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FULL NAME (PLEASE PRINT)______________________________________________________






First Name


Last Name

Middle Initial

 Please check off all that apply. (* See Notation)

(   ) Physical Limitation ______________________________________

(   ) Asthma ________________________________________________

(   ) Food Allergy ____________________________________________

(   ) Other Allergy ___________________________________________

(   ) Diabetes________________________________________________

(   ) Heart Condition _________________________________________ 

(   ) Recent Surgeries_________________________________________

(   ) Other __________________________________________________

* Please explain fully and attach a physician’s note. Please see the Lodge Adviser upon arrival!

I hereby give my permission to transport my son/daughter, __________________________, to a nearby medical facility if the need arises during the weekend and I cannot be contacted.


If it becomes necessary to send my son/daughter to a nearby medical facility, physician or dentist, for diagnosis or treatment, they have my full permission to do so.


I give my full permission to the medical attendant in charge to hospitalize, secure anesthesia, or to order injections and/or surgery for my son/daughter should the need arise.


As a parent/guardian, I will assume full responsibility for such arrangements including payment of expenses incurred thereby, and shall indemnify and hold blameless the Patriots’ Path Council Inc., its servants, agents, employees, or the Order of the Arrow from any liability with respect there to.






Photo Release
I hereby assign and grant to the Boy Scouts of America the right and permission to use and publish the photographs/film/video tapes/electronic representations and/or sound recordings made of me this date by the Boy Scouts of America, and I hereby release the Boys Scouts of America form any and all liability from such use and publication.

I hereby authorize the reproduction, sale, copyright, exhibit, broadcast, electronic storage and/or distribution of said photographs/film, video tapes, electronic representation and/or sound recordings without limitation at the discretion of the Boy Scouts of America and I specifically waive any right to any compensation I may have for any of the foregoing.

____Such medical expenses would be covered under policy number______________________

written by ________________________________________ for the period ___________ through _________________.

____I will pay expenses directly.

Date:     /     /
    Phone: (________) __________-_____________ 

Signature________________________________________________

In Case of emergency please, contact: (PLEASE PRINT)

Name:
_________________________________ Relation: ______________________________

Phone: ______________________ Address: __________________________________________

If you have any questions please see the Health and Safety Officer at Check-In!
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