
New  Ulm  Suzuki  School  of  Music    
Summer  Pops  Camp  Dormitory  Permission  Form  

  
  
Dear  Parent  or  Guardian,  
Your  child  is  going  to  be  residing  in  the  dormitory  at  Martin  Luther  College.  Please  fill  out  the  following  
form  and  bring  it  with  you  on  the  first  day  of  camp.  
  
Dormitory  Information:  
  
Dates:  __Monday,  June  22  –  Friday,  June  26,  2015____  
  
Location:  ___Martin  Luther  College,  New  Ulm,  MN______  
  
Purpose:  ____Summer  Pops  Orchestra  Camp_______  
  
Cost:  __$150.00____(if  you  have  already  paid  this  amount  please  disregard)_________  
        
Cash  or  check  payable  to:  __NUSSM  (New  Ulm  Suzuki  School  of  Music)___________  
  
Special  Instructions:  __________________________________________________________________  
  
__________________________________________________________________________________  
  
  

Save  this  part  of  the  form  for  future  reference.  
  
  

Cut  here-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­-­  Cut  here  
  
  

Sign  this  part  of  the  form  and  bring  it  with  you  on  the  first  day  of  camp.  
  

  
  
_____________________________________________________  has  permission  to  reside  in  the    
  
Dormitory  on  the  campus  of  Martin  Luther  college  from  _June  22,  2015__  to  June  26,  2015_.  
  
I  give  my  permission  for  _______________________________________  to  receive  emergency  medical  
  
Treatment    In  an  emergency,  please  contact:  
  
Name:  _________________________________________  Phone:  ______________________________  
  
E-­Mail  Address:_______________________________________________________________________  
  
Parent/Guardian  Signature:  ___________________________________  Date:  _____________________  
  
Insurance  Information:  
  
Name  of  Carrier:    _____________________________________  
  
Policy  Number:    ______________________________________  
  
Name  of  Insured:  ____________________________________  
  


