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�ĞĂƌ�WĂƌĞŶƚƐ͕ 

KŶĞ�ŽĨ�ŽƵƌ�ŵŽƐƚ�ŝŵƉĂĐƞƵů�ĞǆƉĞƌŝĞŶĐĞƐ�ŽĨ�ƚŚĞ�ǇĞĂƌ�ŚĂƐ�ĐŽŵĞ�ƵƉŽŶ�ƵƐ͗�Ă�ǁĞĞŬ�ĂǁĂǇ�Ăƚ�,ĂƌǀĞǇ��ĞĚĂƌƐ�
�ŝďůĞ��ŽŶĨĞƌĞŶĐĞ͘��EŽǁ͕�/�ŚĂǀĞ�ƐƉĞŶƚ�Ăƚ�ůĞĂƐƚ�ŽŶĞ�ǁĞĞŬ�ĂůŵŽƐƚ�ĞǀĞƌǇ�ƐƵŵŵĞƌ�ƐŝŶĐĞ�ϮϬϬϯ�Ăƚ�,����
;ĂŶĚ�ŝŶ�ƌĞĐĞŶƚ�ǇĞĂƌƐ͕�ŵŽƌĞ�ƚŚĂŶ�ŽŶĞ�ǁĞĞŬͿ͘���ŶĚ�ĞǀĞƌǇ�ƟŵĞ͕�ǁŝƚŚŽƵƚ�ĨĂŝů͕�'ŽĚ�ŚĂƐ�ǁŽƌŬĞĚ�ŝŶ�ŵǇ�ůŝĨĞ͘�
EŽƚ�ďĞĐĂƵƐĞ�/�Ăŵ�ĂŶ�ĞƐƉĞĐŝĂůůǇ�ŚŽůǇ�ƉĞƌƐŽŶ͕�Žƌ�ďĞĐĂƵƐĞ�/�ŚĂǀĞ�ƐŽŵĞ�ĞǆƚƌĂ-ƐƉĞĐŝĂů�ĐŽŶŶĞĐƟŽŶ�ƚŽ�'ŽĚ͕�
ďƵƚ�ďĞĐĂƵƐĞ�ƚŚĞ�ǁĞĞŬ-ůŽŶŐ�ĞǆƉĞƌŝĞŶĐĞ�Ăƚ�,����ƌĞŵŽǀĞƐ�ƵƐ�ĨƌŽŵ�ŽƵƌ�͞ŶŽƌŵĂů͟�ůŝǀĞƐ�ĂŶĚ�ĨŽĐƵƐĞƐ�
ŝŶƚĞŶƚůǇ�ŽŶ�ŽƵƌ�ƌĞůĂƟŽŶƐŚŝƉ�ǁŝƚŚ�'ŽĚ͘ 

�ŽŶƚƌĂƌǇ�ƚŽ�ƉŽƉƵůĂƌ�ďĞůŝĞĨ͕�ƐƉĞŶĚŝŶŐ�ƟŵĞ�ǁŝƚŚ�'ŽĚ�ŝƐ�ŶŽƚ�ũƵƐƚ�ĂďŽƵƚ�
ƌĞĂĚŝŶŐ�ƚŚĞ��ŝďůĞ�ĂŶĚ�ƉƌĂǇŝŶŐ�ĞǀĞƌǇ�ĚĂǇ͘���ƵƌŝŶŐ�ƚŚŝƐ�ǁĞĞŬ�ŽĨ�ĐĂŵƉ͕�
ƐƚƵĚĞŶƚƐ�ǁŝůů�ďĞ�ĞŶŐĂŐĞĚ�ŝŶ�ĂĐƟǀŝƟĞƐ�ůŝŬĞ�ƐŝŶŐŝŶŐ͕�ĚĂŶĐŝŶŐ͕�ŐĂŵĞƐ͕�
ƐƉŽƌƚƐ͕�ƐǁŝŵŵŝŶŐ͕�ĂŶĚ�ĞƐƉĞĐŝĂůůǇ�ŐŽŝŶŐ�ƚŽ�ƚŚĞ�ďĞĂĐŚ�–�Ăůů�ŽĨ�ǁŚŝĐŚ�
ǁŝůů�ĚŝƌĞĐƚ�ƚŚĞŵ�ƚŽ�'ŽĚ͘��tĞ�ƉĂƌƟĐŝƉĂƚĞ�ŝŶ�ŵŽƌŶŝŶŐ�ĚĞǀŽƟŽŶƐ�ĂŶĚ�
ǁŽƌƐŚŝƉ�ĂĐƟǀŝƟĞƐ͕�ĂŶĚ�ǁĞ�ĚĞǀŽƚĞ�ĞǀĞŶ�ŵŽƌĞ�ƟŵĞ�ƚŽ�ŚĞĂƌŝŶŐ�ĨƌŽŵ�
'ŽĚ͛Ɛ�tŽƌĚ�ĂŶĚ�ǁŽƌƐŚŝƉƉŝŶŐ�,ŝŵ�ŝŶ�ƚŚĞ�ĞǀĞŶŝŶŐ͘��hŶůŝŬĞ�ŽƵƌ�ƚǇƉŝĐĂů�
ŚŽŵĞ�ƌŽƵƟŶĞ͕�ĞǀĞƌǇ�ĚĂǇ�Ăƚ�,����ŝƐ�ƉĂĐŬĞĚ�ǁŝƚŚ�ĂĐƟǀŝƟĞƐ�ƚŽ�ĨŽĐƵƐ�
ŽƵƌ�ĂƩĞŶƟŽŶ�ŽŶ�ŽƵƌ�>ŽƌĚ͘� 

dŚƌŽƵŐŚŽƵƚ�ƚŚĞ�ƉĂƐƚ�ǇĞĂƌ͕�/�ŚĂǀĞ�ďĞĞŶ�ŵĞĞƟŶŐ�ǁŝƚŚ�ƚŚĞ�ƉĂƐƚŽƌƐ�ĨƌŽŵ�ĞĂĐŚ�ŽĨ�ƚŚĞ�ĐŚƵƌĐŚĞƐ�ŝŶǀŽůǀĞĚ�
ŝŶ�ƚŚŝƐ�ǁĞĞŬ�Ăƚ�,����ƚŽ�ƉůĂŶ�ŽƵƚ�ĂŶ�ĂǁĞƐŽŵĞ�ĐĂŵƉ�ĞǆƉĞƌŝĞŶĐĞ͘��tĞ͛ǀĞ�ƐƉĞŶƚ�Ă�ĐŽŶƐŝĚĞƌĂďůĞ�ĂŵŽƵŶƚ�
ŽĨ�ƟŵĞ�ŝŶ�ƉƌĂǇĞƌ�ĂŶĚ�ƉƌĞƉĂƌĂƟŽŶ�ƚŽ�ĞŶƐƵƌĞ�ƚŚĂƚ�ƚŚŝƐ�ǁĞĞŬ�ǁŝůů�ďĞ�ďŽƚŚ�ĨƵŶ�ĂŶĚ�ŝŵƉĂĐƞƵů�ĨŽƌ�ƚŚĞ�
ƐƚƵĚĞŶƚƐ͘��dŚŝƐ�ǁĞĞŬ�ŚĂƐ�ƚŚĞ�ƉŽƚĞŶƟĂů�ƚŽ�ĐŚĂŶŐĞ�ƚŚĞ�ƚƌĂũĞĐƚŽƌǇ�ŽĨ�ǇŽƵƌ�ƐƚƵĚĞŶƚƐ͛�ůŝǀĞƐ�ĨŽƌĞǀĞƌ͕�ƐŽ�
ƉůĞĂƐĞ�ďĞ�ƉƌĂǇŝŶŐ�ĨŽƌ�ƚŚĞŵ�ĂŶĚ�ĨŽƌ�ƚŚĞ�ůĞĂĚĞƌƐ�ƚŚĂƚ�ƚŚŝƐ�ǁĞĞŬ�ǁŽƵůĚ�ďƌŝŶŐ�ƚŚĞŵ�ĐůŽƐĞƌ�ƚŽ�'ŽĚ�ƚŚĂŶ�
ƚŚĞǇ�ŚĂǀĞ�ĞǀĞƌ�ďĞĞŶ�ďĞĨŽƌĞ͘��dŚĂŶŬ�ǇŽƵ�ƐŽ�ŵƵĐŚ�ĨŽƌ�ĂůůŽǁŝŶŐ�ǇŽƵƌ�ƐƚƵĚĞŶƚ;ƐͿ�ƚŽ�ďĞ�Ă�ƉĂƌƚ�ŽĨ�ƚŚŝƐ�
ĂŵĂǌŝŶŐ�ĞǆƉĞƌŝĞŶĐĞ͊ 

DŝĐŚĂĞů�^ƉĂƚǌ 
�ŝƌĞĐƚŽƌ�ŽĨ�^ƚƵĚĞŶƚ�DŝŶŝƐƚƌŝĞƐ 
&ŝƌƐƚ��ĂƉƟƐƚ��ŚƵƌĐŚ�DĞƚƵĐŚĞŶ 

+LJK 
6FKRRO 

0LGGOH 
6FKRRO 



���� 

 

&KZ�W�Z�Ed^�Ε� 
 Ă�͞&ƌŝĚŐĞ�WĂŐĞ͟�ƚŚĂƚ�ĐŽŶƚĂŝŶƐ�ǀŝƚĂů�ŝŶĨŽƌŵĂƟŽŶ�Ăƚ�Ă�ŐůĂŶĐĞ͘ 
 
 
 
 
 
 
 
 

zŽƵƌ�ƌŽůĞ�ŝŶ�ŚĞůƉŝŶŐ�ǇŽƵƌ�ƐƚƵĚĞŶƚ;ƐͿ�ƉƌĞƉĂƌĞ�ĨŽƌ�ĐĂŵƉ�ŝƐ�ĞƐƐĞŶƟĂů͘������
zŽƵ�ĐĂŶ�ĚŽ�ƚŚŝƐ�ďǇ͗ 

 

· ZĞǀŝĞǁŝŶŐ�Ăůů�ƚŚĞ�ŝŶĨŽƌŵĂƟŽŶ�ŝŶ�ƚŚŝƐ�ƉĂĐŬĞƚ�ǁŝƚŚ�ǇŽƵƌ�ƐŽŶͬ
ĚĂƵŐŚƚĞƌ͘ 

· ZĞǀŝĞǁŝŶŐ�ƚŚĞ�ƌĞŐƵůĂƟŽŶƐ�ŽĨ�,ĂƌǀĞǇ��ĞĚĂƌƐ͘��/Ĩ�ǇŽƵƌ�ƚĞĞŶ�ďĞĐŽŵĞƐ�
Ă�ĚŝƐĐŝƉůŝŶĞ�ƉƌŽďůĞŵ͕�ǇŽƵ�ǁŝůů�ďĞ�ĐĂůůĞĚ�ĂŶĚ�ĞǆƉĞĐƚĞĚ�ƚŽ�ƉŝĐŬ�Śŝŵͬ
ŚĞƌ�ƵƉ͘��tĞ�ŚĂǀĞ�ŶŽƚ�ŚĂĚ�ƚŽ�ƵƐĞ�ƚŚŝƐ�ƉŽůŝĐǇ�ŝŶ�ƐĞǀĞƌĂů�ǇĞĂƌƐ�ďƵƚ�ŝƚ�
ǁŝůů�ďĞ�ĞŶĨŽƌĐĞĚ͘ 

· �ƐŬŝŶŐ�ƋƵĞƐƟŽŶƐ�ďĞĨŽƌĞ�ĂŶĚ�ĂŌĞƌ�ĐĂŵƉ�ƚŚĂƚ�ƐƉĂƌŬ�ĂǁĂƌĞŶĞƐƐ�ŽĨ�'ŽĚ͛Ɛ�ǁŽƌŬ�ŝŶ�ǇŽƵƌ�ƐƚƵĚĞŶƚ͛Ɛ�ůŝĨĞ͘ 
· WƌĂǇŝŶŐ�ĨŽƌ�ǇŽƵƌ�ƐƚƵĚĞŶƚ�ĂŶĚ�ŚŝƐͬŚĞƌ�ůĞĂĚĞƌ͘ 
· ZĞǀŝĞǁŝŶŐ�ƚŚĞ��Ž�EŽƚ��ƌŝŶŐ�>ŝƐƚ�;ƚŚŝƐ�ŝŶĐůƵĚĞƐ�ĐĞůů�ƉŚŽŶĞƐͿ�ǁŝƚŚ�ǇŽƵƌ�ƐŽŶͬĚĂƵŐŚƚĞƌ�ĂŶĚ�ƚŚĞŶ�
ĨŽůůŽǁŝŶŐ�ƵƉ�ƚŽ�ĞŶƐƵƌĞ�ƚŚĞǇ�ůŝƐƚĞŶĞĚ͘ 

· �ƵǇŝŶŐ�ǇŽƵƌ�ĚĂƵŐŚƚĞƌ�Ă�ŽŶĞ-ƉŝĞĐĞ�Ɛǁŝŵ�ƐƵŝƚ�Žƌ�ǀĞƌǇ�ŵŽĚĞƐƚ�ƚĂŶŬŝŶŝ�;ƐŚĞ�ǁŝůů�ŶŽƚ�ďĞ�ĂůůŽǁĞĚ�ƚŽ�
ǁĞĂƌ�Ă�ƚǁŽ�ƉŝĞĐĞ͕�ĞǀĞŶ�ŝĨ�ŝƚ�ŚĂƐ�Ă�ƚ-ƐŚŝƌƚ�ŽǀĞƌ�ƚŚĞ�ƚŽƉ�ŽĨ�ŝƚͿ�Žƌ�ǇŽƵƌ�ƐŽŶ�Ă�ďŽǆĞƌ-ƚǇƉĞ�Ɛǁŝŵ�ƐƵŝƚ͘ 

· ^ĞŶĚŝŶŐ�ĞǆƚƌĂ�ŵŽŶĞǇ�ƐŽ�ƚŚĞǇ�ĐĂŶ�ƉĂƌƟĐŝƉĂƚĞ�ŝŶ�ĞǆƚƌĂ-ĐƵƌƌŝĐƵůĂƌ�ĂĐƟǀŝƟĞƐ͕�ŐŽ�ƚŽ�ƚŚĞ�ďŽŽŬƐƚŽƌĞ͕�
ĂŶĚ�ďƵǇ�ƐŶĂĐŬƐ͘ 

· ZĞŵŝŶĚŝŶŐ�ǇŽƵƌ�ƐƚƵĚĞŶƚ�ƚŽ�ǁĞĂƌ�ƐƵŶƐĐƌĞĞŶ͕�ĂŶĚ�ĐĂƵƟŽŶ�ƚŚĞŵ�ĂďŽƵƚ�ƐƵŶ�ďƵƌŶ͘ 
· DĞĚŝĐĂƟŽŶƐ�-�/Ĩ�ǇŽƵƌ�ĐŚŝůĚ�ǁŝůů�ďĞ�ƚĂŬŝŶŐ�ŵĞĚŝĐĂƟŽŶƐ�ĚƵƌŝŶŐ�ƚŚĞ�ǁĞĞŬ͕�ƚŚĞǇ�ŵƵƐƚ�ďĞ�ŝŶ�ƚŚĞŝƌ�
KZ/'/E�>�ĐŽŶƚĂŝŶĞƌƐ͕�ƉůĂĐĞĚ�ǁŝƚŚŝŶ�Ă�ǌŝƉ�ůŽĐŬ�ďĂŐ�ĂŶĚ�ƐƵďŵŝƩĞĚ�Ăƚ�ƌĞŐŝƐƚƌĂƟŽŶ͘ 

 

�D�Z'�E�z��KEd��d�
/E&KZD�d/KE 

 

,ĂƌǀĞǇ��ĞĚĂƌƐ��ŝďůĞ��ŽŶĨĞƌĞŶĐĞ͕�ϭϮ��ĞĚĂƌƐ��ǀĞŶƵĞ͕ 
,ĂƌǀĞǇ��ĞĚĂƌƐ͕�E:�ϬϴϬϬϴ͕�ϲϬϵ-ϰϵϰ-ϱϲϴϵ 

 
�ŝƌĞĐƟŽŶƐ�ƚŽ�,ĂƌǀĞǇ��ĞĚĂƌƐ͗ 
WĂƌŬǁĂǇ�^ŽƵƚŚ�ƚŽ��ǆŝƚ�ϲϯ͘��dĂŬĞ�Zƚ͘�ϳϮ��ĂƐƚ�ƚŽ�ĚĞĂĚ-ĞŶĚ�ŽŶ�>ŽŶŐ��ĞĂĐŚ�
/ƐůĂŶĚ͘��dƵƌŶ�ůĞŌ�Ăƚ�ůŝŐŚƚ�ĂŶĚ�ƚƌĂǀĞů�ĂƉƉƌŽǆŝŵĂƚĞůǇ�ϰ͘ϱ�ŵŝůĞƐ�ƚŽ�ƐĞĐŽŶĚ�
ƚƌĂĸĐ�ůŝŐŚƚ�ŝŶ�ƚŽǁŶ�ŽĨ�,ĂƌǀĞǇ��ĞĚĂƌƐ͘��dƵƌŶ�ůĞŌ�Ăƚ�ůŝŐŚƚ�;�ĂŵĚĞŶ��ǀĞ͘Ϳ͘��
�ƌŽƐƐ�ƐŵĂůů�ďƌŝĚŐĞ�ĂŶĚ�ƚƵƌŶ�ůĞŌ�ŽŶƚŽ��ĞĚĂƌƐ��ǀĞ͘���ŽŶĨĞƌĞŶĐĞ�ŝƐ�ŽŶ�ƚŚĞ�
ƌŝŐŚƚ͘��dŚĞ�ŵĂŝŶ�ĚĞƐŬ�ŝƐ�ŝŶ�ƚŚĞ�ĐĞŶƚĞƌ�ŽĨ�ƚŚĞ�ůĂƌŐĞ�ŚŽƚĞů�ďƵŝůĚŝŶŐ͘��dŚŝƐ�ŝƐ�
ǁŚĞƌĞ�ǁĞ�ǁŽƵůĚ�ŵĞĞƚ͘ 
 

WŚŽŶĞ��ĂůůƐ͗ 
/Ĩ�ĐĂůůŝŶŐ�ƚŚĞ�ĐĂŵƉ͕�ƚĞůů�ƚŚĞŵ�ǇŽƵ�ǁĂŶƚ�ƚŽ�ƐƉĞĂŬ�ǁŝƚŚ�ŽŶĞ�ŽĨ�ƚŚĞ�
ůĞĂĚĞƌƐ�;ŐŝǀĞ�ƚŚĞŵ�ƚŚĞ�ŶĂŵĞͿ�ĨƌŽŵ�&ŝƌƐƚ��ĂƉƟƐƚ��ŚƵƌĐŚ�ŽĨ�DĞƚƵĐŚĞŶ͘��
DĂŬĞ�ƐƵƌĞ�ǇŽƵ�ŐŝǀĞ�ƚŚĞŵ�ǇŽƵƌ�ŶĂŵĞ͕�ƉŚŽŶĞ�ŶƵŵďĞƌ͕�ĂŶĚ�ŵĞƐƐĂŐĞ͘��
dŚĞ�ůĞĂĚĞƌ�ǁŝůů�ƌĞƚƵƌŶ�ǇŽƵƌ�ĐĂůů�ĂƐ�ƐŽŽŶ�ĂƐ�ƉŽƐƐŝďůĞ͘ 

 

DŝĐŚĂĞů͛Ɛ�ĐĞůů͗���ϳϯϮ-ϰϯϵ-ϳϴϳϱ 
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&Žƌ�^ƚƵĚĞŶƚƐ�Θ�>ĞĂĚĞƌƐ 
 
�ŶǇ�ŐƌŽƵƉ�ŵƵƐƚ�ŚĂǀĞ�ƐŽŵĞ�ŐƵŝĚĞůŝŶĞƐ�ĂŶĚ�ƌĞŐƵůĂƚŝŽŶƐ�ŝŶ�ŽƌĚĞƌ�ƚŽ�ĨƵŶĐƚŝŽŶ�ĞĨĨĞĐƚŝǀĞůǇ�ĂŶĚ�ƚŽ�ĂůůŽǁ�ĞǀĞƌǇŽŶĞ�
ƚŽ�ĞŶũŽǇ�ƚŚĞŵƐĞůǀĞƐ �͘�̂ ŝŶĐĞ�ƚŚĞƌĞ�ĂƌĞ�ŵĂŶǇ�ĐŚƵƌĐŚĞƐ�ŝŶǀŽůǀĞĚ�ŝŶ�ƚŚĞƐĞ�ǁĞĞŬƐ �͕ƚŚĞƌĞ�ĂƌĞ�ŵĂŶǇ�ĚŝĨĨĞƌĞŶƚ�
ƐƚĂŶĚĂƌĚƐ�ĂŶĚ�ŝĚĞĂƐ �͘�/Ŷ�ŽƌĚĞƌ�ƚŽ�ŚĂǀĞ�ǁĞĞŬƐ�ǁŚĞƌĞ�ǁĞ�Ăůů�ǁŽƌŬ�ƵŶĚĞƌ�ƚŚĞ�ƐĂŵĞ�ŐƵŝĚĞůŝŶĞƐ�ĂŶĚ�ĨŽƌ�
ĐŽŶƚŝŶƵŝƚǇ�ĨƌŽŵ�ǇĞĂƌ�ƚŽ�ǇĞĂƌ �͕ƚŚĞ�ĨŽůůŽǁŝŶŐ�ŚĂǀĞ�ďĞĞŶ�ĚĞǀĞůŽƉĞĚ�ƚŽ�ĞŶƐƵƌĞ�ĞǀĞƌǇƚŚŝŶŐ�ƌƵŶƐ�ƐŵŽŽƚŚůǇ͘ 
 

zŽƵ�ŵĂǇ�ŶŽƚ�ĂŐƌĞĞ�ǁŝƚŚ�ĞĂĐŚ�ƌĞŐƵůĂƚŝŽŶ �͕ďƵƚ�ǁĞ�ĞǆƉĞĐƚ�ĞǀĞƌǇŽŶĞ�ƚŽ�ĂďŝĚĞ�ďǇ�ƚŚĞƐĞ�ĚƵƌŝŶŐ�ŽƵƌ�ǁĞĞŬƐ�
ƚŽŐĞƚŚĞƌ �͘��ƚ�ƚŚĞ�ĞŶĚ�ŽĨ�ĞĂĐŚ�ǁĞĞŬ �͕ƚŚĞ�WĂƐƚŽƌƐ�ĂŶĚͬŽƌ�zŽƵƚŚ�>ĞĂĚĞƌƐ�ŽĨ�ĞĂĐŚ�ĐŚƵƌĐŚ�ŝŶǀŽůǀĞĚ�ǁŝůů�ŵĞĞƚ�ƚŽ�
ĚŝƐĐƵƐƐ�ƚŚĞ�ǁĞĞŬ �͕ĂŶĚ�Ăƚ�ƚŚĂƚ�ƚŝŵĞ �͕ĂŶ�ŽƉƉŽƌƚƵŶŝƚǇ�ǁŝůů�ďĞ�ŐŝǀĞŶ�ƚŽ�ƵƉĚĂƚĞ �͕ĐŚĂŶŐĞ �͕Žƌ�ĂĚĚ�ƐŽŵĞƚŚŝŶŐ�ƚŽ�ƚŚŝƐ�
ůŝƐƚ�ƚŽ�ŵĂŬĞ�ŽƵƌ�ǁĞĞŬƐ�ďĞƚƚĞƌ�ĨŽƌ�ƚŚĞ�>ŽƌĚ  ͘
 

R WůĞĂƐĞ �͕ŶŽ�ĨŽŽĚ�Žƌ�ďĞǀĞƌĂŐĞ�ŝŶ�ƚŚĞ��ŚĂƉĞů͘  
R �ĂĐŚ�ƚĞĞŶ�ĂŶĚ�ůĞĂĚĞƌ�ŝƐ�ƚŽ�ďĞ�ĂƚƚĞŶƚŝǀĞ�ĂŶĚ�ŝŶǀŽůǀĞĚ�ŝŶ��ŚĂƉĞů�ƉƌŽŐƌĂŵƐ �͘��ĂĐŚ�ŐƌŽƵƉ�;ƚĞĞŶƐ�ĂŶĚ�ůĞĂĚĞƌƐͿ�

ƐŚŽƵůĚ�Ɛŝƚ�ƚŽŐĞƚŚĞƌ  ͘
R �ǀĞƌǇŽŶĞ�ŝƐ�ƚŽ�ďƌŝŶŐ�Ă��ŝďůĞ �͕ŶŽƚĞďŽŽŬ �͕ƉĞŶ �͕ĞƚĐ �͘ƚŽ�ďƌĞĂŬĨĂƐƚ�ĂŶĚ�ƚŽ�Ăůů�ŵĞĞƚŝŶŐƐ  ͘
R EŽ�ƚĞĞŶ�ŵĂǇ�ůĞĂǀĞ�ƚŚĞ��ŽŶĨĞƌĞŶĐĞ�ŐƌŽƵŶĚƐ�ǁŝƚŚŽƵƚ�ƉĞƌŵŝƐƐŝŽŶ�ĂŶĚ�ƐƵƉĞƌǀŝƐŝŽŶ  ͘
R �ƚƚĞŶĚĂŶĐĞ�ŝƐ�ƌĞƋƵŝƌĞĚ�Ăƚ�Ăůů�ĞǀĞŶƚƐ�–�ƚŚŝƐ�ŝŶĐůƵĚĞƐ�Ăůů�ŵĞĞƚŝŶŐƐ �͕ŵĞĂůƐ�ĂŶĚ�ƐĐŚĞĚƵůĞĚ�ĞǀĞŶƚƐ  ͘
R �ǀĞŶ�ǁŚĞŶ�ŶŽƚ�ƉĂƌƚŝĐŝƉĂƚŝŶŐ�ŝŶ�ĂŶ�ĂƚŚůĞƚŝĐ�ĞǀĞŶƚ�Žƌ�ŐƌŽƵƉ�ĞǀĞŶƚ͕ �ĞĂĐŚ�ƚĞĞŶ�ŝƐ�ĞǆƉĞĐƚĞĚ�ƚŽ�ďĞ�ǁŝƚŚ�ƚŚĞŝƌ�ƚĞĂŵ�

ŐŝǀŝŶŐ�ŵŽƌĂů�ƐƵƉƉŽƌƚ�ĂŶĚ�ƚŽ�ďĞ�ŝŶǀŽůǀĞĚ  ͘
R �ĨƚĞƌ�ƚŚĞ�ĞǀĞŶŝŶŐ�ƐĞƌǀŝĐĞ �͕ŶŽ�ŽŶĞ�ŝƐ�ƚŽ�ŐŽ�ŽŶ�ƚŚĞ�ƌŽĂĚ�ƚŚĂƚ�ƌƵŶƐ�ďĞŚŝŶĚ�ƚŚĞ��ŚĂƉĞů͕ �ŶŽƌ�ŝƐ�ĂŶǇŽŶĞ�ƚŽ�ŐŽ�

ďĞǇŽŶĚ�ƚŚĞ�ƌŽĂĚǁĂǇ�ďǇ�ƚŚĞ�ŐǇŵ  ͘
R tŚĞŶ�ŐŽŝŶŐ�ƚŽ�Žƌ�ĨƌŽŵ�ƚŚĞ�ďĞĂĐŚ �͕ǁĂůŬ�ŽŶ�ƚŚĞ�ƉĂƚŚ�ďĞƐŝĚĞ�ƚŚĞ�ƌŽĂĚ�–�ŶŽƚ�ŝŶ�ƚŚĞ�ƐƚƌĞĞƚ�Žƌ�ǁŝƚŚ�ŐƌŽƵƉƐ�ƚŚĂƚ�

ĞǆƚĞŶĚ�ĂĐƌŽƐƐ�ƚŚĞ�ƌŽĂĚǁĂǇ�–�ĂŶĚ�ĐƌŽƐƐ�ƚŚĞ�ŵĂŝŶ�ƐƚƌĞĞƚ�ŽŶůǇ�Ăƚ�ĂŶĚ�ǁŝƚŚ�ƚŚĞ�ƚƌĂĨĨŝĐ�ůŝŐŚƚ͘ ��̂ ƚƵĚĞŶƚƐ�ŵƵƐƚ�ŐŽ�
ƚŽ ĨͬƌŽŵ�ƚŚĞ�ďĞĂĐŚ�ŝŶ�ŐƌŽƵƉƐ�ŽĨ�Ϯ�Žƌ�ŵŽƌĞ �͕ƵƐƵĂůůǇ�ǁŝƚŚ�Ă�ůĞĂĚĞƌ  ͘

R tŚĞŶ�Ăƚ�ƚŚĞ�ďĞĂĐŚ �͕ďĞ�ƐƵƌĞ�ƚŚĂƚ�ĞĂĐŚ�ƚĞĞŶ�ƌĞƉŽƌƚƐ�ƚŽ�Ă�ĐŽƵŶƐĞůŽƌ �͕ǁŚŽ�ƚŚĞŶ�ŵƵƐƚ�ŬŶŽǁ�ǁŚĞƌĞ�ŚĞͬƐŚĞ�ŝƐ �͘�
�ůƐŽ �͕ƌĞƉŽƌƚ�ƚŽ�ƚŚĞ�ĐŽƵŶƐĞůŽƌ�ďĞĨŽƌĞ�ůĞĂǀŝŶŐ�ƚŚĞ�ďĞĂĐŚ  ͘

R DK��^d��WW�Z�>�/̂ �dK����tKZE��d��>>�d/D� ̂͘��d,/̂ �/E�>h�� �̂�d�d,������, �͘���d,/E'�̂ h/d �̂&KZ�
'/Z> �̂Dh^d������KE�-W/����KZ�s�Zz�DK��^d�d�E</E/�–�EK�s�Zz�,/',��hd�̂ h/d �̂�Z��dK����tKZE �͘�
�Kz �̂Dh^d��>^K�t��Z�DK��^d�̂ t/D�̂ h/d �̂–�EK�̂ W�E��y�dzW��KZ�̂ t/D�d��D�dzW���Z��dK����
tKZE  ͘

R ŝ̂ŶĐĞ�ǁĞ�ĂƌĞ�Ăƚ�Ă�ĐĂŵƉ-ƚǇƉĞ�ƐŝƚƵĂƚŝŽŶ �͕ĐĂƐƵĂů�ĐůŽƚŚĞƐ�ĂŶĚ�ĂƚŚůĞƚŝĐ�ƚǇƉĞ�ĂƉƉĂƌĞů�ŝƐ�ĂĐĐĞƉƚĂďůĞ �͘�EŽ�ƐƉĂŐŚĞƚƚŝ�
ƐƚƌĂƉ�ƐŚŝƌƚƐ�ĂŶĚ�ŶŽ�ĐůĞĂǀĂŐĞ�ƐŚŽǁŝŶŐ�ĨŽƌ�ƚŚĞ�ŐŝƌůƐ �͘�EŽ�ƵŶĚĞƌǁĞĂƌ�ƐŚŽǁŝŶŐ�ĂďŽǀĞ�ƉĂŶƚƐ�ĨŽƌ�ďŽǇƐ�Žƌ�ŐŝƌůƐ  ͘

R ̂ ŚŽĞƐ�ŵƵƐƚ�ďĞ�ǁŽƌŶ�ŝŶ�ƚŚĞ�ĚŝŶŝŶŐ�ŚĂůů�ĂŶĚ�ĐŚĂƉĞů�Ăƚ�Ăůů�ƚŝŵĞƐ  ͘
R WůĞĂƐĞ�ĂĐƚ�ƉƌŽƉĞƌůǇ�ŝŶ�ƚŚĞ�ĚŝŶŝŶŐ�ŚĂůů͘ ���Ž�ŶŽƚ�ůĞĂǀĞ�ǇŽƵƌ�ƚĂďůĞ�Žƌ�ĂƌĞĂ�Ă�ŵĞƐƐ �͘�̂ ŚŽǁ�ƉƌŽƉĞƌ�ƚĂďůĞ�ŵĂŶŶĞƌƐ �͘�

�Ž�ŶŽƚ�ŵĂŬĞ�ĞǆƚƌĂ�ǁŽƌŬ�ĨŽƌ�ŽƚŚĞƌƐ  ͘
R dĂďůĞƐ�ǁŝůů�ďĞ�ĂƐƐŝŐŶĞĚ�ƚŽ�ĞĂĐŚ�ŐƌŽƵƉ�ŝŶ�ƚŚĞ�ĚŝŶŝŶŐ�ŚĂůů͘ ��WůĞĂƐĞ�Ɛŝƚ�Ăƚ�ƚŚĞƐĞ�ƚĂďůĞƐ�ĨŽƌ�ĞĂĐŚ�ŵĞĂů͘ ��dŚĞƌĞ�ŵĂǇ�

ďĞ�ƐƉĞĐŝĂů�ŵĞĂů�ƚŝŵĞƐ�;ƚŚĞǇ�ǁŝůů�ďĞ�ĂŶŶŽƵŶĐĞĚͿ�ǁŚĞŶ�ƚĞĞŶƐ�ǁŝůů�ďĞ�ĂůůŽǁĞĚ�ƚŽ�Ɛŝƚ�Ăƚ�ĂŶǇ�ƚĂďůĞ�ŝŶ�ƚŚĞ�ĚŝŶŝŶŐ�
ŚĂůů͘  

R tŚŝůĞ�ǁĞ�ĞŶĐŽƵƌĂŐĞ�ǇŽƵŶŐ�ƉĞŽƉůĞ�ƚŽ�ŐĞƚ�ƚŽ�ŬŶŽǁ�ŽŶĞ�ĂŶŽƚŚĞƌ�ĂŶĚ�ƚŽ�ŵĞĞƚ�ĨƌŝĞŶĚƐ �͕ǁĞ�ĚŽ�ĂƐŬ�ƚŚĂƚ�ƚŚĞƌĞ�
ďĞ�EK��/̂ W>�z �̂K&��&&��d/KE�t,/>���d�,����;ƐƵĐŚ�ĂƐ�ŚŽůĚŝŶŐ�ŚĂŶĚƐ �͕ŬŝƐƐŝŶŐ �͕ŚƵŐŐŝŶŐ�ĞƚĐ Ϳ͘͘  

R WůĞĂƐĞ�ďĞ�ĐŽŶƐŝĚĞƌĂƚĞ�ŽĨ�ƚŚĞ�ŶĞŝŐŚďŽƌƐ�ŽĨ�ƚŚĞ��ŝďůĞ��ŽŶĨĞƌĞŶĐĞ �͘��ǀĞƌǇŽŶĞ�ŶĞĞĚƐ�ƚŽ�ŽďƐĞƌǀĞ�ƚŚĞ�ůŝŐŚƚƐ�ŽƵƚ�
ĂŶĚ�ƋƵŝĞƚ�ƚŝŵĞ�ĂƐƐŝŐŶĞĚ �͘�EŽ�ŽŶĞ�ŝƐ�ƚŽ�ďĞ�ǇĞůůŝŶŐ�ŽƵƚ�ƚŚĞ�ǁŝŶĚŽǁƐ�Ăƚ�ŶŝŐŚƚ  ͘

R �Ğ�ƌĞƐƉĞĐƚĨƵů�ŽĨ�Ăůů�ĐĂŵƉ�ƐƚĂĨĨ͘  
 

�ŽŵĞ�ǁŝƚŚ�'Z��d��dd/dh���ƐŽ�ƚŚĂƚ�ǇŽƵ�ǁŝůů�ŚĂǀĞ�ŵŽƌĞ�ĨƵŶ͕�ŵĂŬĞ�ĐůŽƐĞƌ�ĂŶĚ�ŶĞǁ�ĨƌŝĞŶĚƐŚŝƉƐ͕�ĂŶĚ�
ďĞ�ĐŚĂůůĞŶŐĞĚ͊ 
 

>ĞĂĚĞƌƐ͗��dŚĞƐĞ�ƌĞŐƵůĂƟŽŶƐ�ĂƌĞ�ŶŽƚ�ƚŽ�ƌĞƐƚƌŝĐƚ�ƚŚĞ�ƚĞĞŶƐ�ĂŶĚ�ƚĂŬĞ�ĂǁĂǇ�ƚŚĞŝƌ�ĨƵŶ͕�ďƵƚ�ƚŚĞǇ�ĂƌĞ�ĨŽƌ�
ƚŚĞ�ŐŽŽĚ�ŽĨ�ƚŚĞ�ĞŶƟƌĞ�ŐƌŽƵƉ�ĂŶĚ�ƚŽ�ŚĞůƉ�ĞƐƚĂďůŝƐŚ�Ă�ƉƌŽƉĞƌ�ĂƚŵŽƐƉŚĞƌĞ�ĨŽƌ�ƚŚĞ�ǁĞĞŬ�ƐŽ�ƚŚĂƚ�ƚŚĞ�
,ŽůǇ�^Ɖŝƌŝƚ�ĐĂŶ�ǁŽƌŬ�ŝŶ�ĞĂĐŚ�ůŝĨĞ͘��ĂĐŚ�ǇŽƵƚŚ�ůĞĂĚĞƌ�ĂŶĚ�ĐŽƵŶƐĞůŽƌ�ŝƐ�ĞǆƉĞĐƚĞĚ�ƚŽ�ŚĞůƉ�ĞŶĨŽƌĐĞ�ĞĂĐŚ�
ƌĞŐƵůĂƟŽŶ͘�dŚĂŶŬ�ǇŽƵ�ĨŽƌ�ǇŽƵƌ�ĐŽŽƉĞƌĂƟŽŶ͘� 
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dŚĞ�ĨŽůůŽǁŝŶŐ�͞EK͛Ɛ͟�ƚŽ�ďĞ�ŽďƐĞƌǀĞĚ�Ăƚ�,���͗ 
 EK�ƐŵŽŬŝŶŐ �͕ĂůĐŽŚŽů͕ �ĚƌƵŐƐ �͕ĐŚĞŵŝĐĂůƐ �͕Žƌ�ĂŶǇ�ŽƚŚĞƌ�ƐƵďƐƚĂŶĐĞ�ƚŚĂƚ�ǁŽƵůĚ�ŝŵƉĂŝƌ�ƚŚĞ�ŚƵŵĂŶ�ďŽĚǇ  ͘
 EK�ĨŝƌĞǁŽƌŬƐ �͕ŬŶŝǀĞƐ �͕ŐƵŶƐ �͕ŝůůĞŐĂů�ŝƚĞŵƐ�ŽĨ�ĂŶǇ�ŬŝŶĚ  ͘
�������DĂŬĞ�ŶŽ�ŵŝƐƚĂŬĞƐ �͕ǇŽƵ�t/>>����̂ �Ed�,KD��ĨŽƌ�ďƌŝŶŐŝŶŐ�ĂŶǇ�ŽĨ�ƚŚĞ�ĂďŽǀĞ�ŝƚĞŵƐ  ͊
 EK�̂ ůĞĞƉŝŶŐ��ĂŐƐ  ͘
 EK�ƌĞĨƌŝŐĞƌĂƚŽƌƐ  ͘

EK�ƚĞĐŚŶŽůŽŐŝĐĂů�ĞƋƵŝƉŵĞŶƚ�;ŝƉŽĚƐ �͕���ƉůĂǇĞƌƐ �͕ƌĂĚŝŽƐ �͕ŐĂŵĞďŽǇƐ �͕ĞůĞĐƚƌŽŶŝĐ�ŐĂŵĞƐ �͕ĐĞůů�ƉŚŽŶĞƐ �͕ƉĂŐĞƌƐ �͕
ůĂƉƚŽƉ�ĐŽŵƉƵƚĞƌƐ �͕ĞƚĐ Ϳ͘�͘  

 EK�ďŽŽŬƐ�;ǁŝƚŚŽƵƚ�ĂƉƉƌŽǀĂů�ŽĨ�ůĞĂĚĞƌƐͿ�Žƌ�ŵĂŐĂǌŝŶĞƐ  ͘
 EK�ǁĂƚĞƌ�ďĂůůŽŽŶƐ �͕ǁĂƚĞƌ�ŐƵŶƐ �͕ƐůŝƉ-Ŷ-ƐůŝĚĞƐ �͕ĂŶĚ�ƚŚĞ�ůŝŬĞ  ͘
 EK�ƐŬĂƚĞďŽĂƌĚƐ �͕ƐĐŽŽƚĞƌƐ �͕ƌŽůůĞƌďůĂĚĞƐ  ͘
 EK�ƐǁŝŵŵŝŶŐ �͕ƉƵƐŚŝŶŐ �͕ƐŚŽǀŝŶŐ �͕Žƌ�ƚŚƌŽǁŝŶŐ�ĂŶǇŽŶĞ�ŽĨĨ�ƚŚĞ�ĚŽĐŬ  ͘
 EK�ƐǁŝŵŵŝŶŐ�ŝƐ�ĂůůŽǁĞĚ�ŽŶ�ƚŚĞ�ďĞĂĐŚ�ĂĨƚĞƌ�ŚŽƵƌƐ�ĂŶĚ�ǁŝƚŚŽƵƚ�ƋƵĂůŝĨŝĞĚ�ůŝĨĞŐƵĂƌĚƐ�ƉƌĞƐĞŶƚ  ͘
 EK�ŐŽŝŶŐ�ŝŶƚŽ�ƌŽŽŵƐ�Žƌ�ŽŶ�ƚŚĞ�ĨůŽŽƌƐ�ŽĨ�ƚŚĞ�ŽƉƉŽƐŝƚĞ�ƐĞǆ  ͘
 EK�ŽŶĞ�ŝƐ�ƚŽ�ďĞ�ŝŶ�ĂŶŽƚŚĞƌ͛Ɛ�ƌŽŽŵ�ǁŝƚŚ�ŝŶƚĞŶƚ�ƚŽ�ŵĞƐƐ�ŝƚ�ƵƉ�Žƌ�ĚĂŵĂŐĞ�ƉƌŽƉĞƌƚǇ  ͘
 EK�ƵƐĞ�ŽĨ�ƚŚĞ�ĨŝƌĞ�ĞƐĐĂƉĞ �͕ĞǆĐĞƉƚ�ĨŽƌ�ǁŚĂƚ�ŝƚ�ŝƐ�ĚĞƐŝŐŶĞĚ  ͘
 EK�ŽŶĞ�ŝƐ�ƚŽ�ďĞ�ŽƵƚ�ŽĨ�ƚŚĞŝƌ�ƌŽŽŵ�ŝŶ�ƚŚĞ�ŵŽƌŶŝŶŐ�ďĞĨŽƌĞ�ϲ͗ϰϱ��D  ͘
 EK�ƚĂŬŝŶŐ�ƚŚĞ�ƐĐƌĞĞŶƐ�ŽƵƚ�ŽĨ�ƚŚĞ�ǁŝŶĚŽǁƐ  ͘
 

 
tŚǇ�ĚŽ�ƚŚĞƐĞ�EK͛Ɛ�ĞǆŝƐƚ͍ 
EŽ͛Ɛ�ĞǆŝƐƚ�ƚŽ�ƉƌĞǀĞŶƚ�ŽŶĞ�ĨƌŽŵ�ďĞŝŶŐ�ĚŝƐƚƌĂĐƚĞĚ�ĨƌŽŵ�ŐĞƚƚŝŶŐ�ƚŚĞ�ŵŽƐƚ�ŽƵƚ�ŽĨ�ŚŝƐͬŚĞƌ�ƚŝŵĞ�Ăƚ�ĐĂŵƉ �͕ĨƌŽŵ�ŝƐŽůĂƚŝŶŐ�
ƚŚĞŵƐĞůǀĞƐ�ĨƌŽŵ�ŽƚŚĞƌƐ�Žƌ�ĨƌŽŵ�ŶĞǁ�Žƌ�ĐůŽƐĞƌ�ĨƌŝĞŶĚƐŚŝƉƐ �͕Žƌ�ĞǀĞŶ�ŚƵƌƚŝŶŐ�ƚŚĞŵƐĞůǀĞƐ�Žƌ�ƐŽŵĞŽŶĞ�ĞůƐĞ�
ƉŚǇƐŝĐĂůůǇ �͕ĞŵŽƚŝŽŶĂůůǇ �͕Žƌ�ƐƉŝƌŝƚƵĂůůǇ �͘�ǀĞŶ�ŝĨ�ǇŽƵ�ƚŚŝŶŬ�ǇŽƵ�ĐĂŶ�ŚĂŶĚůĞ�ŝƚ͕ �ǁĞ�ĂƌĞ�ĂƐŬŝŶŐ�ǇŽƵ�ƚŽ�ŐŝǀĞ�ƵƉ�ƚŚĞƐĞ�ŝƚĞŵƐ�
ĨŽƌ�ƚŚĞ�ǁĞĞŬ�ǁŝƚŚ�ŚŽƉĞ�ƚŚĂƚ�ŝƚ�ŵĂǇ�ŚĞůƉ�ƐŽŵĞŽŶĞ �͘zŽƵƌ�ƵŶĚĞƌƐƚĂŶĚŝŶŐ�ĂŶĚ�ĐŽŽƉĞƌĂƚŝŽŶ�ŝƐ�ǀĞƌǇ�ŵƵĐŚ�
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Covid-19 Protocol for Harvey Cedars Bible Conference updated 6.16.21 

 

1. Screening: All camp attendees will be screened for symptoms prior to travelling to camp. 

The screening serves as the “ticket to camp” and needs to be completed in its entirety 

prior to arrival. Review of symptoms, temperature check and approval should be done 

prior to departing for camp.  

A. Individuals with COVID-19 have had a wide range of symptoms reported – 

ranging from mild symptoms to severe illness, including fever or chills, cough, 

shortness of breath or difficulty breathing, fatigue, muscle or body aches, 

headache, new loss of taste or smell, sore throat, congestion or runny nose, nausea 

or vomiting, or diarrhea. 

B. Symptoms may appear 2-14 days after exposure to the virus.  

2. Fully vaccinated attendees will need to provide proof of vaccination (attach a photocopy 

of the vaccination card, complete with type of vaccine and administration dates). A 

person is “fully vaccinated” 2 weeks after their second dose in a 2-dose series, such as the 

Pfizer or Moderna vaccines, or 2 weeks after a single-dose vaccine, such as Johnson & 

Johnson’s Janssen vaccine. 
3. Unvaccinated or partially vaccinated attendees will need to provide proof of a 

negative result from a lab verified viral Covid-19 test collected within 72 hours before 

arrival. Two types of viral tests are used: nucleic acid amplification tests 

(NAATs)/PCR and antigen tests. Both types will be accepted.  

4. Persistent positive test: anyone who has tested positive for Covid-19 within 90 days of 

arrival and tests persistently positive will be cleared to come to camp, provided they are 

asymptomatic (with the exception of loss of taste/smell, which can linger). The initial 

positive test MUST be presented along with the most recent test result from a test done 

within 72 hours before arrival.  

5. If a camp attendee tests positive for Covid-19 within 10 days of the start of camp, they 

will not be cleared to come to camp until they meet the criteria for ending isolation noted 

below. They will need to be cleared by the Youth Pastor or Camp Nurse prior to arrival 

by submitting proof of the positive Covid-19 test that includes the date collected and/or 

result) and completing the screening form. 

6. Criteria for ending isolation: 

A. Persons with COVID-19 who have symptoms and were directed to care for 

themselves at home may discontinue isolation under the following conditions: 

i. At least 10 days have passed since symptom onset and 

ii. At least 24 hours have passed since resolution of fever without the use of 

fever-reducing medications and 

iii. Other symptoms have improved. 

B. Persons infected with SARS-CoV-2 who never develop COVID-19 

symptoms may discontinue isolation and other precautions 10 days after the date 

of their first positive RT-PCR test for SARS-CoV-2 RNA. 

https://www.cdc.gov/coronavirus/2019-ncov/lab/naats.html
https://www.cdc.gov/coronavirus/2019-ncov/lab/naats.html


7. If a camp attendee is a close contact to someone who has tested positive for Covid-19 

within 14 days of the start of camp (May 31 or later for Jr. High), and is not fully 

vaccinated, they will not be cleared until their 14-day quarantine period has passed, they 

are symptom free, and present a negative, lab verified Covid-19 test collected within 72 

hours prior to arrival. Please submit screening questionnaire and Covid-19 test to Youth 

Pastor or Camp Nurse prior to arrival.   

A. Close contact is defined as: 

i. You were within 6 feet of someone who has COVID-19 for a total of 10 

minutes or more. 

ii. You provided care at home to someone who is sick with COVID-19. 

iii. You had direct physical contact with the person (hugged or kissed them) 
iv. You shared eating or drinking utensils.  

v. They sneezed, coughed, or somehow got respiratory droplets on you. 
8. If a camp attendee is a close contact to someone who has tested positive for Covid-19 

within 14 days of the start of camp, and is fully vaccinated or has had Covid-19 within 

the past 90 days and they have submitted proof of vaccination and/or positive Covid-19 

test result, provided they are symptom free, they will not be required to quarantine.  

9. Any camp attendee presenting with symptoms of Covid-19, regardless of history of 

Covid-19 or vaccination status, following evaluation by the Camp Nurse, may be asked 

to return home and be tested for Covid-19. Readmittance to camp will only be granted 

with a negative Covid-19 PCR test and resolution of symptoms.  

References:  

COVID_Reopening Camps.pdf (state.nj.us) 

COVID-19: When to Quarantine | CDC 

Test for Current Infection | CDC 

Ending Home Isolation for Persons with COVID-19 Not in Healthcare Settings | CDC 

 

https://www.state.nj.us/health/cd/documents/topics/NCOV/COVID_Reopening_Camps.pdf
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/quarantine.html
https://www.cdc.gov/coronavirus/2019-ncov/testing/diagnostic-testing.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-in-home-patients.html


2021 
 

Students and Parents: 
 

For ALL Forms – please: 
 Use child’s given name (no nicknames). 
 Use ink. 
 PRINT – in an emergency, you will want people to be able to read the information. 
 Completely fill out all forms. 
 Submit original forms – do not photocopy. 
 Print all forms on one side of paper only. 
 

Forms required to attend camp: 
1. “Youth Week Registration Form” 

a. Read entire Summer Camp Packet.  
b. After reading packet, both Student and Parent must sign this form in ink. 
 

2. “Waiver of Liability Release Form” – only required for High School Students. 
 

3. First Baptist Church’s “Blanket Permission Slip” form: 
a. Required for all students traveling with First Baptist Church Youth Group. 
b. If form was previously submitted, you do not need to submit again. 
 

4. “Harvey Cedars Health History Form”: 
a. Please fill out completely. 
b. Immunization information is required and must be current. 

Include all dates on form or submit photocopy of record from health care provider. 
Plan ahead to allow enough time to receive information from your health care provider. 

 “Medications” 
c. ALL medications (prescriptions, over the counter, vitamins, etc.) must be turned in to 

nurse while at camp.  Please follow instructions below. 
d. List all medications to be taken at camp on the “Harvey Cedars Health History Form”. 
e. If medications change after submitting form, bring corrected form with you on Monday. 
f. All medication must be in original pharmacy containers clearly labeled with student’s 

name and instructions and placed in a clear ziploc bag labeled with student’s name.  
Any special instructions must be clearly written and placed inside the bag. 

g. All medication & corrected forms must be turned in to Leader on Monday morning. 
 

5. Harvey Cedars Camp Clearance Form (please read Covid-19 Protocols) 
This form ONLY is to be turned in on Monday of departure for camp. 
If unvaccinated, you must also attach a copy of a scheduled Covid test within 5 days after camp. 
 

6. Insurance Card  
Photocopy BOTH sides of student’s insurance card on the SAME SIDE of the paper. 
Enlarge slightly so all information is legible. 
 

Return all completed forms as soon as possible:   
at Summit on Wednesdays 
or to First Baptist Church office, Attn: Marilyn Langholff 

225 Middlesex Ave., Metuchen, NJ  08840 
 

All forms (except Harvey Cedars Camp Clearance Form) must be received NO LATER than July 14, 2021. 
Due to vacation schedules, no forms will be accepted after this date. 

NO exceptions! – you can not attend camp if forms are not received – no camp refunds for late forms 
 

THANK YOU!  
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Church:    First Baptist Church, Metuchen Week attending:  ___ HS: July 19-24 
                 ___ MS: July 26-30 

Camper Name:  ___________________________________________________________ 

Street Address:  ___________________________________________________________ 

City:  _______________________     State:  _______________      Zip:  ______________ 

Camper’s Current Grade:  ___________      Age:  ________    Male/Female (Circle One) 

Dietary needs:  Gluten-free ___    Dairy-free ___    Vegetarian ___    (Check all that apply) 
We can accommodate the above needs. Other needs must be met by individual bringing food to supplement meals. 

T-Shirt Size (adult XS,S,M,L,XL, etc.):  __________    Home Phone #:  ___________________ 

Parent’s/ Guardian’s Name(s):  _______________________________________________ 

Cell Phone #’s – Mom’s:  ______________________ Dad’s:  ______________________ 

 

I, the undersigned, promise to abide by the rules established for the Youth Weeks at HCBC. 
I understand that my parents will be contacted and I may be sent home (without refund) if the 
rules are disregarded.  I am also responsible to pay for damages to facilities or private property. 
 

___________________________________________ _____________________ 
Signature of Camper      Date 
 
If the camper needs to be discharged, who is able to pick up the camper? 
 

Name:  _____________________________________ Cell:  _______________________ 
 
*HCBC may use photographs taken during youth weeks for various purposes on our website, 
in our brochures, etc.  If you would prefer us to not use your picture, please check this box:   
 
I give permission for my child to attend Summer Camp at Harvey Cedars Bible Conference from: 
   Check one 
   ___  July 19 - 24, 2021, with the High School Youth Group 
   ___  July 26 – 30, 2021, with the Middle School Youth Group 
of First Baptist Church, Metuchen. 
 

I also hereby give permission for church staff/counselor to accompany my minor child on any  
off-site trips, including, but not limited to, a hospital or doctor’s office as needed. 
 

___________________________________________ _____________________ 
Signature of Parent/Guardian     Date  

PLEASE PRINT! 

2021 Youth Week Individual Registration Form 

12 Cedars Avenue, Harvey Cedars, Nj  08008             609-494-5689 Fax: (609) 494-2972     www.hcbible.org 



2021 
The Davis Center at 

Harvey Cedars Bible Conference 
 

Registration Form (Exercise Room) 
 

Waiver of Liability Release Form 
 

In consideration of being allowed usage in the exercise room, the undersigned acknowledges and agrees 
that: 
 

1.  The risk of injury from the activities involved in these areas is significant, including but not limited to 
the potential for permanent paralysis and death, serious injury to internal organs, musculoskeletal injuries 
and possible impairment to my general health and well-being. 
2. I knowingly and freely assume all responsibility for any risk of loss, property damage, or personal 
injury that may be sustained by me, or any loss or damage to property owned by me, as a result of my use 
of the exercise equipment in the exercise room. 
3. I further agree to release and hold harmless Harvey Cedars Bible Conference from all claims and 
liabilities of any type whatsoever and for damages to, loss or destruction of any property or injury, 
sickness or death, which may result from my participation in activities in the exercise room. 
4. I willingly agree to comply with The Davis Center’s rules and regulations. 
5. I acknowledge that I am in good physical condition and do not know of any condition or reason that I 
should not participate in The Davis Center’s activities, including the exercise room. 
6. I understand that medical examination to assure myself of physical fitness is desirable, that obtaining 
such an examination is my own responsibility. 
In signing this release, I acknowledge and represent that I read the foregoing Waiver of Liability Form, 
understand it, and sign it voluntarily as my own free act and deed.  I am at least eighteen (18) years of age 
and fully competent.  If under 18, my parent or guardian shall also sign. 
 

Adult Guests (18 and over) 
 
________________________________    _______________________________ ___________________ 
Print Name            Signature    Date 
 

Emergency Contact Name:   ______________________________________ 
 

Emergency Contact Phone:  ______________________________________ 
 

For participant of Minority Age (age 15 to 17) 
 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. 

 
_____________________________________ 
Print participant’s name 
 
________________________________    _______________________________ ___________________ 
Print Parent/Guardian Name        Parent/Guardian Signature  Date 
May 2013 
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FDQQRW�EH�UHDFKHG��,�JLYH�P\�SHUPLVVLRQ�WR�VHFXUH�WKH�VHUYLFHV�RI�DQ\�OLFHQVHG�PHGLFDO�SHUVRQQHO�WR�
SURYLGH�QHFHVVDU\�PHGLFDO�VHUYLFHV��LQ�WKH�HYHQW�WKDW�P\�VWXGHQW�LV�LQMXUHG�RU�EHFRPHV�LOO���,�XQGHUVWDQG�
WKDW�)LUVW�%DSWLVW�&KXUFK��0HWXFKHQ�ZLOO�QRW�EH�UHVSRQVLEOH�IRU�PHGLFDO�H[SHQVHV�LQFXUUHG��EXW�WKDW�VXFK�
H[SHQVHV�ZLOO�EH�P\�UHVSRQVLELOLW\�DV�D�SDUHQW�RU�JXDUGLDQ� 

,�FHUWLI\�WKDW�P\�VWXGHQW�LV�SK\VLFDOO\�ILW�DQG�DGHTXDWHO\�SUHSDUHG�WR�SDUWLFLSDWH�LQ�DOO�UHFUHDWLRQDO�DQG�
VSRUWLQJ�HYHQWV��H[FHSW�DV�VSHFLILFDOO\�OLVWHG�EHORZ���,�DJUHH�WR�QRWLI\�)LUVW�%DSWLVW�&KXUFK�LQ�ZULWLQJ�RI�
DQ\�KHDOWK�FKDQJHV�WKDW�ZRXOG�UHVWULFW�P\�VWXGHQW¶V�SDUWLFLSDWLRQ�LQ�QRUPDO�\RXWK�DFWLYLWLHV� 

,�XQGHUVWDQG�WKDW�,�ZLOO�DOVR�EH�UHTXLUHG�WR�FRPSOHWH�DQG�VLJQ�DGGLWLRQDO�SHUPLVVLRQ�VOLSV�IRU�DOO�
DFWLYLWLHV�ZKLFK�RFFXU�RII�FKXUFK�SURSHUW\��ZKLFK�ZLOO�VLJQLI\�WKDW�,�DP�DZDUH�RI�WKH�VSHFLILF�GDWHV��
WLPHV��UHTXLUHPHQWV��DQG�DFWLYLW\�IRU�HDFK�SDUWLFXODU�HYHQW� 

%\�VLJQLQJ�EHORZ��,�DFNQRZOHGJH�DQG�DFFHSW�WKH�ULVNV�RI�SK\VLFDO�LQMXU\�DVVRFLDWHG�ZLWK�SDUWLFLSDWLRQ�LQ�
6WXGHQW�0LQLVWU\�DFWLYLWLHV���,�DFFHSW�SHUVRQDO�ILQDQFLDO�UHVSRQVLELOLW\�IRU�DQ\�ERGLO\�RU�SHUVRQDO�LQMXU\�
VXVWDLQHG�GXULQJ�WKHVH�DFWLYLWLHV� 

 
3OHDVH�QHDWO\�SULQW�LQ�LQN�DOO�LQIRUPDWLRQ�H[FHSW�VLJQDWXUH 
 
6WXGHQW¶V�/HJDO�1DPH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB���'DWH�RI�%LUWK���BBBB�BBBB�BBBBBB 
          ����� ����0RQWK���'D\�����<HDU 

$GGUHVV��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB���&LW\��BBBBBBBBBBBBBBBBBBBB��1-��=LS��BBBBBBBB� 
 

0RWKHU¶V���1DPH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB����&HOO����BBBBBBBBBBBBBBBBBBB 

)DWKHU¶V�����1DPH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB����&HOO����BBBBBBBBBBBBBBBBBBB 
 

)DPLO\�'RFWRU¶V�1DPH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB���3KRQH����BBBBBBBBBBBBBBBBBBBB 
 

6WXGHQW¶V�SHUVRQDO�IDPLO\�PHGLFDO�LQVXUDQFH���3ROLF\����BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

1DPH�RI�,QVXUHU��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB����*URXS����BBBBBBBBBBBBBBBBBBBBBB 
 

3K\VLFDO�KDQGLFDSV�RU�LOOQHVVHV�WKDW�ZRXOG�SUHYHQW�P\�VWXGHQW�IURP�SDUWLFLSDWLQJ�LQ�QRUPDO�ULJRURXV�

DFWLYLW\��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

$OOHUJLHV��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
 

0\�VWXGHQW�FDQ�EH�JLYHQ�WKH�IROORZLQJ��RU�JHQHULF�HTXLYDOHQW��RYHU-WKH-FRXQWHU�PHGLFDWLRQV� 

3OHDVH�FLUFOH�DOO�WKDW�DSSO\��������7\OHQRO�������$GYLO��������0RWULQ��������$VSLULQ��������%HQDGU\O 
 

7KLV�SHUPLVVLRQ�VKDOO�UHPDLQ�LQ�HIIHFW�XQWLO�$XJXVW����������XQOHVV�WHUPLQDWHG�LQ�ZULWLQJ� 

BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB��� �BBBBBBBBBBBBBBBBBBBBBBBBBBBB 
6LJQDWXUH�RI�3DUHQW�RU�*XDUGLDQ      ��'DWH 



 

 
Church name: ______________________________Youth Week attending: __________________ Jr. High / Sr. High (Circle one) 
                                                                  
 

Camper Name: ________________________________________________________________________________________ 
                                                  First                                                                         Middle                                                                     Last 
 

 Male   Female    Birth Date___________________________________    Age at time of Youth Week _________________ 
                                                                                                       Month/Day/Year 
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Camper Home Address: _______________________________________________________________________ 
                                                                       Street Address                                                                                    City                                                                         State                    Zip 

 
Parent/Guardian with legal custody to be contacted in case of illness or injury: 
 
Name: _________________________________________ Relationship to Camper: __________________________________ 
 
Preferred Phones (_____)__________________ or (_____)__________________  Email: _____________________________ 
 

Home Address: ______________________________________________________________________________ 
(If different from above)         Street Address                                                                                         City                                                                         State                                   Zip 

 
Additional Contact if parent(s) /guardian(s) cannot be reached: 
 
Name: _________________________________________ Relationship to Camper: __________________________________ 
 
Preferred Phones (_____)__________________ or (_____)__________________  Email: _____________________________ 
 

 Allergies:  No Known Allergies      This Camper is allergic to:  Food     Medicine      

                      The environment (insect stings, hay fever, etc.)    Other  
Please Describe below what the camper is allergic to and the reaction seen: 

 
 
   

Dietary Requests:  Requires gluten-free diet.     Requires dairy-free diet.     Requires vegetarian diet. 

All other dietary requests will require supplementary items be brought in for meals. A menu can be requested in advance. 

 
 

Restrictions:  Does the camper have any physical restrictions limiting their participation?  

(Please describe below) 

Medical Insurance Information: 

This camper is covered by family medical/hospital insurance   Yes    No 
          Include a copy of your insurance card; copy both sides of the card so information is readable. 
 

Insurance Company: ____________________________________   Policy Number: _______________________ 
 
Subscriber: ________________________ DOB: _________   Insurance Company Phone (____) _____________ 
 

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.  I 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, I give my permission to the physician to hospitalize, secure treatment for, and 
order injection, anesthesia, or surgery for this child. I understand the information on this form will be shared on a “need to know” basis with camp staff. I 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 Parent/Guardian: ____________________________________________________  Date: ________ 
 

Relationship to Camper: ________________________________________________________________________________ 
 
 

If for religious or other reasons you cannot sign this, please provide explanation in writing. 
 



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 governments are acceptable; please attach to this form. 

Immunization Dose 1 
Month/Year 

Dose 2 
Month/Year 

Dose 3 
Month/Year 

Dose 4 
Month/Year 

Dose 5 
Month/year 

Most Recent Dose Month/year 

Diphtheria, Tetanus, Pertussis 
(DTaP) or TdaP) 

      

Tetanus booster  
(dT) or (TdaP) 

      

Mumps, Measles, Rubella  
(MMR) 

        

Polio  
(IPV) 

      

Haemophilus Influenzae type B 
(HIB) 

      

Pneumococcal 
(PCV) 

      

Hepatitis B 
 

      

Hepatitis A 
 

      

Varicella 
(Chicken Pox) 

 Had Chicken Pox 

Date:  
      

Meningococcal Meningitis 
(MCV4) 

      

 

Tuberculosis (TB) Test Date:  Negative                    Positive 

 
If your camper has not been fully immunized, please sign the following statement:  I understand and accept the risks to my child from not being fully immunized. 
 
Signature of Custodial Parent/Guardian:                                                                                                           Date: _____________________ 
 
Relationship to Camper:  

 

 

Medication    This camper will not take any daily medication while attending camp 

                          This camper will take the following daily medication(s) while attending camp: 
 
“Medication” is any substance a person takes to maintain and/or improve their health. This includes vitamins and natural remedies.  
New Jersey Law requires medication to be in original pharmacy containers with labels which show the camper’s name and how the medication 
should be given. Please provide enough of each medication to last the entire time the camper will be at camp. New Jersey law also requires all 
medications to be administered by the Camp Nurse/Health Director and not kept in the camper’s accommodations. 
 
Name of Medication Date Started Reason for Taking When it is given Amount or dose given How it is given 

    Breakfast 
 Lunch 
 Dinner 
 Bedtime 
 Other : 

  

    Breakfast 
 Lunch 
 Dinner 
 Bedtime 
 Other : 

  

    Breakfast 
 Lunch 
 Dinner 
 Bedtime 
 Other : 

  

 
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. 
Please cross out and initial those medications the camper should not be given. 
 
Acetaminophen (Tylenol)  [Please initial _________]   Ibuprofen (Advil, Motrin) [Please initial_________] 

Phenylephrine decongestant (Sudafed) [Please initial _________]  Cough Syrup [Please initial _________] 

Antihistamine/allergy medicine (Benadryl) [Please initial _________]    

Bismuth Subsalicylate for Diarrhea (Pepto-Bismol)  [Please initial _________]      Imodium [Please initial  _________] 

Laxatives for constipation (Ex-Lax) [Please initial_________]   

     

 

As the parent/guardian of the above camper, I request that the medication described above be administered to my child and release Harvey Cedars Bible Conference  

and/or the  Church Youth Pastor/Leader from liability for any damages my child may suffer as a result of this request.  

 

 

 
Signature of Custodial Parent/Guardian:                                                                                        Date: _____________________ 
 
 
 
 
 
 
 
 



 

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

 
Has/does the camper: 
 

1. Ever been hospitalized?................................  Yes   No 

2. Ever had eye surgery?...............................  Yes   No 

3. Have recurrent/chronic illnesses?..................  Yes   No 

4. Had a recent infectious disease?...................  Yes   No 

5. Had a recent surgery?....................................  Yes   No 

6. Had asthma/wheezing/shortness of breath?..  Yes   No 

7. Have diabetes?.............................................  Yes   No 

8. Had seizures?...............................................  Yes   No 

9. Had headaches?...........................................   Yes   No 

10. Wear glasses, contacts, or protective eyewear  Yes   No 

11. Had fainting or dizziness?……………………….        Yes   No 

12. Passed out/had chest pain during exercise?…         Yes   No 

 

 

 

13. Had mononucleosis (“mono”) during the past 12 months?.   Yes   No 

14. If female, have problems with periods/menstruation?……    Yes   No 

15. Have problems with falling asleep/sleepwalking?………..     Yes   No 

16. Ever had back/joint problems?.........................................     Yes   No 

17. Have a history of bedwetting?.......................................        Yes   No 

18. Have problems with diarrhea/constipation?.....................      Yes   No 

19. Have any skin problems?................................................       Yes   No 

20. Traveled outside the country in the past 9 months?........      Yes   No 

21. Recent operations/accidents (head injuries, fractures etc)    Yes   No 

 

Please explain “Yes” answers in the space below noting the number of the question(s).  

For travel outside the country, please name the 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)?.................................. Yes   No 

2. Ever been treated for emotional or behavioral difficulties or an eating disorder?.......................................................................... Yes   No 

3. During the past 12 months, seen a professional to address mental/emotional health concerns?................................................. Yes   No 

4. Had a significant life event that continues to affect the camper’s life?..........................................................................................  Yes   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 question(s).  

Harvey Cedars Bible Conference 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: (____)________________ 

 

 

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. 
 
 
 
 
 
 
 
 
 
 
 
 

 



HARVEY CEDARS CAMP CLEARANCE FORM  (6/16/21) 
 
 

Name/Entering Grade: __________________________________________ /_______________ 
Church:  ______________________________________________________________________ 
Youth Group Leader: ____________________________________________________________ 
Parent Name/Cell Number:  ______________________________ cell: ____________________ 
 
If unvaccinated or partially vaccinated*, please attach documentation of Negative COVID test 
result from test taken within the last 72 hours. [*Partially vaccinated: less than two weeks 
since one-dose vaccine or since second shot of two-dose vaccine, or have not received second 
dose of two-dose vaccine.] 
If vaccinated, please attach documentation of vaccination.   

 

In the past 24-48 hours, have you experienced any of the following?   
 

• fever greater than 100   Y / N                                 

• chills   Y / N                                                                                                   

• cough   Y / N                                                                                      

• shortness of breath  Y / N                                                    

• headache Y / N                                                                                     

• nasal congestion Y / N                                                             

• runny nose   Y / N                                                                                    

• sore throat  Y / N                                                                                    

• shortness of breath Y / N                                                           

• fatigue  Y / N                                                                             

• muscle or body aches Y / N                                                                    

• vomiting  Y / N                                                                                        

• diarrhea   Y / N                                                                         

• loss of sense of taste or smell   Y / N                                       
 
IF YES to any of the above, please explain:   
 
 

If you have any symptoms noted above, have you taken any medication to improve those 
symptoms? If so, what medication? 
 

 

Have you been diagnosed with Covid-19 in the past 90 days?  
If so, on what date (approximately)?  
 

LEADER REVIEW (at time of departure from church) 
 

TEMPERATURE: _______________ 
COVID test result or vaccination documentation attached:  ___________________ 
CLEARED FOR CAMP BY: _______________________________________________ 
 
For questions, please contact Camp Nurse Kristin Quesenberry, RN, BSN @ 717-421-2411 


