
                                 check here 

BABSON COLLEGE 
July 26‐29, 2010 

 
Resident Camper $295.00 
Resident Coach $195.00 
Commuting Camper $175.00 
Commuting Coach $65.00 

 
                               check here 

SHREWSBURY, MA 
July 30‐31, 2010 
YOUTH CAMP 
*day camp only 

 
Commuting Camper $85.00  
Coaches Education $35.00 
 
                               check here 

 
STEPS TO REGISTER 
1. Check √ the camp you wish to register for. 
2. Complete the contact information. 
3. Mail your registration to the address below or 
4. Call or e‐mail us for assistance. 

  Email: Info@cheerneca.com 
  Phone: (860)‐848‐0040 
 

MAILING YOUR REGISTRATION 
 
Resident Camps Mail to: 
NECA CHEER & DANCE CAMPS 
P.O. Box 124 
Uncasville, CT 06382 
(860) 848‐0040 

 
Private/Day Camps Mail to: 
NECA Private Camps 
P.O. Box 783 
Millbury, MA 01527 
(888) 551‐1388 

 
PAYMENT PROCEDURES 
 1. Camp fees are listed above. Resident fees include 
instruction, meals, and housing. Commuter fees include 
instruction only unless otherwise noted. 
 
2. A $30.00 per student deposit is due two weeks after your 
tryouts or by June1st to guarantee space. Registrations 
will be accepted after June 1st depending on space.  

 
3. Deposits are non‐refundable and non‐transferable. Deposit 
and balance of payment may be mailed together if preferred. 
Balance of payment should be mailed two weeks prior to 
your camp.  Payment made on the day of camp MUST be in 
the form of a Bank check or money order.  Checks are 
payable to NECA Camps. 
 
5. Private Camp Pricing: 2 day camps are $85.00 per student 
and 3 day camps are $120.00 per student. Longer camps are 
available upon request.  Discounts are available for large 
groups or abbreviated days.  Please contact us for details. 

 
IMPORTANT FORMS 
Resident camps require each camper to have a current 
physical & complete list of immunizations on file in the 
camp office 2 weeks PRIOR to the start of the camp. All 
camp forms are available online at www.cheerneca.com 
and camp policies are available upon request. 
 
CONTACT INFORMATION  
Team or Individuals’ Name: _______________________ 
Street Address: _________________________________ 
City/State/Zip: _________________________________ 
Telephone: ____________________________________ 
 
Advisor/Contact: _______________________________ 
Street Address: _________________________________ 
City/State/Zip: _________________________________ 
Telephone: ____________________________________ 
E‐mail: *______________________________________ 
*E‐mail helps us share important information about your camp. 

 
PRIVATE CAMP DATES: Please select 3 dates. 
First Choice: ___________________________________ 
Second Choice: _________________________________ 
Third Choice: __________________________________ 
 
PAYMENT INFORMATION: Include a $30.00 per student 
deposit or full payment if you prefer. 

 
Resident Campers # ________ Total Enclosed$________ 
Resident Coaches # _ _______ Total Enclosed$_______ 
Commuting Camper # _ _____ Total Enclosed$_______ 
Commuting Coaches # ______ Total Enclosed$ _______ 
Private Campers # __________Total Enclosed$ _______ 
 
TEAM DESCRIPTION: Please check √ to indicate level.  
Youth*    [    ]   All Star*   [    ]  
Junior High   [    ]    College    [    ]       
JV     [    ]  Dance     [    ] 
Varsity    [    ]  Other    [    ] 
 



*indicate age or level: ___________________________ 
 
   



NEW ENGLAND CHEERLEADERS ASSOCIATION, INC. 
Release of Liability for Minor Participants 

(Please Read Before Signing) 
 
 

In consideration of my minor child/ward ("my child") being allowed to participate, in any way, in the NEW 
ENGLAND CHEERLEADERS ASSOCIATION INC. Overnight and/or Private Camps, Competitions, Tryouts, 
and/or related activities and events; I, the undersigned, hereby agree that: 
 
1. The risk of injury, to my child, from the activities involved with these programs is significant, including the 

potential for permanent disability and death, and while particular rules, equipment, and personal discipline 
may reduce this risk, the risk of serious injury does exist: and, 

 
2. For myself, my spouse, and child, I knowingly and freely assume all such risks, both known and unknown, 

even if arising from the negligence of the releasees or others, and assume full responsibility for my child's 
participation: and, 

 
3. I willingly agree to comply with the rules and conditions, for participation in the New England Cheerleaders 

Association Inc. Overnight and/or Private Camps.  If I observe any unusual, significant concern in my 
child's readiness for participation in these camps, I will remove my child from participation and bring such 
to the attention of the nearest staff member immediately: and, 

 
4. I, for myself, my spouse, my child, and on behalf of my/our heirs, assigns, personal representatives, and 

next of kin, hereby release the New England Cheerleaders Association Inc., it's officers, officials, agents 
and/or employees, other participants, sponsoring agencies, sponsors, advertisers, and if applicable, owners 
and lessors of premises used to conduct the New England Cheerleaders Association Inc. Overnight and/or 
Private Camps ("Releasees"), with respect to any and all injury, disability, death, or loss or damage to 
person or property incident to my child's involvement or participation in these camps, whether arising from 
the negligence of the releasees or otherwise, to the fullest extent permitted by law. 

 
 
 

I HAVE READ THIS RELEASE OF LIABILITY AND ASSUMPTION OF RISK AGREEMENT, AND 
FULLY UNDERSTAND ITS TERMS, AS WELL AS UNDERSTAND THAT I HAVE GIVEN UP 
SUBSTANTIAL RIGHTS BY SIGNING IT, AND SIGN IT FREELY AND VOLUNTARILY WITHOUT 
ANY INDUCEMENT. 

 
 
     ____________________________________   _____________________________________  ____________ 
     PARENT/GUARDIAN SIGNATURE   PRINT NAME     DATE 
 
 

Understanding of Risk: I understand the seriousness of the risks involved in participating in this program,         
my personal responsibilities for adhering to the rules and regulations, and accept them as a participant. 

 
 
     ____________________________________   _____________________________________  ____________ 
     PARTICIPANT'S SIGNATURE   PRINT NAME     DATE 
 
 
 
 



 
TEAM NAME: ________________________________CAMP ATTENDING: ________________________ 
 
 

EMERGENCY MEDICAL INFORMATION 
*PLEASE PRINT ALL INFORMATION CLEARLY* 

 
 
PARTICIPANT'S NAME ________________________________ D.O.B. ____________ AGE ___________ 
 
ADDRESS ________________________________________________________________________________ 
   STREET     CITY  STATE  ZIP CODE 
 
TELEPHONE NUMBER  (          ) __________________________________________________________ 
 
INSURANCE COMPANY ________________________________POLICY # ________________________ 
 
COMPANY ADDRESS __________________________________SUBSCRIBER _____________________ 
 

ALLERGIES & MEDICATIONS 
 

*PLEASE LIST MAJOR ALLERGIES & MEDICATIONS WE SHOULD BE AWARE OF BELOW* 
 

ALERGIES MEDICATIONS BEING TAKEN 
(Example: Bee Stings, Pollen) 

 
 
 

 
 

(Example: Epi Pen) 

  
EMERGENCY CONTACTS 

 
*PLEASE LIST 2 PEOPLE TO CONTACT IN CASE OF EMERGENCY DURING CAMP* 

 
1.  CONTACT NAME ________________________________RELATIONSHIP ___________________ 
 

TELEPHONE # __________________________________ WORK # __________________________ 
 

2.  CONTACT NAME ________________________________RELATIONSHIP ___________________ 
 

TELEPHONE # __________________________________ WORK # __________________________ 
 
IN THE EVENT OF AN EMERGENCY, I AUTHORIZE THE NEW ENGLAND CHEERLEADERS 
ASSOCIATION INC, IT'S OFFICERS, OFFICIALS, AGENTS, AND/OR EMPLOYEES TO OBTAIN 
MEDICAL ATTENTION FOR MY CHILD.  I UNDERSTAND THAT STAFF WILL MAKE EVERY 
ATTEMPT TO CONTACT ONE OF THE ABOVE PERSON'S IN A NON-EMERGENCY SITUATION. 
 
PARENT/GUARDIAN SIGNATURE: ________________________________________________________ 
 

A COPY OF THE ANNUAL PHYSICAL MUST BE SUBMITTED PRIOR TO ATTENDING RESIDENT CAMPS. 
 



SAMPLE FORM 
YOUTH CAMP HEALTH EXAM/RECORD 

 FOR CAMPERS AND STAFF  
 Physical Exams Are Valid For 3 Years  
         From Date of Last Examination  
   

  Camper                                 Please Return Completed Form to Camp
  Staff 

 
Name __________ Date of Birth  Phone     

Guardian  Address       

Emergency Contact   Telephone     

Date of Arrival at Camp:____________________________________________  Departure Date:_____________________________________________ 

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

TO BE COMPLETED BY THE SPECIFIED MEDICAL PRACTITIONER: 

Date of Exam_________________ 
________ May participate in all camp activities 

________ May participate except for: ______________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

Medical information pertinent to routine care and emergencies:       

          

Is this individual taking prescription  medication?   YES           NO 
 If yes, indicate prescription:__________________________________________________________________________________ 
 
Does the individual have allergies?  YES  NO Explain:       
 
Is the individual on a special diet?  YES  NO Explain:       
 
This camper/staff is up-to-date on all the following routine childhood immunizations currently recommended by the American 
Academy of Pediatrics and National Advisory Committee on Immunization Practices: 
 
 Yes No  Yes No 
Measles   Hepatitis B   
Mumps   Diphtheria   
Rubella   Pertussis   
Chickenpox   Polio   
Tetanus      
 

Comments: __________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
Print name of medical care provider: _______________________________________________ 
 
Medical care provider’s address: __________________________________________________ 
 
Medical care provider’s:   City/Town______________________________ST___________Zip Code__________ 
 
            
      Signature of Physician, APRN or PA 
 
              
                             Date Form Signed 
      
     ______________________________________________________________     Telephone Number 
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SAMPLE FORM         Authorization for the Administration of Medication 
 

In Connecticut, licensed Camps administering medications to children shall comply with all requirements 
regarding the Administration of Medications described in the CT State Statutes and Regulations. 
Parents/guardians requesting medication administration to their child while at camp shall provide the 
program with appropriate written authorization(s) and the medication before any medications are 
administered. Medications must be in the original container and labeled with child’s name, name of 
medication, directions for medication’s administration, and date of the prescription. All unused medication 
shall be destroyed if not picked up within one week following the camper’s departure at the end of camp. 
Authorized Prescriber’s Order (Physician, Dentist, Physician Assistant, Advanced Practice Registered Nurse):   
 
Name of Child 

     

  Date of Birth 

     

/

     

/

     

  Today’s Date 

     

/

     

/

     

 
 
Medication Name 

     

  Controlled Drug?    YES    NO 
 
Dosage 

     

  Method 

     

  Time of Administration 

     

 
 
Specific Instructions for Medication Administration 

     

 
 
Medication Administration:        Start Date 

     

/

     

/

     

      Stop 
Date

     

/

     

/

     

 
 
Is this medication to be self-administered by the child?  Yes   No 
 
Relevant Side Effects of Medication

     

 
 
Plan of Management for Side Effects 

     

 
 
Known Food or Drug Allergies?  YES  NO   Reactions to?  YES    NO Interactions with?   YES  NO 
 
If “yes” to any of the above, please explain 

     

 
 
Prescriber’s Name

     

  Phone Number (

     

) 

     

 
 
Prescriber’s Address 

     

 Town

     

 
 
Prescriber’s Signature __________________________________________ 
 
Parent/Guardian Authorization: 
 
I request that medication be administered to my child as described and directed above. 
 
Name of Camp 

     

 Today’s Date 

     

/

     

/

     

 
 
Child’s Name 

     

  Address 

     

  Town

     

 
 
Name of Parent/Guardian Authorizing Administration of Medication as described and directed above:  

                     First Name

     

 Last Name

     

 
 
Relationship to Child:  Mother   Father   Guardian/Other explain:

     

 
 
Address 

     

Town 

     

Phone Number (

     

) 

     

 
 
Signature of Parent/Guardian Authorizing Administration of Medication _____________________________ 
 
Name of Camp Personnel Receiving Written Authorization and Medication ______________________ 
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Title/Position _____________________ Signature (in ink) _____________________________________
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Medication Administration Record (MAR) 
 
Name of Child ___________________________________________ Date of Birth ______/______/______ 

Pharmacy Name _________________________________________ Prescription Number _______________ 

Medication Order__________________________________________________________________________ 
 

 
Date 

 
Time 

 
Dosage 

 
Remarks 

 
Was This 
Medication Self 
Administered? 

Signature of 
Person 
Observing or 
Administering 
Medication 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

 
 

    
   Yes        No 

 

*Medication authorization form must be used as either a two-sided document or attached first and second page. 
 

 Authorization form is complete     Medication is appropriately labeled 

 Medication is in original container    Date on label is current 
 
Person Accepting Medication (print name)________________________________ Date _____/_____/_____ 



CERTIFICATE OF IMMUNIZATION 
                  

Name:                       Date of Birth:         /        /     Sex:     M     F 
   

If combination vaccine is administered, please indicate vaccine type (e.g., DTaP-Hib, etc.) 

Vaccine  Date/Vaccine Type Vaccine  Date/Vaccine Type 

1  1  

2  2  

3  

Rotavirus 
 

3  

Hepatitis B 
(e.g., HepB, HepB-Hib, 
DTaP-HepB-IPV, 
HepA-HepB) 

4  1  

1  

Measles, Mumps, 
Rubella 
(MMR, MMRV) 2  

2  1  

3  

Varicella    
(Var, MMRV) 

2  

4  1  

5  

Meningococcal 
Conjugate (MCV4) or 
Polysaccharide  (MPSV4) 2  

6  1  

Diphtheria, 
Tetanus, 
Pertussis 
(e.g., DTP, DTaP, DT, 
DTaP-Hib,  
DTaP-HepB-IPV, Td, 
Tdap) 
 

7  2  

1  3  

2  4  

3  5  

Haemophilus 
influenzae type b 
(e.g., Hib, HepB-Hib, 
DTaP-Hib) 
 4  

Influenza  
Inactivated 
(Intramuscular) or  
Live (Intranasal) 

6  

1  1  

2  

Pneumococcal 
Polysaccharide     
(PPV23) 2  

3  1  

4  

Hepatitis A   
(HepA, HepA-HepB) 

2  

Polio   
(e.g., IPV,  
DTaP-HepB-IPV) 

 

5  1  

1  2  

2  

Human 
Papillomavirus 
(HPV) 

3  

3    

Pneumococcal 
Conjugate 
(PCV7) 
 

4  

Other: 
   

 
 

Serologic Proof of Immunity Check One  Chickenpox History
Test (if done) Date of Test Positive Negative  

Measles          /         /               

Mumps          /         /    

Rubella          /         /    

Varicella*          /         /    

Hepatitis B          /         /    

* Must also check Chickenpox History box. 

Check the box if this person has a physician-certified reliable 

history of chickenpox. 

Reliable history may be based on: 

• physician interpretation of parent/guardian description of chickenpox 

• physical diagnosis of chickenpox, or 

• serologic proof of immunity 

I certify that this immunization information was transferred from the above-named individual’s medical records. 
 

Doctor or nurse’s name (please print):      Date:          /    / 
 
Signature:       
 
Facility name:       
 

Certificate of Immunization          Massachusetts Department of Public Health 6-06 



NEW ENGLAND CHEERLEADERS ASSOCIATION, INC.
AUTHORIZATION TO ADMINISTER MEDICATION TO A CAMPER (To be completed by parent/guardian)

Name of Camper: ___________________________ Age: ______ Parent/Guardian Name: ____________________________

Food/Drug Allergies: ____________________________________ Home Telephone: _________________________________

Diagnosis (at parents discretion): __________________________ Business Telephone: ______________________________

Emergency Contact: ____________________________________ Emergency Telephone: ____________________________

Name of Licensed Prescriber: _____________________________ Business Telephone: ______________________________

Emergency Telephone/Licensed Prescriber: _________________________________________________________________

Name of Medication: _______________________________Dose given at camp: _________ Route of Administration:_______

Frequency: _______ Date Ordered: _______________Duration of Order: _______________ Expiration Date: _____________

For Health Care Supervisor

Quantity Received: __________________________ Special Storage Requirements:_________________________________

Specific Directions (e.g., on empty stomach/with water):_________________________________________________________

Specific Precautions: ____________________________________________________________________________________

Possible Side Effects/Adverse Reactions: ___________________________________________________________________

Other medications (at parents’ discretion):___________________________________________________________________

Location where medication administration will occur: ___________________________________________________________
(Over)
Authorization to Administer Medication to a Camper (2)

I hereby authorize the N.E.C.A. HEALTH CARE SUPERVISOR to administer, to my child, __________________________the
(name of child)



medication(s) listed above in accordance with 105 CMR 430.160.

105 CMR 430.160(A)
Medication prescribed for campers shall be kept in original containers bearing the pharmacy label, which shows the date of
filling, the pharmacy name and address, the filling pharmacist’s initials, the serial number of the prescription, the name of the
patient, the name of the prescribing practitioner, the name of the prescribed medication, directions for use and cautionary
statements, if any, contained in such prescription or required by law, and if tablets or capsules, the number in the container. All
over the counter medications for campers shall be kept in the original containers containing the original label, which shall
include the directions for use.

105 CMR 430.160(C)
Medication shall only be administered by the health supervisor* or by a licensed health care professional authorized to
administer prescription medications. The health care consultant shall acknowledge in writing the list of medications
administered at the camp. If the health supervisor is not a licensed health care professional authorized to administer
prescription medications, the administration of medications shall be under the professional oversight of the health care
consultant. Medication prescribed for campers brought from home shall only be administered if it is from the original container,
and there is written permission from the parent/guardian.

105 CMR 430.160(D)
When no longer needed, medications shall be returned to a parent of guardian whenever possible.  If the medication cannot be
returned, it shall be destroyed.

*Health Supervisor – A person who is at least 18 years of age, specially trained and certified in at least current American Red Cross First Aid (or
its equivalent) and CPR, has been trained in the administration of medications and is under the professional oversight of a licensed health care
professional authorized to administer prescription medications.

Parent/Guardian Signature: __________________________________________________ Date: _______________________
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	If combination vaccine is administered, please indicate vaccine type (e.g., DTaP-Hib, etc.)
	Date/Vaccine Type

	Vaccine
	
	
	
	
	Date/Vaccine Type





	Hepatitis B
	(e.g., HepB, HepB-Hib, DTaP-HepB-IPV, HepA-HepB)
	Measles, Mumps, Rubella
	(MMR, MMRV)
	Diphtheria, Tetanus, Pertussis
	Varicella
	(Var, MMRV)
	Meningococcal
	Haemophilus influenzae type b
	(e.g., Hib, HepB-Hib, DTaP-Hib)
	Polio
	(e.g., IPV,
	DTaP-HepB-IPV)
	Hepatitis A  (HepA, HepA-HepB)
	Check One

	Chickenpox History

	Doctor or nurse’s name \(please print\):Date: �
	Signature:
	Facility name:




