
ACTIVITY CONSENT FORM AND APPROVAL BY PARENTS OR LEGAL GUARDIAN
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	MI
	 
	LAST NAME
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	BIRTH DATE

MM-DD-YYYY
	 
	 
	-
	 
	 
	-
	 
	 
	 
	 
	AGE DURING

ACTIVITY
	 
	 
	PHONE

NUMBER
	 
	 
	 
	-
	 
	 
	 
	-
	 
	 
	 
	 


	STREET

ADDRESS
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	CITY
	
	
	
	
	
	
	
	
	
	
	
	
	 
	
	
	
	
	
	
	
	
	STATE
	
	
	ZIP

CODE
	 
	 
	 
	 
	 


	 HAS MY APPROVAL TO PARTICIPATE IN:


	

	 WITH THE FOLLOWING SPECIAL CONSIDERATIONS OR RESTRICIONS:

 (If none, state "none", if more room is required, continue on the reverse side)

	     


I UNDERSTAND THAT I MAY BE REQUIRED TO HELP WITH TRANSPORTATION
	I CAN DRIVE
	
	 # of SCOUTS including my son
   TO THE ACTIVITY
	 
	 # of SCOUTS including my son 

   TO THE ACTIVITY


HOLD HARMLESS AGREEMENT
	I understand that participation in the activity involves a certain degree of risk. I have carefully considered the risk involved and have given consent for myself or 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 participant’s parents or guardian, and/or determination of the participant’s ability to continue in the program activities.


	EMERGENCY

CONTACT
	
	
	
	
	
	
	
	
	
	
	
	
	 
	 
	 
	 
	 
	 
	PHONE

NUMBER
	 
	 
	 
	-
	 
	 
	 
	-
	 
	 
	 
	 


	MEDICAL INSURANCE

COMPANY
	 
	 
	 
	 
	 
	 
	
	
	
	
	
	
	 
	 
	 
	 
	 
	
	
	
	
	
	
	
	
	
	


	POLICY

NUMBER
	
	
	
	
	
	
	
	
	
	
	
	
	 
	 
	 
	 
	PRE-TREATMENT

PHONE NUMBER
	 
	 
	 
	-
	 
	 
	 
	-
	 
	 
	 
	 


	PARENT/GUARDIAN

PRINTED NAME
	
	
	
	
	
	
	
	
	
	
	
	
	 
	 
	 
	 
	 
	
	
	
	
	
	
	
	
	
	
	


	PARENT/GUARDIAN

SIGNATURE
	
	DATE
	


(Rev 4)
ALL FIELDS MUST BE FILLED IN - RETURN COMPLETED FORM TO:  


