	AUTHORIZATION FOR MEDICAL TREATMENT/ANNUAL PERMISSION FORM

PLEASE PRINT/TYPE ALL INFORMATION EXCEPT SIGNATURES – IF NECESSARY. USE OTHER SIDE TO COMPLETE ALL RESPONSES

	UNIT INFORMATION AND PERIOD OF COVERAGE

	UNIT TYPE AND NUMBER

 BSA Troop 43
	PERIOD OF COVERAGE

	
	FROM
	TO

	SPONSER

 
	REGISTERED UNIT LEADER(S) continue on other side if necessary

      Scoutmaster, Stephen Courtney                             

	PERSONAL INFORMATION AND HEALTH HISTORY

	YOUTH’S NAME IN FULL:
	PARENT’S TELEPHONE NUMBERS
	DESIGNATED HOSP./MEDICAL FA

	
	FATHER (Work):
	

	IMMUNIZATIONS
	MOTHER (Work):
	DESIGNATED MED. DOCTOR/TEL

	Date of last inoculation for:
	Home:
	

	TETANUS TOXOID
	
	HAVE / SUBJECT TO (Check if YES) :

	POLIO
	
	( Asthma          ( Convulsions        ( Heart trouble

	MUMPS
	
	(  Diabetes       ( Fainting spells     ( Swimming / sports restrictions

	MEASLES
	
	(   Other (Describe)                         ( Allergy / reaction to any medication

	GERMAN MEASLES
	
	                                                         ( Check here if none of the above

	DIPHTHERIA
	
	HAVE DIFFICULTY WITH (Check if YES}
	HAVE HAD (Check is YES)

	CONTACT PERSON IF PARENTS CANNOT BE REACHED

Tel. No.                                      

Relationship
	( Eyes, ears, nose, throat ( Lungs          

( Bed- wetting                 ( digestion      

( Sleepwalking                ( Allergies       
	( Measles      ( German measles

( Diphtheria  ( Chicken pox

( Mumps       ( Whooping cough

	Is there any condition which requires    ( YES

Regular medication(s)                            (  NO
	Any restriction of activity for medical reasons? If YES, explain in full.

( YES        ( NO

	
	

	Name of medication(s)
	

	AUTHORIZATION FOR MEDICAL TREATMENT

	The adult leaders of the BSA unit indicated on this form, who are duly registered with the Boy Scouts of America, are hereby empowered to authorize needed medical treatment and if required surgical procedures in the event of a medical emergency resulting from my child’s participation in the activities of this unit. In the absence of al adults of this unit, this authority shall extend to any duly registered adult leaders of the Boy Scouts of America. If at all possible any medical treatment / surgical procedures which become necessary shall be administrated in the hospital / medical facility and by the medical doctor herein designated except that if there exists a life –critical situation or an undue amount of time would be involved in reaching the designated hospital or doctor then any duly licensed doctor /medical facility designated by the adult leader may carry out medical care. This authorization shall remain in effect during the period herein and shall extend to all activities in which the unit participates. All reasonable efforts will be made by the adult leader(s) based upon the information given herein to contact me before authorizing medical treatment /surgical procedures, but no such efforts shall be deemed necessary in any life sustaining measures.

My signature in the certification section  herein, duly witnessed by an adult person known to myself, indicates that :

(1) I authorize the adult leaders of any BSA unit to seek emergency medical treatment / surgical procedures by qualified medical persons including rescue squad technicians without which the life of my child would be endangered;

(2) I DO_____ /DO NOT_____ give my permission to administer over-the-counter medications (OTC) such as Tylenol, 

       anti-diarrheal agents or Benedryl, to my child, as needed. 

(3) Any restrictions Imposed are written on the back of this form above my signature.   

	MEDICAL INSURANCE INFORMATION

	INSURANCE COMPANY
	POLICY NUMBER

	NAME OF SUBSCRIBER
	EMPLOYER OF SUBSCRIBER

	PERMISSION TO PARTICIPATE

	It is recognized that the Boy Scout of America is an active, year round program and that the program year begins and ends on the dates stated above. As long as my child is a registered member of this unit for the period indicated herein he has my full and express permission to participate in any and all activities of this unit.  This permission is given on the understanding that each event will be under the supervision of at least two adult leaders registered with Boy Scouts of America.  If a coed group at least one adult will be female.  I certify that my child neither will be nor will have been in attendance at any and all activities of this unit without my complete knowledge of his / her intention to participate fully within the limits of the restrictions herein imposed. 

	CERTIFICATION SECTION

	ONLY ONE SIGATURE IS REQUIRED
	WITNESS

	Father’s Or Mother’s Signature

Date:
	City / County of __________________________________________

Commonwealth of Virginia. The foregoing instrument was acknowledged before me this _______________ day of _______________, 20____

___________________________________________ 

Notary public 

My Commission expires_____________________________________

	Or Legal Guardian’s Signature

Date:
	

	
	


FURTHER EXPLANATION/ RESTRICTIONS IMPOSED

PRINT / TYPE ALL INFORMATIONEXCEPT SIGNATURES – SEE NOTE BELOW

	UNIT INFROMATION (Continued)

	OTHER REGISTERED LEADERS NOT LISTED ON OTHER SIDE

	

	

	

	PERSONAL INFORMATION AND HEALTH HISTORY (Continued)

	HAVE / SUBJECT TO (Continued)

	

	

	

	

	HAVE DIFFICULTY WITH (Continued)

	

	

	

	

	HAVE HAD (Continued)

	

	

	

	

	ACTIVITY RESTRICTIONS DUE TO MEDICAL REASONS (Continued)

	

	

	

	

	

	OTHER CONTACT PERSONS IF PARENTS CANNOT BE REACHED

	Name
	Telephone number
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	REGULAR MEDICATIONS (Continued)

	

	

	

	

	RESTRICTIONS IMPOSED RELATIVE TO AUTHORIZATIONFOR MEDICALTREATMENT

	( NONE
	

	

	

	

	

	

	Signature:

	RESTRICTIONS IMPOSED REGARDING PERMISSION TO PARTICIPATE 

	( NONE
	

	

	

	

	

	

	Signature:


Note: this form may be modified, changed or otherwise withdrawn by either parents or legal guardian at any time.  If withdrawn, the youth member named on this form will not be allowed to participate in any of the activities organized by this unit.  

