[bookmark: _GoBack]TROOP 22
Unionville, PA
Permission Slip - Medical Information
Event Info:

Event: _Jan. Ski Trip      Location: Shawnee Ski Resort, Poconos    All Scouts and Leaders in Class A uniform.

Departure Date:  Friday, Jan. 13, 2012      Time: 6:00 PM (sharp – arrive by 5:45)    Location: Unionville Presbyterian Church

Return Date:  Sunday, Jan. 15, 2012         Time: 6:30 PM                 Location:  Home              Tripmasters:  Mr. Auger

Cost: see Signup sheet   Cash -  Check  - Scout Account   Due Date: Monday Dec. 12th Troop meeting, or mail to Mr. Auger by 12/28/11.
  Payment, permission slip, and sign-up sheet are due together to Mr. Auger.
All Participants: Please remember that if you must cancel for ANY reason, you must notify the Tripmaster, and your Patrol Leader.  If food has already been purchased or other costs have been incurred you will still be billed for your share.
Name of Scout: __________________________  Birth Date: _________________  Age during activity: _____________
Address: ________________________________  City/State/Zip____________________________________________
Has approval to participate in this event:   Without restriction ______ , Special consideration or restrictions -------------------------------------------------------
Hold Harmless Agreement
I understand that participation in the activity involves a certain degree of risk.  I have carefully considered that risk involved and have given consent for my child to participate in the activity.  I understand that participation in the activity is entirely voluntary and requires participants to abide by applicable rules and standards of conduct. I release the Boy Scouts of America, the local council, the activity coordinators and all employees, volunteers, related parties, or other organizations associated with the activity from any and all claims or liability arising out of this participation.                                                                                                                    ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------                                                                                                                                                                     In case of emergency involving my child, I understand every effort will be made to contact me.  In the event I cannot be reached, I hereby give my permission to the medical provider selected by the adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of medication for my child.  Medical providers are authorized to disclose to the adult in charge examination findings, test results, and treatment provided for purposes of medical evaluation of the participant, follow-up and communication with the participants parents or guardian, and/or determination of the participant’s ability to continue in the program activities. 
Parent/Guardian signature ________________________________________ Date _______________

Name (Please print.) _________________________________________________

Emergency contact phone number(s) ______________________________   __________________________________

Emergency Medical Information

Medications currently taking___________________________________________________________

Medical condition requiring special care _________________________________________________
(i.e. ADHD, Asthma, Convulsions, Heart trouble, Contact lenses, Diabetes, Fainting spells, Bleeding disorders, Dentures)

Allergies____________________________________________________________________________
(i.e. Allergy to a medicine, foods, plants, animals, or insect toxin)

Other ______________________________________________________________________________

Physician _____________________________________ Phone _______________________________

Emergency Contact:

Name:_________________________Phone: ____________________ Relation ______________

Medical Insurance Information:

Company: ___________________________  Policy Number:_________________________   Group #________________

Adult Volunteers and Drivers   

I, ____________________, will also be going on this outing. I can transport ____Scouts. (We need at least 3 per driver. ie. your Scout plus 2).

Drivers please complete the following:
 
Vehicle make/model/year_______________________________ Number of seats w/seatbelts___________

Insurance coverage:  Public Liability per person $____________  Pub. Liab. per accident $_____________

Property Damage$__________________ Driver's License number_____________ Cell phone number: _________________
