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ENCHANTED HILLS
CAMP FOR THE BLIND
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Music Academy Camp
Monday, August 1 -- Sunday, August 10
 Enchanted Hills Camp has paired up with Mr. Bill McCann, who is the founder and president of Dancing Dots Braille Music Technology. Bill McCann has pioneered this specialized music academy in Canada and in the U.S. The Music Academy is for blind and visually impaired musicians between the ages of 16 to 24 years old who are serious about music and those who are or might be thinking of entering the profession. This academy will introduce you to new ways to write down your own music, read the works of others, and generally gain the capacity necessary to compete for and win employment in the music field. To learn a little more about Bill McCann, please read the Instructor Biography and Objectives below.
Camper’s Last Name: __________________ First Name: ____________________

Address: _______________________ City: ________________State:__________

Zip: ________ County: _______________ Email:___________________________

Phone: Cell: (____) _______________Home: (____) _______________________

Email: ____________________________________________________________

Emergency Contact: __________​​​______________ Relationship______________

Phone: Cell: (____) _______________Home: (____) _______________________

Email: ____________________________________________________________

Second Emergency Contact: _________________ Relationship_______________

Phone: Cell: (____) _______________Home: (____) _______________________

Email: ____________________________________________________________

Name of O&M and/or TVI Instructor: Last____________ First ________________

Telephone Number: _________________________________________________

Email: ____________________________________________________________
Personal Information

Date of Birth (MM/DD/YYYY):__________________________________________

Gender: (Please mark an X after your chosen answer)  

     Female_____     Male_____    Transgender______    Declined______  

Ethnicity (optional):_________________ 
(This is information is important for grant and funding applications, which assist in defraying costs for your attendance.)

Primary Language: _____________________________________________________

Secondary Language: ___________________________________________________

Do you have a roommate preference? (Please mark an X after your chosen answer)  
         Yes_____     No_____

If yes who do you desire as your roommate? _______________________________

 (Please note that these are requests and we will attempt to fulfill them but we do not guarantee requests. These requests are honored by availability.)

Tell us about your hobbies and interests: __________________________________

___________________________________________________________________   ___________________________________________________________________
Referral Information:

Referred by: (Please mark an X after your chosen answer)  
  Teacher____        Family Member ____        Friend____         Other____ 

(If other who or what?): ______________________________________________

DOR Counselor (if applicable): 

Counselor First Name: _______________________________________________
Counselor Last Name: _______________________________________________
Telephone Number: _________________________________________________

Email: ____________________________________________________________
Music Ability Questionnaire

What musical instrument(s) do you play? ________________________________

What is your musical ranking? (Please mark an X after your chosen answer)  
      Beginner_____   Intermediate_____   Advanced_____  
How do you read music? (Please mark an X after your chosen answer)    

      Braille_____   Print_____     

If you answered “Print” to the above question, do you require magnification? (Please mark an X after your chosen answer)    Yes_____   No_____
If you play multiple instruments, please specify the musical rankings for each:

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Reference Letter of Musical Ability and Intent (Required)

The reference letter must be written by one of the following: student’s music teacher, educator, TVI/braille teacher, or parent. Please use a separate sheet for reference letter(s).
The letter should include answers to the following questions:

1. What instrument(s) does student play?  

2. What is the student’s musical ranking (Beginner, Intermediate, and Advanced)?

3. If the student plays multiple instruments, please list musical rankings for each.

 

4. Does student read music in print or in braille?  

5. If print, does he/she require magnification?

 

6. In your judgment, does the student have the temperament and interest level in music to spend a week of the summer focusing exclusively on learning more about how to read, write, arrange and perform music?

 

7. Please comment on the student’s overall strengths and weaknesses in music, communication skills, working with a group, etc.

 

8. Why would this student benefit from a week-long summer music program?
Technology and Literacy Skills

Please rate your proficiency with the following skills on a scale from 1 to 5, with 1 being no experience and 5 being quite experienced.

Using a Windows-based computer________

Using a Macintosh computer________

Using JAWS for Windows screen reader_______

Using Voice Over screen reader on a Mac computer_______

Using other screen reader software (please specify) _______

Reading literary braille_______

Reading music braille_______

Reading print music notation. (If you need magnification, please briefly comment on how you accomplish the task of reading print music).___________

Using music notation software. (Please specify titles of software)________

Using digital audio production software. (Specify titles. E.G. SONAR, Sound Forge, Pro Tools)

Add any additional comments or concerns related to technology and music literacy: _______________________________________________________
______________________________________________________________

______________________________________________________________

Camper Questionnaire

VISION:

Cause of visual impairment: __________________________________________

Age of onset: ___________


If partially sighted, please describe your functional vision: _________________________________________________________________

_________________________________________________________________

How do you prefer to access print material? (Please mark an X after your chosen answer)
Braille_____    Tape_____     Large Print_____      Email_____ 

COMMUNICATION/ SPEECH: (Please mark an X after your chosen answer)  

 
Verbal_____         Non–Verbal_____  

If non–verbal; please describe method of communication: ___________________     _________________________________________________________________

_________________________________________________________________

HEARING: (Please mark an X after your chosen answer)
Are you hearing impaired?

Yes _____    
No _____   

Do you use hearing aids?
Left Ear ____   Right Ear ____

For communication, which do you use?

Sign Language____   Finger Spelling____   Verbal____   Other ____

If other, please describe: _____________________________________________
_________________________________________________________________

MOBILITY: (Please mark an X after your chosen answer)
Are you an independent traveler?  Yes_____    No______      
Do you use:  Battery Wheelchair____   Non-Battery Wheelchair______   

Support Cane__​__  White Cane_____   Human Guide_____   Guide Dog_____
If you are a wheelchair user; can you use your chair on unpaved trails? 

 
Yes_____   No ______                                                               

If you are a wheelchair user; can you transfer independently? Yes_____   No _____                                                               

DAILY LIVING SKILLS: (Please mark an X after your chosen answer)
For dressing:    No assistance needed______   Some Assistance needed_______ 

(Please describe): _________________________________________________________________

_________________________________________________________________

For eating:       No assistance needed______   Some Assistance needed_______

(Please describe):  _________________________________________________________________

_________________________________________________________________

For bathing:     No assistance needed______   Some Assistance needed_______ (Please describe): _________________________________________________________________

_________________________________________________________________

For toileting:     No assistance needed______   Some Assistance needed_______

(Please describe):__________________________________________________

_________________________________________________________________

	PLEASE RETURN 
THIS FORM 


TRANSPORTATION

Let us know how you will get to and from camp.
(Please put an X in front of your chosen answer)
Getting to camp:

____ I will get to camp by private car

$25 to Camp ($40 Round Trip)

I would like to take the charter bus from:

____ San Francisco departs @ 1:00 p.m. from the LightHouse, 1155 Market St.

____ Berkeley departs @ 1:30 p.m. from Ed Roberts Campus, 3075 Adeline Street

Getting back from camp:

____ I will leave camp by private car

$25 to Return from Camp ($40 Round Trip)

I would like to take the charter bus back to:

____ San Francisco arrives @ 12:15 p.m. @ the LightHouse, 1155 Market St.

____ Berkeley arrives @ 11:15 a.m.  @ The Ed Roberts Campus, 3075 Adeline Street


Driver Release Form

If the camper is age 17 or under, and someone other than the parent or guardian may be picking them up from camp, the parent or guardian must complete and sign the following driver’s release.
I hereby authorize: __________________________ or ____________________ to pick up my child, __________________________, from Enchanted Hills Camp.  I understand EHC staff will check the identification of the driver prior to releasing my child.
Parent/Guardian Signature ______________________________________


Please Print Your Name ___________________________Date____________

Permission to Attend Off-Site Activities
Do you give permission for your child to take field trips off camp such as LightHouse Headquarters, SF Jazz, off-site music workshops, various local performance sites, and music supply stores? (Please mark an X after your chosen answer)  
     Yes ____      No ____ 
If yes, please sign, print and date below:                  

Parent or Guardian Signature __________________ Date: ________________

Parent or Guardian Print Name ___________________ Date: ________________                                      

Payment Info

Please note: YOUR APPLICATION WILL NOT BE PROCESSED WITHOUT PAYMENT AND COMPLETE APPLICATION
(Please mark an X in front of your chosen answer)
___ I have already contacted the Enchanted Hills Camp Program Assistant, at (415)   

    
  694-7310 and made a credit card payment. 

___  Enclosed is a check or money order.

___ Enclosed is a Regional Center Authorization

___ Financial Hardship, please contact Tony Fletcher, EHC Director @ 415-694-7319

Send applications and payment to:

Enchanted Hills Camp Application


                  




LightHouse for the Blind and Visually Impaired

214 Van Ness Avenue

San Francisco, CA 94102



If you have questions, please contact: 

Enchanted Hills Camp Program Assistant at (415) 694-7310
Camp Fees*:


$300.00 Music Academy Session Fee 



___________ 
Charter Bus Fee









($25 one way, $40 roundtrip)



  
___________

$10.00 Camp T-shirt   

 


  
___________









 
Total:  
___________
*All cancellations are subject to a $50 non-refundable administration fee. Cancellations received 30 days or more prior to the start of camp will be refunded, less the administration fee. Cancellations received less than 30 days prior to the start of camp are not refundable. 
Self-Disclosed Health Form

Name: ________________________________________________________
Birth Date: ____________ Sex: _____ Height: ________ Weight: __________
Please indicate the following health conditions:

Yes       No                                                      Explanation

___
___
History of heart disease__________________________________

___   ___   High Blood Pressure ____________________________________
___
___
Constipation/diarrhea____________________________________
___
___
Coordination problems___________________________________
___
___
Dizziness/fainting_______________________________________
___
___
Arthritis_______________________________________________
___
___
Respiratory problems____________________________________
___
___
Circulatory problems_____________________________________
___
___
Frequent colds/sore throats_______________________________

___   ___   Mental Health _________________________________________
___
___
Muscle weakness_______________________________________
___
___
Kidney problems
________________________________________
___
___
Headaches
____________________________________________
___
___
Joint/muscle pain_______________________________________
___
___
Seizure disorder
________________________________________
___
___
Orthopedic problems_____________________________________
___
___
Vomiting______________________________________________
___
___
Shortness of breath______________________________________
___
___
Diabetes (Type) ________________________________________

___   ___   Traumatic Brain Injury____________________________________
___
___
Other
_________________________________________________
What is the primary cause of your vision loss? ____________________________

Age of onset? _____________________________________________________
Please describe your visual impairment:
______________________________________________________________       
______________________________________________________________ 

_________________________________________________________________
Self-Disclosed Health Form 
Who is your Primary Care Physician? 

Last Name: ____________________    First Name: ____________________

Telephone Number: _____________________________________________
        Current Medications, including over the counter medications:

Drug
Dosage
Frequency

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________

__________________  ___________________   __________________
        Current Treatments:

        Condition


    Treatment

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

_______________________  __________________________________

        Past Medical Treatment:

        _____________________________________________________________
        _____________________________________________________________
        _____________________________________________________________

Drug Allergies:

Are you allergic to any medications prescribed or over the counter medications? 

(Please mark an X after your chosen answer)
      Yes____       No____      
If yes, what are they? _________________________________________________________________ _________________________________________________________________ _________________________________________________________________ 

Please describe what reaction you have had and how have you been treated in 

the past? _________________________________________________________           _________________________________________________________________ _________________________________________________________________ _________________________________________________________________ _________________________________________________________________

Food Allergies:

Are you allergic to any foods? (Please mark an X after your chosen answer)
      Yes____       No____      
If yes, what are they? _______________________________________________

Please describe what reaction you have had and how have you been treated in the past?

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Are you on a special diet? (Please mark an X after your chosen answer)
     Yes____        No____      
If yes, what type of diet are you on? ____________________________________

OTHER DISABILITIES:  (Please put an X in front of any of the following that apply)
____
Cerebral Palsy

____
Multiple Sclerosis

____
Diabetes (type): _______________________________________________

____
Epilepsy (date of last seizure): ___________________________________


Type of seizure:  ______________________________________________

____
Head Injury (please describe): ___________________________________


____________________________________________________________

____
Cognitive Disability (please describe): ______________________________


____________________________________________________________

____
Developmental Disability (please describe functioning level, living skills, etc.): 


____________________________________________________________

         ____________________________________________________________
____________________________________________________________

         ____________________________________________________________

____
Mental Health History (please describe):____________________________    

         ____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

___
BEHAVIORAL DISORDER: (Self-abuse, biting, hitting, wandering, insomnia,

         etc.  Please be specific and explain any behavior management routine you 

         would like us to implement at camp) *Note a camper who harms another 

         camper or staff member will be immediately dismissed from camp.  ____________________________________________________________

         ____________________________________________________________

         ____________________________________________________________

___
Attention Deficit Disorder or Hyperactivity (please describe):____________  

         ____________________________________________________________


____________________________________________________________

         ____________________________________________________________

___
Serious illness or injury that has required hospitalization (please describe):  

         ___________________________________________________________


___________________________________________________________

         ___________________________________________________________

___
Other (please describe): ___________________________________________________________

         ___________________________________________________________


___________________________________________________________

         ___________________________________________________________

Self-Disclosed Health Form 

Date of last tetanus shot: ________________________________________

Must have been completed in the last ten years

Tuberculosis:

Date of last TB test: ________________ 
Test Result: (Please mark an X after your chosen answer) 

         Negative_____        Positive_____

(Only applicable if living in a residential facility)

Do you have any physical conditions requiring restriction(s) on participation in an active recreation program?  Please explain.

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Date: ___________________________



Consumer Name (PRINT):____________________________________________                                             
Consumer Signature: ________________________________________________

Parent/Guardian (PRINT):_____________________________________________     

Parent/Guardian Signature: ___________________________________________                                           

*Please note Self Disclosure must be signed and dated.

Medical Insurance Form

Name of insured: _____________________________

Name of insurance carrier: ______________________

Membership number: __________________________

Expiration date (if any):_________________________

LightHouse for the Blind and Visually ImpairedPRIVATE 
Agreement and Understanding of Financial Responsibility

For Medically Uninsured Consumers of the

 LightHouse, Enchanted Hills Camp

Camper Name:                                    ____   ________
   DOB: ____________________                                                

Date: ____________________________________                                                          
All persons who participate in programs sponsored by the LightHouse are responsible for having their own medical insurance and are liable for their own medical coverage in the event of an injury.  Because you                                                                     do not have medical insurance, it is important that you understand and agree with the following. (Please initial each number if you are in agreement and sign below.)

1. _____
Because I,                                                                                    , am uninsured by any medical insurance coverage/group, it is the understanding of the  LightHouse for the Blind and myself, that I am responsible for ALL medical fees & medications prescribed/incurred if emergency medical services are necessary and provided by qualified medical personnel.

2. _____
When participating in the Enchanted Hills Camp program, and if I am in need of emergency medical services due to injury, the Camp Nurse and Camp Director will instruct that I be sent to The Queen of the Valley Hospital, Napa, CA.  However, if medical personnel require I be sent to another facility for treatment, the Camp Nurse or Camp Director of the Enchanted Hills Camp must follow their direction.

3. _____
I understand  I will be unable to attend Enchanted Hills Camp, Napa, CA unless #1 & #2 are initialed.

"I understand and am in agreement with the information on the previous page, and I take FULL responsibility for those items (1 - 3), which have been initialed."

Name (print):___________________Signature:_________________________

1.
Camper Phone Number: __________________________________________
                


Camper Address:
  ___________________________________________


_________________________________________________________                          

2.
Parent/Guardian Home Phone: _____________________________________
                


Parent/Guardian Work Phone: __________________________________

3.
Other Emergency Contact Name: ____________________________________
 

        
Other Emergency Contact Relationship to Camper: ______________________
                     


Other Emergency Contact Home Phone: __________________________


          Other Emergency Contact Work Phone: ______________________________
Instructor Biography
Bill McCann is the founder and president of the Dancing Dots Braille Music Technology. Bill has pioneered this specialized style of music academy in Canada and in the U.S. Since 1977, Bill has been composing, arranging and performing professionally. 

Bill graduated cum laude, from Philadelphia University of the Arts in 1980, and holds a certificate of Computer Science earned in 1982 at the University of Pennsylvania's Center for Information Resources.

In 1992 Bill launched Dancing Dots Braille Music Technology (DDBMT). Dancing Dots seeks to offer blind and visually impaired individuals the access to information that can widen opportunity and enrich lives.

This developed software and procedures allows the means to read and emboss Braille and large-print music, to independently record performances, and to achieve higher levels of critical listening. 

Objectives
Our Music Academy draws from a national and international pool of young motivated blind and visually-impaired participants.

This academy is for students who are pursuing the study of music and even those who are already working as a part-time music professional. 

Some of the objectives of this academy includes:

1. Creating a supportive community of young musicians, promoting flexibility, and empowerment to have experiences and take on new goals.

2. Learning how to read and emboss Braille and large-print music.

3. Learning how to independently record performances and to achieve higher levels of critical listening.

4. Gaining the skill and confidence in music performance.

5. Learning how to perform with others.

6. Increasing personal musical creativity. 

LightHouse for the Blind & Visually ImpairedPRIVATE 

WAIVER OF LIABILITY & RELEASE

This Waiver of Liability and Release must be initialed after each section and signed by anyone receiving services from the Lighthouse for the Blind & Visually Impaired (Lighthouse) at the following locations: 214 Van Ness, LightHouse of Marin, LightHouse of the North Coast, Enchanted Hills Camp, LightHouse Industries, in the community, client's home and workplace, as well as, while being transported in a vehicle provided or procured by the Lighthouse.  Participation in services is prohibited unless this form has been signed and returned to the individual receiving services or participating in LightHouse program is “Active.”  If more than a year passes without activity in ANY LightHouse program or service, a new Waiver MUST be signed.

1)
I am in satisfactory physical, mental and emotional condition and may engage in all activities associated with the services I am receiving at my own risk, except those listed in number 7 below.  At any time that I am receiving services provided by the Lighthouse, I hereby consent to any medical and/or other treatment as may be considered necessary by a qualified physician, nurse, or designated Lighthouse staff member.  In case of emergency, permission is given to designated Lighthouse staff to contact emergency medical services and/or secure treatment for the undersigned.


________


Initials

   2)
 I hereby state, that even with the best optical correction that I am: 


  ____
A. Visually impaired (visual acuity between 20/40 and 20/200) and have a vision loss that significantly limits one or more life functions.


  ____
B. Legally blind (visual acuity of 20/200 or less in best corrected eye, or visual field of 20 degrees or less). 


  ____C. Totally blind or nearly-totally blind (visual acuity of "hand motions," "light perception," or "no light perception.")


I understand and accept the Lighthouse reserves the right to require documentation of my vision loss if the Lighthouse staff determines such information is considered necessary for assessment and/or the provision of services/training.   


________


Initials

3)
I hereby waive any and all claims that I or my heirs may have against the Lighthouse, its Directors, Officers, Employees, Independent Contractors, Volunteers, and/or Agents for any injuries or property damage which may arise while I am receiving Lighthouse services, including transportation provided or procured by the Lighthouse, at or while in route to any of the locations referenced above in paragraph 1.  I acknowledge that this waiver includes any claims for personal injuries or property damage caused by or arising out of the negligence of Lighthouse or its Directors, Officers, Employees, Independent Contractors, Volunteers, and/or Agents.


________


Initials

4)
A major objective of the Lighthouse is to educate the public about blindness.  To accomplish this, the Lighthouse frequently sends press releases and photographs to the media (newspapers, radio, television and the internet).  It is the right of the individual whether or not to consent to the use of her/his photograph and/or name for the above publicity purposes.  I hereby authorize the Lighthouse to use any photographs taken at the Lighthouse of me and/or my property.   Yes       No ___    
5)
I hereby authorize the Lighthouse to use my voice or written communications for publication, fundraising and advocacy purposes.  Yes         No ___
6)
Are there any medical, mental or emotional conditions and/or medications the Lighthouse should be aware of during your participation in programs/services with the Lighthouse? If so, please explain.


___________________________________________________


___________________________________________________


___________________________________________________

7)
Exceptions or specifications regarding any of the above:                                                                                                                                                                                                                                                                                                                                                                                                                         

I understand this Waiver of Liability and Release constitutes the entire understanding between the parties referenced herein with respect to matters set forth herein. There are no oral representations, arrangements or agreements between the parties referenced herein other than those contained verbatim in the Waiver of Liability and Release.   


________


Initials

This Waiver of Liability and Release shall be interpreted in accordance with and governed by the laws of the state of California.    


 Date: ______________________

      Consumer Name (PRINT):______________________________________ 

                                            
      Consumer Signature: __________________________________________

      Parent/Guardian (PRINT):_______________________________________

                (Parent/Guardian Signature Required if consumer is under 18 years old)

      
     Parent/Guardian Signature: ______________________________________            
Enchanted Hills Camp Application 2016
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