BOY SCOUT TROOP #29

CONTACT LIST FOR MEDICAL TREATMENT CONSENT

For SCOUTS

This form is required for every participant on every Boy Scout Troop #29 event.  The purpose of this form is to list all information required by a medical facility for the emergency treatment of Scouts and Leaders. 

Camper’s Name:______________________________________ Date of Birth:  ______________________

Address: 
_________________________________________________



_________________________________________________

Home Telephone: (     )  ______________________

Doctor Information:

Doctor’s name: _________________________________  Doctor’s Phone: (     )  ______________________

Father Information:

Father’s name: __________________________________  Date of Birth:  ______________________

Address: 
_________________________________________________



_________________________________________________

Day Time Telephone: (     )  __________________ Night time Telephone: (     )  ______________________

Cell Phone: (     )  ______________________ Pager Number: (     )  ______________________

Employer:  __________________________________________________

Insurance Carrier: __________________________________  Policy #:   _______________________

Father’s father’s name: ___________________________________ Phone: (     )  ______________________

Father’s mother’s name: __________________________________ Phone: (     )  ______________________

Father’s sibling’s name: __________________________________ Phone: (     )  ______________________

Mother Information:

Mother’s name: __________________________________  Date of Birth:  ______________________

Address: 
_________________________________________________



_________________________________________________

Day Time Telephone: (     )  __________________ Night time Telephone: (     )  ______________________

Cell Phone: (     )  ______________________ Pager Number: (     )  ______________________

Employer:  __________________________________________________

Insurance Carrier: __________________________________  Policy #:   _______________________

Mother’s father’s name: __________________________________ Phone: (     )  ______________________

Mother’s mother’s name:_________________________________ Phone: (     )  ______________________

Mother’s sibling’s name: _________________________________ Phone: (     )  ______________________

This information is confidential and is provided for the express purpose of the immediate contact of a blood relative in the event of the need for medical treatment. This form may be shared with medical personnel should the necessity arise.

Signature of Camper:  ___________________________________________  Date:__________________

Signature of Parent (if camper is under 18 years of age):  ____________________________________  Date:__________________
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