Silo Climbing

Campout Date ___________
Troop Nine, Wilmette, IL

www.troopnine.com

Permission Form

Signup Deadline:  (Deadline Date)  

Form and payment due (Due Date)

Camp Out Fee: $XX/Scout
In consideration of the benefits to be derived, and in view of the fact that the Boy Scouts of America is an educational institution, membership in which is voluntary, and having full confidence that every precaution will be taken to ensure the safety and well being of the scout son(s) / ward(s), and the following adult & child members of our family:

	

	Name and Age

	

	Name and Age

	

	Name and Age


I am willing to drive ____________ Scouts.

Drivers:  Please provide cell phone number:_______________________

On the above activity, I (we) agree to his/her/their participation and waive all claims against the leaders of this trip, officers, agents, and representatives of the Boy Scouts of America, and the sponsoring institution, the Community Church of Wilmette.

In the event of an emergency, the troop unit leader of the activity named above has my permission to obtain medical treatment for this scout(s) or Family member(s) at the nearest hospital or doctor, at my expense, if own doctor is not readily available, and as restricted on the emergency data sheet on file with Troop Nine, Wilmette, Illinois.

Signed_________________________________________________Date___________

(see reverse side for important information)

Troop 9 Permission Form

Emergency Information

During the activity listed above, I can be contacted at the following telephone numbers, and will accept long distance calls.

	Phone #1    Home
	Phone #2   Office
	Phone #3    Cell

	
	
	


This scout / family member is allergic or sensitive to:

	Name
	
	Substance
	

	Name
	
	Substance
	

	Name
	
	Substance
	


What medication, if any will be taken? Include dosage, frequency, and time of day.

	Name
	
	Medication
	

	Name
	
	Medication
	

	Name
	
	Medication
	


Any special instructions with the medication? No /  Yes

If yes, please specify:

	


Do you want the leader to carry the medication?  No  / Yes

Use additional space to provide any other information or explanation of any other conditions about which the activity leader should be knowledgeable;

	


Date of the most recent tetanus shot / booster: ___________________________

Medical insurance provider information:

	Insurance Carrier Name
	Policy Number

	
	


Other information, which may be important:
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