TROOP 1 ACTIVITY

PARENTAL ACKNOWLEDGMENT

(PERMISSION SLIP)

POLICY OF THE BOY SCOUTS OF AMERICA AND TROOP 1 REQUIRES THAT SCOUT LEADERS OBTAIN WRITTEN CONSENT FROM A PARENT OR GUARDIAN FOR EVERY BOY EXPECTING TO PARTICIPATE IN ANY ACTIVITY OR OUTING THAT IS AT A PLACE AND TIME DIFFERENT THAN THE REGULARLY SCHEDULED TROOP MEETING.

TROOP 1 OF FLORENCE PLANS TO: ________________________________________________________________________ ____________________________________________________________________________________________________________ 
DEPART FROM:
FLORENCE CHRISTIAN CHURCH ON ___________________ AT 5:30 P.M.
RETURN TO: 

FLORENCE CHRISTIAN CHURCH ON ___________________AT 1:00 P.M.
LEADER IN CHARGE:

TIM IOTT


PHONE: 513-787-9302
ASSISTANT IN CHARGE:
TINA BEGLEY


PHONE: 859-322-1448
EXTRA COST PER SCOUT:
____________________________________________________________
EACH SCOUT SHOULD BE PREPARED WITH HIS OWN PERSONAL EQUIPMENT FOR EATING, SLEEPING AND ALL PLANNED ACTIVITIES.  CLOTHING MUST BE ADEQUATE FOR THE PREVAILING WEATHER CONDITIONS AND SEASON.

TRAVEL UNIFORM:  __________________________
OTHER PERSONAL EQUIPMENT NEEDED: 
__________________________________________________________
PARENTS ARE NEEDED TO:  N/A
(KEEP THIS PART FOR REFERENCE)

RETURN THIS PART TO SCOUT LEADER BY:   _________________________
MY SON____________________________________ HAS MY PERMISSION TO PARTICIPATE IN THE EVENT PLANNED FOR ___________________________.  I WOULD LIKE TO HELP THE SCOUT LEADERS BY_________________________________________________________________________________________________________

IF MY SON IS ILL ON THE DAY OF THE EVENT, I WILL NOT PERMIT HIM TO ATTEND.  I AM AWARE THAT EVERY EFFORT WILL BE MADE TO CONTACT PARENTS THROUGH HOME AND EMERGENCY NUMBERS IN CASE OF ACCIDENT OR ILLNESS.  HOWEVER, IF IT IS NECESSARY FOR A PHYSICIAN TO ATTEND TO MY SON BEFORE I CAN BE REACHED, HE MAY HAVE EMERGENCY MEDICAL ATTENTION AT MY EXPENSE.

STATUS OF THE CURRENT MEDICAL HISTORY RECORD OF MY SON ON FILE WITH THE TROOP IS AS FOLLOWS:




*******CHECK AS APPLICABLE******

[  ]  ALL INFORMATION REMAINS ACCURATE AND COMPLETE AS OF THIS DATE.

[  ]  ALL INFORMATION IS ACCURATE WITH THE FOLLOWING ADDITIONS AND/OR EXCEPTIONS:_____________________________________________________________________________________________

[  ]  THE FOLLOWING NON-PRESCRIPTION MEDICATIONS SHOULD NOT BE ADMINISTERED:_________________________________________________________________________________

[  ]  THE FOLLOWING PERSONAL MEDICATION WILL BEREQUIRED AND IS SUBMITTED IN THE ORIGINAL CONTAINER WITH INSTRUCTIONS TO THE ASSIGNED ADULT LEADER:_________________________________________________________________________________________

HOME PHONE ______________________   ALTERNATE EMERGENCY PHONE:_________________________

FAMILY PHYSICIAN____________________________________   PHONE: ____________________________

SIGNED: _________________________________________  DATE:____________________

