


















PARK SHORE COUNTRY DAY CAMP 
450 DEER PARK ROAD 
DIX HILLS, NY  11746 

 
Phone: (631) 499-8580 Fax: (631) 499-6917 
 

 
Camp Season 2010 
 
 
Dear Parents, 
 
 There may come a time when your child may require the administration of medication 
during the camp season and during camp hours. In the event that this occurs, our Professional 
Registered Nurses will dispense the medication if and only if the enclosed Written Medication 
Consent Form accompanies the medication. This form must be filled out in its entirety, 
completed by your physician and signed by you. According to the New York Department of 
Health, and the New York State Department of Education’s Nurse Practice Act, the medicine, 
itself, must be supplied in its original prescription bottle or manufacturer’s bottle (in the 
case of over-the-counter medication) with the child’s name, the name of the medication, dosage 
instructions, physician’s name, pharmacy’s name and date. If you and your physician deem it 
necessary that your child carries his/her medication, then please call the camp for a Self-
Administration Medication Consent Form and it will be mailed to you promptly. 
 

If your child has been absent due to an illness or injury that required a visit to your health 
care provider, a note from your physician must include the statement that your child may 
return to camp, with specific activity restrictions, if applicable. In the health interest of all 
campers and staff at Park Shore and our vigilance in keeping all of Park Shore’s campers 
healthy, we have enclosed guidelines for when you should keep your child home from camp. 
Please review this important and valuable information. 
  

There may come a time when one of our Professional Registered Nurses or our Health 
Care Director may contact you if your child was seen in the Health Center.  The call may just be 
a means of communicating that your child was seen briefly or that your child is feeling ill and is 
unable to participate in the camp’s activities or that your child needs to go home or it is the 
decision of one of our Registered Nurses or Health Care Director that your child be seen by 
their physician or health care provider.  Many of these calls are routine calls and it is felt that it is 
in the best interest of your child that communication is initiated.  These calls and procedures are 
part of the comprehensive health care that is delivered at Park Shore Country Day Camp.  
 
 If you have any questions, please feel free to contact the Park Shore Health Center 
between the hours of 8:30 am and 4:30 pm at (631) 499-2070 beginning Monday, June 28th 
through Friday, August, 20th.  Thank you. 
 
 
 
Best wishes, 
 

 
 

Monica Diamond-Caravella, RN, MSN   Bob and Chuck Budah 
Health Care Director      Owners/Directors 
 



Park Shore Country Day Camp and School      450 Deer Park Road, Dix Hills, NY 11746-5205 
                            Health Form                   Phone # (631) 499-8580 * Fax # (631) 499-6917 
 
The information on this form is to assist us in planning appropriate care.  Any information updates should be 
provided to the office prior to your child’s arrival to Park Shore.  Please provide complete information. 
 
Camper’s Name _________________________________________________________________________________   
    Last     First    Middle 

Birth date _______________   Age at camp ____________  Present Grade (2009-2010) ______________ Sex _______ 
  

Home address ____________________________________________________ Home phone ____________________ 
    Street address   City              Zip 

Father’s Name  ____________________________________ Home address __________________________________ 
          (if different from above)  

Business Phone ___________________________________ Cell Phone _____________________________________ 

Mother’s Name ____________________________________ Home address __________________________________ 
          (if different from above) 

Business Phone ___________________________________ Cell Phone _____________________________________ 

Emergency Contact (Other than parents)  Relationship  Home/Work/Cell Phone 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

Allergies (List all known)   Describe reaction and management of the reaction. 

Medication allergies (list) 

_______________________________  __________________________________________________________ 

_______________________________  __________________________________________________________ 

Food allergies (list) 

_______________________________  __________________________________________________________ 

_______________________________  __________________________________________________________ 

Other allergies (list) – include insect stings, hay fever, asthma, animal dander, etc. 

_______________________________  __________________________________________________________ 

_______________________________  __________________________________________________________ 

Restrictions (The following restrictions apply to this individual.) 

Does not eat:  __ Red meat  __ Pork  __ Dairy Products  __ Poultry  __ Seafood  __ Eggs  __ Other (describe) ________ 

Explain any restrictions to activity (e.g.  what accommodations or limitations are necessary) 

________________________________________________________________________________________________  
IN THE EVENT THAT I OR MY CONTACTS CANNOT BE REACHED IN AN EMERGENCY, I HEREBY GIVE MY PERMISSION TO PARK SHORE, THE 
LOCAL AMBULANCE/FIRE DEPARTMENT, MY FAMILY PHYSICIAN, ANY LOCAL PHYSICIAN, OR THE NEAREST HOSPITAL TO ADMINISTER 
EMERGENCY TREATMENT AND CARE.  I FURTHER GIVE MY PERMISSION FOR ALL PERTINENT HEALTH INFORMATION TO BE DUPLICATED 
AND RELEASED TO THE APPROPRIATE PERSONNEL FOR EMERGENCY CARE. 
 
 

Signature of Parent/Legal Guardian                                                             Date 
In order to better accommodate your child’s needs, does your child receive special services in school or anywhere else?  _____ Yes  _____ No 

If yes, please explain. _________________________________________________________________________________________________________

             



MEDICATIONS BEING TAKEN 
Please list ALL medications (including over-the-counter or nonprescription drugs) taken routinely.  Bring enough medication 
to last the entire time at camp.  Keep it in the original packaging/bottle that identifies the child’s name, the prescribing 
physician (if a prescription drug,) the name of the medication, the dosage, route, and the frequency of administration. 
  
___ This person takes NO medications on a routine basis.  OR  ___ This person takes medications as follows: 
        Med #1 ____________________  Dosage __________  Specific times taken each day _______________________ 

        Reason for taking ______________________________________________________________________________ 

        Med #2 ____________________  Dosage __________  Specific times taken each day _______________________ 

        Reason for taking ______________________________________________________________________________ 

        Med #3 ____________________  Dosage __________  Specific times taken each day _______________________ 

        Reason for taking ______________________________________________________________________________ 

 
GENERAL QUESTIONS (Explain “yes” answers below) 
Has/does the participant? Yes No  Yes No 
1. Had any recent injury, illness, or infectious disease?   15. Ever been diagnosed with a heart murmur?   
2. Have a chronic or recurring illness/condition?   16. Ever had back problems?   
3. Ever been hospitalized?   17. Ever had problems with joints (e.g. knees, ankles)?   
4. Ever had surgery?   18. Have an orthodontic appliance being brought to camp?   
5. Have frequent headaches?   19. Have any skin problems (e.g. itching, rash, acne)?   
6. Ever had a head injury?   20. Have diabetes?   
7. Ever been knocked unconscious?   21. Have asthma?   
8. Wear glasses, contacts, or protective eyewear?   22. Had mononucleosis in the past 12 months?   
9. Ever had frequent ear infections?   23. Had problems with diarrhea/constipation?   
10. Ever passed out during or after exercise?   24. If female, have an abnormal menstrual history?   
11. Ever been dizzy during or after exercise?   25. Have a history of bed-wetting?   
12. Ever had seizures?   26. Ever had an eating disorder?   
13. Ever had chest pain during or after exercise?   27. Ever had emotional difficulties for which professional     

      help was sought? 
  

14. Ever had high blood pressure?   28. Have Additional Health Concerns?   

Please explain any “yes” answers, noting the number of the questions: _________________________________________ 

__________________________________________________________________________________________________ 
The following is to be completed by a physician: 
Which of the following 
has the participant had? 
____ Measles                       ____ Hepatitis A 

____ Chicken Pox   ____ Hepatitis B 

____ German measles   ____ Hepatitis C 

____ Mumps 

TB Mantoux Test 

Date of last test ________ 

Result: ____ positive  ____ negative 

Lead Screening _________ 

Height ___________     Weight ___________ 

Blood Pressure ______________ 

Pulse _________ 

 

 

I have examined the above child and in my opinion, the above child’s condition does___/does not___ preclude 
his/her participation in an active camp/school program. 
_________________________________________________________________________________________________ 
                          Licensed Physician’s Signature    Print Name   Date 
Address ______________________________________________________ Phone ______________________________ 

Name of family dentist/orthodontist _____________________________________________________________________ 

Address ______________________________________________________ Phone ______________________________ 

Please give all dates of immunization for: 

Vaccine Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr Mo/Yr 

DTaP       

TDap       

Tetanus       

Polio (OPV/IPV)       

MMR 
    or Measles 
    or Mumps 
    or Rubella 

      

Haemophilus influenza B       

Hepatitis B       

Hepatitis A       

Varicella (chicken pox)       

Pneumococcal vaccine        

Meningococcal vaccine       



Park Shore Country Day Camp    450 Deer Park Road, Dix Hills, NY 11746-5205 
                 Phone # (631) 499-8580 *Fax # (631) 499-6917

        Written Medication Consent Form  

Child’s First and Last Name: 
 
 

Date of Birth: Child’s Known Allergies: 

Authorized prescriber to complete:  

Licensed Authorized Prescriber’s Name:  Licensed Authorized Prescriber’s Telephone 
Number:  
 

Name of Medication (including strength if applicable):  Amount/Dosage to be 
Given: 
 

Route of Administration: 

Date to be Discontinued or Length of Time in Days to be Given:  Time(s) to be Given: Refrigeration Required: 
Yes ○   No  ○    

Reason for Taking Medication (unless confidential by law):  

Possible Side Effects:  What Action to Take if Side Effects are Noted: 
 

Special Instructions:  (include any concerns related to possible interactions with other medication the child is receiving or concerns 
regarding the use of the medication as it relates to the child’s age, allergies, or any pre-existing conditions.  Also describe situations 
when medication should not be administered) 
 
 
 

For PRN medication only: Identify the Symptoms That Will Necessitate Administration of Medication: 
 
 

Medication Consent/Authorization 
 
I, _______________________________ authorize Park Shore Country Day Camp’s Licensed Registered Nurses to  
                 (Parent/Legal Guardian)           

administer the medication listed above to my child, _______________________ in Group ____________________. 
                                                     (Child’s Name) 
 

Required Signatures 
 
 
____________________________________      ________________________________      ______________________ 
Licensed Authorized Prescriber’s Name            Licensed Authorized Prescriber’s Signature                    Date 
                (please print) 
 
____________________________________      ________________________________      ______________________ 
Parent or Legal Guardian’s Name (please print)     Parent or Legal Guardian’s Signature                        Date 
 
 
_______________________________________  ___________________________________        ________________________ 
 Name of Registered Nurse (please print)          Registered Nurse Signature              Date Received from Parent 
                           (for office use only)                              (for office use only)       (for office use only) 
 
 

 



Park Shore Country Day Camp    450 Deer Park Road, Dix Hills, NY 11746-5205 

        Self-Administration Medication Consent Form  

Child’s First and Last Name: 
 
 

Date of Birth: Child’s Known Allergies: 

Authorized prescriber to complete:  

Licensed Authorized Prescriber’s Name:  Licensed Authorized Prescriber’s Telephone 
Number:  
 

Name of Medication (including strength if applicable):  Amount/Dosage to be 
Given: 
 

Route of Administration: 

Date to be Discontinued or Length of Time in Days to be Given:  Time(s) to be Given: Refrigeration Required: 
Yes ○   No  ○    

Reason for Taking Medication (unless confidential by law):  

Possible Side Effects:  What Action to Take if Side Effects are Noted: 
 

Special Instructions:  (include any concerns related to possible interactions with other medication the child is receiving or concerns 
regarding the use of the medication as it relates to the child’s age, allergies, or any pre-existing conditions.  Also describe situations 
when medication should not be administered) 
 
 
 

For PRN medication only: Identify the Symptoms That Will Necessitate Administration of Medication: 
 
 

Medication Consent/Authorization 
 
I, _______________________________ request that my son/daughter __________________________   in the _________________ 
      (Parent or Guardian’s Name)              (Child’s Name)                                       (Group) 
  
self-administer the medication listed above.   
  
I understand that he/she must bring the medication in its original prescription bottle or manufacturer’s bottle with his/her name, the 
name of the medication and the dosage instructions.  I understand that my son/daughter, and only my son/daughter will self-
administer the medication as per his/her physician’s orders.  I attest that my son/daughter has demonstrated maturity, responsibility 
and capacity  in self administering medication. I further attest that my son/daughter has demonstrated understanding of the indications 
and use of the prescribed medication (s) and that the medication (s) was prescribed solely for him/her.  
 

Required Signatures 
 
____________________________________      ________________________________      ______________________ 
Licensed Authorized Prescriber’s Name (please print)  Licensed Authorized Prescriber’s Signature                        Date 
 
____________________________________      ________________________________      ______________________ 
Parent or Legal Guardian’s Name (please print)     Parent or Legal Guardian’s Signature                        Date 
 
____________________________________      ________________________________      ______________________ 
        Camper’s Name (please print)               (Camper’s Signature)                                               Date 
 
_______________________________________  ___________________________________        ________________________ 

 



 
Over-The-Counter Medication Authorization 

 
Child’s First and Last Name: Date of Birth: Child’s Age: 

 
 

Dear Parents/Guardians, 
 
Occasionally while traveling, campers may require over-the-counter medications.  The 
following over-the-counter medications will be carried by the travel Director in their first 
aid kit.  Please review the list below with your child and circle the medications that you 
would like the travel staff to assist your child in taking. 
 
 

PARENT/GUARDIAN AUTHORIZATION FOR STAFF ADMINISTRATION 
 

MEDICATION AILMENT 

Advil Headache/Pain/Fever 

Motrin Headache/Pain/Fever 

Tylenol Headache/Pain/Fever 

Midol Menstrual Pains 

Benadryl Allergy 

Pepto Bismol Upset Stomach 

Dramamine Motion Sickness 

 
I give permission for Park Shore Country Day Camp travel staff member to assist my 
child in taking the medication I circled above in accordance to the proper dosage printed 
on the over-the-counter medication.  Parents will be called by a staff member prior to 
assisting your child with this medication. 
 
 
     Parent/Guardian’s Signature: _____________________ 
 
     Print Name: ____________________________________ 



When Is a Child Too Sick To Attend Camp? (as recommended by the 
American Academy of Pediatrics and adapted from Guidelines from the 

Child Care Council of Suffolk, Inc.) 
 

GUIDELINES 
 

1. Illness that results in a need for care that is greater than the staff can provide without 
compromising the health and safety of other children. 

 
2. Fever defined by 100.4 degrees F or higher. May return after 24 hours without fever. 

 
3. Diarrhea as defined as one abnormally loose stool in the past 24 hours or cannot be 

contained within toilet use. May return to camp after diarrhea is resolved and child is 
feeling well. 

 
4. Effortful vomiting with or without fever after 6 pm the preceding evening. May return to 

camp when child has stopped vomiting for at least 24 hours. 
 

5. Rash with fever or a rash that is possibly infectious (open, draining lesions). May return 
to camp when determined noninfectious by physician. 

 
6. Severe sore throat or trouble swallowing with or without fever. Child may return to camp 

after 24 hours after antibiotic treatment has been initiated and 24 hours without 
fever. 

 
7. Severe coughing, a croupy or whooping cough sound. Child may return when it is 

determined noninfectious by physician.  
 

8. Constant runny nose. 
 

9. Infected skin patches that are crusty, bright yellow, dry or gummy. May return to camp 
24 hours after start of topical antibiotics (if prescribed) and determined 
noninfectious by physician.  

 
10. Severe itching of the body or scalp.  

 
11. Purulent conjunctivitis (‘pink eye’) as evidenced by tears, redness of eyelid lining and 

irritation, followed by swelling and discharge of pus. Child may return to camp after 24 
hours after treatment has been initiated. 

 
12. Any contagious disease such as mononucleosis, chicken pox, etc. 

 
13. If an antibiotic has been given for an ear infection, wait 24 hours before sending your 

child back to camp. 
 

14. Mouth sores associated with drooling (in children unable to control oral secretions), 
fever, and poor appetite.  

 
Keeping children home from camp when ill prevents the spread of disease. 





BIKING ONLY
IMPORTANT - PLEASE READ CAREFULLY BEFORE SIGNING  L-97 

RELEASE OF LIABILITY AND COVENANT NOT TO SUE   
 
 
 In consideration of Whitewater Challengers, Inc. furnishing services and /or equipment to enable me to participate in 
bicycling activities, I agree as follows: 
 I fully understand and acknowledge that: (a) risks and dangers exist in my use of biking equipment and my participation in 
biking activities; (b) my participation in biking activities and/or use of biking equipment may result in injury or illness including but 
not limited to bodily injury, disease, strains, fractures, partial and/or total paralysis, death or other ailments that could cause serious 
disability; (c) these risks and dangers may be caused by the negligence of the owners, employees, officers or agents of Whitewater 
Challengers, Inc., or the Commonwealth or Pennsylvania, the negligence of the participants, the negligence of others, accidents, 
breaches of contract, the forces of nature or other causes.  These risks and dangers may arise from foreseeable or unforeseeable 
causes; and (d) by my participation in biking activities and/or use of biking equipment, I hereby assume all risks and dangers and all 
responsibility for any losses and/or damages, whether caused in whole or in part by the negligence or other conduct of the owners, 
agents, officers, or employees of Whitewater Challengers, Inc., the Commonwealth of Pennsylvania, or by any other person. 
 I, on behalf of myself, my personal representatives and my heirs hereby voluntarily agree to release, waive, discharge, hold 
harmless, defend and indemnify Whitewater Challengers, Inc., the Commonwealth of Pennsylvania, and their owners, agents, officers 
and employees from any and all claims, actions or losses for bodily injury, property damage, wrongful death, loss of services or 
otherwise which may arise out of my use of biking equipment, or my participation in biking activities.  I specifically understand that I 
am releasing, discharging and waiving any claims or actions that I may have presently or in the future for the negligent acts or other 
conduct by the owners, agents, officers, or employees of Whitewater Challengers, Inc., and the Commonwealth of Pennsylvania.  Any 
claims or disputes arising from my participation in Whitewater Challengers, Inc. activities or use of Whitewater Challengers, Inc. 
equipment shall be venued in Luzerne County Supreme Court of the state of PA, or in the justice court of the town of Wilkes Barre. 
  I have been advised by Whitewater Challengers (a) that helmets are available and are provided for participants at no 
additional charge; (b) that for participants under 18 years of age, helmets are required and must be worn at all times while bicycling; 
and (c) that helmets are strongly recommended for all participants in bicycling activities.  I am not now under the influence of alcohol 
or controlled substance, and agree not to carry, use or consume these substances before or during the course of today’s activities.   
 I am in good health and am at least 10 years of age.  I understand that strenuous physical exertion may be required and have 
no known physical disabilities or health problems which will present any risk to my participation in biking.  I permit the use of any 
photos, slides, films or sketches of me taken during the day’s activities for publicity, advertising, promotion or other commercial 
purpose.  The above agreement shall be binding on my heirs, successors, assigns, administrators and executors. 
 I HAVE READ THE ABOVE WAIVER AND RELEASE AND BY SIGNING IT AGREE.  IT IS MY INTENTION TO 
EXEMPT AND RELIEVE WHITEWATER CHALLENGERS, INC., AND THE COMMONWEALTH OF PENNSYLVANIA, 
FROM LIABILITY FOR PERSONAL INJURY, PROPERTY DAMAGE OR WRONGFUL DEATH CAUSED BY NEGLIGENCE 
OR ANY OTHER CAUSE. 
 
Name (Please print clearly)_____________________________________________________________________________________ 
 
Address _______________________________________________City _______________________State________Zip___________ 
 
Trip Date ________________________Age________Signed__________________________________________________________ 
 
Email Address ______________________________________________________________________________________________ 
 
Signature of Parent or Guardian (if  under age 18)___________________________________________________________________ 
 
HELMETS ARE REQUIRED for participants under age 18; strongly recommended for all others.  Please initial appropriate box: 
 

9 I am under 18 years of age and will adhere to Whitewater Challengers’ requirements to wear 
 a helmet while bicycling. 

9 I am 18 years or older and agree to wear a helmet while bicycling. 

9 I am 18 years or older and have declined to wear a helmet while bicycling. 
 
DO NOT LOSE - PLEASE GIVE COMPLETED FORM TO YOUR GROUP LEADER 



L-05 RELEASE OF LIABILITY – READ BEFORE SIGNING     -  LEHIGH RIVER ONLY  
 
In consideration of being allowed to participate in any way in the Whitewater Challengers program, its related events and activities, 
I, (print name:                                                                         ), the undersigned, acknowledge, appreciate, and agree that: 
 
1. The risk of injury from the activities involved in this program is significant, including the potential for permanent paralysis and death, and 

while particular skills, equipment, and personal discipline may reduce this risk, the risk of serious injury does exit; and, 
 
2. I KNOWINGLY AND FREELY ASSUME ALL SUCH RISKS, both known and unknown, EVEN IF ARISING FROM THE NEGLIGENCE 

OF THE RELEASEES or others, and I assume full responsibility for my participation; and, 
 
3. I willingly agree to comply with the stated and customary terms and conditions for participation.  I understand that I must wear shoes or 

booties, and an approved personal flotation device at all times while rafting.  I am in good health, I understand that physical exertion 
may be required, and I have no known physical disabilities or health problems that will present any risk to my participation in the 
program.  If I observe any unusual significant hazard during my presence or participation, I will remove myself from participation and 
bring such to the attention of the Company immediately; and, 

 
4. I permit the use of any photos, slides, film, or sketches of me taken during the day’s activities for publicity, advertising, promotion or 

other commercial purpose; and 
 
5. I, for myself and on behalf of my heirs, assigns, personal representatives and next of kin, HEREBY RELEASE, INDEMNIFY, AND 

HOLD HARMLESS WHITEWATER CHALLENGERS, their owners, officers, officials, agents and/or employees, other participants, 
licensors, licensees, subcontractors, affiliates, sponsoring agencies, sponsors, advertisers, and, if applicable, owners and lessors of 
premises used for the activity (hereinafter “Releasees”), WITH RESPECT TO ANY AND ALL INJURY, DISABILITY, DEATH, or loss or 
damage to person or property associated with my presence or participation, WHETHER ARISING FROM THE NEGLIGENCE OF THE 
RELEASEES OR OTHERWISE, to the fullest extent permitted by law; and 

 
6. Any claims or disputes arising from my participation in this program shall be venued in the Luzerne County Court in the town of Wilkes 

Barre, PA or in the Supreme Court of the State of Pennsylvania. 
 
I HAVE READ THIS RELEASE OF LIABILITY AND ASSUMPTION OF RISK AGREEMENT, FULLY UNDERSTAND ITS TERMS, UNDERSTAND THAT I 
HAVE GIVEN UP SUBSTANTIAL RIGHTS BY SIGNING IT, AND SIGN IT FREELY AND VOLUNTARILY WITHOUT ANY INDUCEMENT. 
 
X___________________________________________________________Age:__________Date Signed:________________Trip Date:_________________  
                 PARTICIPANT’S SIGNATURE 
 
Name (Please print clearly)              
Street and Apt. Address               
City            State   Zip 

             
 Email 

            
 
 FOR PARENTS/GUARDIANS OF PARTICIPANTS OF MINORITY AGE     (Under  age 18 at time of registration) 
 
This is to certify that I, as parent/guardian with legal responsibility for this participant, do consent and agree to his/her release as provided above of all the 
Releases, and, for myself, my child and our heirs, assigns, and next of kin, I release and agree to indemnify and hold harmless the Releasees from any and all 
liabilities incident to my minor child’s involvement or participation in these programs as provided above, EVEN IF ARISING FROM THE NEGLIGENCE OF THE 
RELEASEES, to the fullest extent permitted by law. 
 
X___________________________________________  _________________________________________Date Signed: ___________________________ 
   PARENT/GUARDIAN’S SIGNATURE (if under 18)                     (Print Name)        



ADIRONDACK EXTREME ADVENTURE COURSE LLC.
ACKNOWLEDGEMENT AND WAIVER OF RISK

I herby acknowledge that I understand the risk of injuries and physical demands which are associated with my
participation in the Adirondack Extreme Adventure Course, LLC.  I understand that this is an elevated course with
many challenges which are also called “games”.  I understand that I will be in a safety harness which I am required
to wear for the entire course and I will have two safety lines which I will be required to fasten and unfasten to the
main safety lines as I make my way along the course.  I agree that at all times I will keep at least one safety line
attached to the main safety line.

I understand that I need physical strength and stamina to participate in the Adirondack Extreme Adventure Course
LLC.  I understand that if I lack the strength to participate in the course I am putting myself at risk for injury.  I
agree that I will call for help if I am in need of assistance.  I agree that if it is determined by a staff member that I am
unfit to continue participation in the course because I lack the physical strength to complete the course, because I am
not following instructions or for any other valid reason I will be asked to leave the course.  I understand that I will
not be entitled to a refund of fees paid.

I understand that the safety lines which will be attached to my harness are approximately 28 inches long and that if I
were to lose my footing along the course I could fall the length of the safety line.  I understand that if I fall and am
unable to easily get back on the course I will call for help and wait for a staff member to assist me in my descent
from the course.

I understand that I could sustain a physical injury as a result of my participation in the Adirondack Extreme
Adventure Course, LLC.  I will be in a natural setting where I could fall, suffer heat stroke, be struck by a tree or be
injured as a result of coming in contact with elements of the course.  Understanding these risks I choose to
participate in the Adirondack Extreme Adventure Course, LLC.

I acknowledge that Adirondack Extreme Adventure Course, LLC is not responsible for any personal items, left in
the care of staff or not, which are lost, stolen or damaged.

I agree to cover the cost repair or replacement if I damage or lose any of the loaned equipment.

I agree that Adirondack Extreme Adventure Course, LLC and TreeGo Canada and its licensees are allowed to use
any video images or photographs in which I appear for advertising.

I have read and understand all the terms and conditions stated in this form and voluntarily agree to take part in
activities.  Participants under 16 must have the signature of an adult.

I will follow these rules:

1. I will only participate if I am physically fit and am not under the influence of alcohol or medication.
2. I will participate in the demonstration course.
3. I will follow the instructions of the staff.
4. I will keep at least one of my safety lines attached to the main safety line at all times.
5. If I fall during the course I will call for help and wait for a staff member to assist me.
6. I will not walk under the course.  I will stay on the marked trails when I am on the ground.
7. I will wear appropriate footwear, not sandals.
8. Participants under 16 must stay with their adult companion at all times.  They can not complete the course

if their adult companion stops the course.
9. Long hair must be tied back.
10. No clothing may be tied around the waist or otherwise be too loose that it could become caught on the

equipment.
11. All supplied equipment will be returned immediately after its use.  Other customers are waiting to use it.
12. All participants should make a stop at the restrooms before going through the course.



ADIRONDACK EXTREME ADVENTURE COURSE LLC.
ACKNOWLEDGEMENT AND WAIVER OF RISK

I have read the Release Agreement above, and I agree to be bound by its terms.

Dated this _____________________ day of ___________, 20________
(Day)  (Month)       (Year)

________________________ _____________________ _________________
Participant Signature (Print Participant Street) Signature of Witness

_____________________
(Print Participant State/Prov.)

_______________________ _____________________ __________________
Print Participant Name (Print Participant Zip Code) Print Witness Name

Underage Participant – I confirm that I am the full age of nineteen years, and that I am the legal parent or guardian
of the participant noted above, have read and understood this Release Agreement prior to signing it and agree that
this Release shall be effective and binding upon my heirs, next of kin, executors, administrators, and assigns.  The
Participant and I willingly accept all the risks of the Participant’s Activities including without limitation the risks
described above and the possibility of personal injury, death, property damage or loss resulting there from.

__________________________ _________________________ __________________
Signature of Parent or Guradian Print Parent Name or Guardian Print Participant Name



SKYVENTURE  NEW HAMPSHIRE  RELEASE AND WAIVER OF LIABILITY 
 

  

 

 

 
 

PLEASE READ THIS DOCUMENT CAREFULLY.  BY SIGNING IT, YOU ARE GIVING UP LEGAL RIGHTS.  
In consideration for being permitted in SKYVENTURE and related activities (collectively, “activities”)  

NAME: _________________________________________________________________________________________________________  

ADDRESS: _______________________________________________________________________________________________________  

CITY, STATE, ZIP: ________________________________________________________________________________________________  

PHONE: _________________________________________ EMAIL: ________________________________________________________  

Conducted by SkyVenture New Hampshire LLC., I _____________________________________________hereby agree as follows: 

Print Name of Adult Participant / Legal Guardian 

I ACKNOWLEDGE THAT I HAVE CAREFULLY READ THIS WAIVER AND RELEASE AND FULLY UNDERSTAND THAT IT 
IS A RELEASE OF ALL LIABILITY AND A WAIVER OF ANY RIGHT THAT I MAY HAVE ON BEHALF OF MYSELF 
AND/OR MY CHILD/WARD TO BRING A LEGAL ACTION OR ASSERT A CLAIM FOR INJURY OR LOSS OF ANY KIND 
AGAINST SKYVENTURE NEW HAMPSHIRE, LLC. IF ANY ATTEMPT FOR CLAIM IS MADE, I UNDERSTAND I WILL BE 
RESPONSIBLE FOR ALL DEFENSE COSTS INCURRED BY SKYVENTURE, LLC/ SKYVENTURE NEW HAMPSHIRE LLC/ 
AND VENTURE PROPERTIES, LLC.  

ASSUMPTION OF RISK:    I agree that I am and/or my child/ward is voluntarily participating in the activities offered by SKYVENTURE 
including but not limited to, the use of the equipment, facilities, and premises.  I am assuming, on behalf of myself and/or my child/ward, all 
risk of personal injury, death or disability to me and/or my child/ward that might result from said participation, or any damage, loss or theft of 
any personal property which I or my child/ward may incur. I understand that the SKYVENTURE facility with vertical winds of up to 200 
miles per hour is a skydiving and freefall simulator and that it has inherent risks. I understand and accept the above risks of bodily injury 
related to this activity._____________________(Initial of Adult Participant / Legal Guardian)  

__________________________________________    __________  ____________________________________    __________ 
Signature of Adult Participant / Legal Guardian            Date   Employee/Witness      Date  

__________________________________________    __________  ____________________________________    __________ 
Name of Youth Participant     Age   Name of Youth Participant       Age  

I expressly release and discharge Releasees from any and all liability, claims, demands or causes of action whatsoever arising out of any 
damage, loss, personal injury or death to me and/or my child/ward, while participating in any of the activities, including without limitation, 
use of the vertical wind tunnel, receiving instruction, strenuous bodily movement, and exposure to extreme wind conditions.  This release is 
valid and effective whether the damage, loss or death is a result of any act or omission on the part of any of Releasees or from any other 
cause. This Waiver and Release of all liability includes, without limitation, injuries, illness, or accidents, which may occur as a result of (a) 
use of the facility or its improper maintenance, (b) use of any equipment which may malfunction or break, (c) improper maintenance of any 
equipment, (d) instruction or supervision, or (e) slipping and falling while in the facility or on the surrounding premises. I understand that I 
voluntarily give up my right to sue the above mentioned parties. ____________________(Initial of Adult Participant/ Legal Guardian)   

RELEASE OF LIABILITY:  I agree on behalf of myself and/or my child/ward and my/their personal representative, successors, heirs, and 
assigns to hold SkyVenture New Hampshire, LLC and its affiliates, instructors, officers, directors, agents, employees, designers, licensors, and 
members, as well as the property owner and tenants of the property and the owners, manufacturers and installers of the equipment comprising the 
SKYVENTURE Facility (collectively, the “Releasees”) harmless from any and all claims or causes of action arising out of my and/or my 
child’s/ward’s participation in the SKYVENTURE Facility.  

I further grant the SkyVenture New Hampshire, LLC. the right to photograph, videotape, and/or record me and/or my child/ward and to use 
my and/or my child’s/ward’s name, face, likeness, voice and appearance in connection with exhibitions, publicity, advertising, and 
promotional materials without reservation or limitation.  

I have read the above, been given the opportunity to ask questions, considered its effects, understand its content, and agree to the 
terms as stated above.  

__________________________________________    __________  ____________________________________    __________ 
Signature of Adult Participant / Legal Guardian           Date   Employee/Witness      Date  

IF PARTICIPANT IS UNDER EIGHTEEN (18) 
I have read the above, been given the opportunity to ask questions, considered its effects, understand its content, and agree, on behalf 
of myself and my child/ward, to the terms as stated above.  I will further indemnify the Releasees against any damagees incurred as a 
result of any action by my child/ward including attorney’s fees and costs.  

__________________________________________    __________  ____________________________________    __________ 
Name of Youth Participant     Age   Name of Youth Participant       Age  



Lazerland of LI Participant Waiver 
   
Participant’s Name ___________________________________________________  
        
Parent’s/Guardian’s Name       ____________________________________________  

   
The participant wishes to participate in:  

                              ___ Laser Tag    ___ Dodgeball    ___ Bouncey Fun Express Train Station    ___Junior Sports  
   

  As a participant, I:  
       A.        Acknowledge that participation in the activities selected above involves physical activity and/or the use of equipment apparatus and facilities that  could result in 

injury to the participant. The participant assumes full responsibility for any injuries or damages which may occur to or be caused by the participant in, on, or about 
Lazerland of LI’s premises or as a result of participation in any of the activities at Lazerland of LI, from whatever cause, including, without limitation, the negligence of 
Lazerland of LI, its owners, employees, agents, customers, invitees or visitors, and releases, discharges, and agrees to indemnify and hold harmless Lazerland of LI, its 
owners, employees, and agents from and against all loss, liability and expense present or future, whether or not known or anticipated, arising out of or resulting from, 
directly or indirectly, the participant’s presence at Lazerland of LI’s premises, use or intended use of or participation in any of the games featured, offered or conducted at 
Lazerland of LI, use or intended use of Lazerland of LI’s premises, facilities, and/or use or intended use or any equipment or apparatus related thereto. The undersigned 
has read and understands the foregoing waiver. The undersigned acknowledges that if he/she is under 21 years of age, he/she has discussed the terms and conditions of 
this waiver with his/her parents or legal guardians and has each such parent’s or legal guardian’s consent to his/her signing this waiver and to the provisions, agreements, 
terms and conditions of this waiver.  

       B.        Agree to play the activities according to the rules and instructions given to me by any members of Lazerland of LI’s staff. I acknowledge that Lazerland of LI 
accepts no responsibility for any act or anything done by me which is not in accordance with the rules and instructions of Lazerland of LI.  

       C.       Accept full responsibility for any damage to the Lazerland of LI premises, facilities, and/or equipment caused by me.  
       D.       Agree to inform a member of the Lazerland of LI staff of any medical condition or treatment that I have, prior to participating in any activity at Lazerland of LI. 
                        E.                   The participant (s) are 6 years of age or older     

      

ature of participant (Or parent or legal guardian):__________________ Date Signed: ___________________  
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