
DEAF/KODA PROGRAM FORMS CHECKLIST 
Please find the forms at www.campmark7.org under the specific program. 

*This is subject to change.
Forms due by May 1st

Done by parents/guardians: 

General Camper Form 

Copy of front/back of the child’s insurance card (please do this separately for each 
camper/siblings) 
Copy of Immunization Records. Please attach a photocopy of your child’s immunization records 
to this form. The NYS Dept. of Health requires a complete record of all immunizations received prior 
to attending CM7. We require dates of the following immunizations: COVID, Tetanus, DPT, Polio, 
Measles, Mumps, Haemophilius Influenza type A and type B, Hepatitis B, Rubella, and a 
vaccine or the date of the following diseases: Chicken Pox and German Measles. 

NYSDOH Meningococcal Disease & Form - required by New York State: 
Meningitis Vaccination Form. This must be filled out by parent/guardian even if your child is not 
old enough. Please fill out & sign page 3 only. You keep page 1 and 2.  

Permissions/Authorizations 

Code of Conduct: Campers should read this with their parents to ensure the safety for all. 

Transportation Form (ONLINE): Transportation Form This must be filled out online to coordinate the 
safety of all campers. For all arrivals/departures from/to Syracuse Airport or Utica train/bus Station, please 
ensure that campers: Arrivals between 10 AM-4 PM & departures between 9 AM-12 PM. 

Medical Form: This must be filled out by and signed by a physician. If your child has already had a 
physical less than a year ago from the start date of the program, you need to ask your child’s 
physician to fill this form out. Medical form must be done within 12 months from the camp program 
starting date. ** PLEASE MAKE SURE IT IS SIGNED AND DATED! ** 

Full payment due by June 1st for all children programs 
Monthly payment plans are accepted as long as it is paid in full by the due date for the program. 

Additional information: 
• All this is subject to change. Stay connected with CM7 for latest updates!
• Children’s Camps in NY: Required by the New York State Department of Health to send this to our

campers https://www.health.ny.gov/publications/3601.pdf
• Camp Newsletter emailed to parents/guardians prior to start of camp
• Important Dates to know:

o Registration/Arrival Day: Sunday 1-4 PM (no early arrivals allowed)
o Parents Night: TBA
o Departure Day: Campers and parents must depart by 12 PM

Please fill out and scan the forms.  
Email the forms to registrar@campmark7.org. 

Please email each camper (sibling) separately 
and identify the name of camper in email. 

Rev. 12/2023 













MEDICAL FORM CAMP MARK SEVEN 
FILLED OUT BY PHYSICIAN ONLY 144 MOHAWK HOTEL RD OLD FORGE NY 13420 

/��s�f 

Name: ___________________________ _ Male Female 
First Middle 

Birth Date _______ _ 
Month/Date/Year 

Hearing 

Last 

Deaf Hard of Hearing 

OLD FORGE, NY DATE OF EXAMINATION: ________ _ 

MEDICAL HISTORY 

GENERAL ALLERGIES DISEASES OTHER 

Ear Infections Hay Fever Chicken Pox Usher's Syndrome 

Rheumatic Fever Poison Ivy, etc. Measles Paralysis 

Convulsion/Seizures Insect Stings German Measles Fears 

Diabetes Penicillin Mumps Operations 

Behavior/Emotional Disorders Food: Asthma ADD/ADHD 

Sleepwalking Medicine: Heart Condition Learning Disabilities 

Hearing Loss Other: Other: Bedwetting 

Other: Other: Other: Autism 

PLEASE PROVIDE DETAILS TO QUESTIONS ASKED BELOW: 

Operations or serious injuries (dates?)-----------------------------------

Chronic or recurring illnesses? --------------------------------------

Describe any items marked above:--------------------------------------

STANDING ORDERS 

These medications, stocked in the Infirmary, are used to 

help manage common illnesses or injury concerns and 

dispensed as directed via medical protocols signed by the 

Camp's medical staff. Medical personnel: Cross out these 

items camper should not be given. 

A & D ointment 

Acetaminophen 

Afterbite Lotion 

Aloe 

Anti-diarrhea medication 

Antifungal Ointment 

Aura dri 

Bacitracin ointment/spray 

Camphophenique 

Caladryl Lotion 

Cough Syrup (Robitussin) 

Claritin 

Cepecal 

Cream Antiseptic Spray 

Diphenhydramine 

Emetrol 

Eye Wash 

Eye Drops 

GasX 

Guaifenesin 

Hibiclens 

Hydrocortisone Cream 

Hydrogen Peroxide 

Ibuprofen 

Ivy Dry 

Kaopectate 

Lopermide 

Lozenges/Cetacine Spray 

Milk of Magnesia 

MuscleRub 

Neosporin Ointment 

Nix 

Pepto-Bismol 

Pseudoephredine 

Rubbing alcohol 

Solercaine 

Tinactin 

Tums 

Triple Antibiotic 

Zyrtec 

PHYSICAL EXAMINATION 

Height: Weight: Blood Pressure: 

Pulse: Respiration: Head: 

Eyes: Glasses: Ears: 

Nose & Mouth: Throat: Chest: 

Lungs: Heart: Teeth: 

Abdomen: Hernias: Musculoskeletal: 

Extremities: Skin: Lymphatic: 

Neurological: Development: Other: 

GIRLS ONLY: Has she menstruated? □ Yes □ No

IMPRESSION: 

MISCELLEANOUS 

DIET & NUTRITION: □ Eats a regular diet □ Has a medically prescribed meal 

or dietary restrictions: (describe below or attach note) 

MEDICATIONS: □ No daily medications □ Will take the following prescribed

medication(s) while at camp: (name, dose, frequency- describe below or 

attach note) 

OTHER TREATMENTS/THERAPIES TO BE CONTINUED AT CAMP: (describe below 

or attach note) 

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

If you answered "Yes" to the question above, what do you recommend? (attach additional information if needed) 

It is my opinion that the camper is physically and emotionally fit to participate in an active program (except as noted above.) Date; ______ _ 

Licensed Provider Print Name: _____________ Signature: _________ _ Title:-----------

Office Address: 

Telephone: ____________ _ 


	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box8: Off
	#1 Parent / Guardian Name: 
	Phone1: 
	Work Phone1: 
	#2 Parent / Guardian Name: 
	Phone_2: 
	Work Phone2: 
	Name: 
	Phone_3: 
	Physicians Name: 
	Primary Insured: 
	Group ID: 
	Policy Number: 
	Insurance Company phone number: 
	Dietary Restrictions Please be specific  None Indicate any dietary restrictions your child has  ex vegetarian lactoseintolerant etc: 
	Allergies please indicate any allergies your child has  None: 
	Text-Name1: 
	Address/City/State/Zip: 
	Text1: 
	Text2: 
	Relationship: 
	Text 3: 
	Phone4: 
	Insurance Company: 
	Fax Phone: 
	Check Male: Off
	Check Female: Off
	Check Dietary-None: Off
	Check None-Allergy: Off
	Check Yes: Off
	Check No: Off
	Check Mountain Trail Hike: Off
	Check Lawn Games: Off
	Check Tubing: Off
	Check Overnight Camp: Off
	Check Waterpark: Off
	Check Canoeing: Off
	Check Volleyball: Off
	Check Basketball: Off
	Check Swimming: Off
	Check Deaf: Off
	Check Hard of Hearing: Off
	Check-Hearing: Off
	Check Yes2: Off
	Check No2: Off
	Date received: 
	Signed: 
	Date: 
	Date of Birth: 
	ParentGuardians Email Address optional: 
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Camper Name print only: 
	Parent or Guardian Name print only: 
	Date_2: 
	Date_3: 
	Date_4: 
	Date_5: 
	Signature2_es_:signer:signature: 
	Signature3_es_:signer:signature: 
	Signature4_es_:signer:signature: 
	Signature5_es_:signer:signature: 
	Date_1: 
	Check Deaf Teen_es_:signature: Off
	Check Deaf Youth_es_:signature: Off
	Check KODA Teen_es_:signature: Off
	Check KODA Youth_es_:signature: Off
	CAMPER PRINT NAME: 
	DATE: 
	PARENTGUARDIAN PRINT NAME: 
	DATE_2: 
	Signature47_es_:signer:signature: 
	Signature48_es_:signer:signature: 
	Camper's Name: 
	Mailing Address: 
	Name1: 
	Birth Date: 
	DATE OF EXAMINATION: 
	Operations or serious injuries dates: 
	Chronic or recurring illnesses: 
	Describe any items marked above: 
	Lymphatic: 
	Date2: 
	Licensed Provider Print Name: 
	Title: 
	Office Address: 
	Telephone: 
	Signature1_es_:signer:signature: 
	Hearing: Off
	Deaf: Off
	Hard of Hearing: Off
	Male: Off
	Female: Off
	Ear Infectins: Off
	Rheumatic Fever: Off
	Convulsion Seizures: Off
	Check Box7: Off
	Behavior Emotional Disorders: Off
	Sleepwalking: Off
	Hearing Loss: Off
	Other 1: Off
	Hay Fever: Off
	Poison Ivy, etc: Off
	Insect Stings: Off
	Penicillin: Off
	Food: Off
	Medicine: Off
	Other 2: Off
	Other 3: Off
	Chicken Pox: Off
	Measles: Off
	German Measles: Off
	Mumps: Off
	Asthma: Off
	Heart Condition: Off
	Other 4: Off
	Other 5: Off
	Usher's Syndrome: Off
	Paralysis: Off
	Fears: Off
	Operations: Off
	ADD ADHD: Off
	Learning Disabilites: Off
	Bedwetting: Off
	Autism: Off
	Other 1-2: 
	Other 2-2: 
	Other3-2: 
	Other 4-2: 
	Other 5-2: 
	Food 2: 
	Medicine 2: 
	Height: 
	Pulse: 
	Eyes: 
	Nose & Mouth: 
	Lungs: 
	Abdomen: 
	Extremities: 
	Neurological: 
	Weight: 
	Respiration: 
	Glasses: 
	Throat: 
	Heart: 
	Hernias: 
	Skin: 
	Development: 
	Blood Pressure: 
	Head: 
	Ears: 
	Chest: 
	Teeth: 
	Musculoskeletal: 
	Other 6-2: 
	Yes: Off
	No 1: Off
	Impression: 
	Eats a regular diet: Off
	Has a medically prescribed meals: Off
	No daily medications: Off
	Will take the following prescribe: Off
	Diet & Nutrition Describe: 
	Medications describe: 
	Other Treatment Therapies to be continue at camp - describe: 
	No 3: Off
	Yes 3: Off
	Yes - recommend: 


