2011 Venturing Crew 709 Events (Annual Permission Slip)
My son _______________________________ has my permission to attend events and activities during 2010
Current medications, medical notes, or allergies that leaders need to be aware of:

Emergency contact name _________________________________ Telephone number(s) _________________________

____________________
_____________________________________________


        Date



Parent / Guardian

AUTHORIZATION OF CONSENT FOR TREATMENT OF MINOR

I (We), the undersigned, parent(s) of _____________________, a minor, do hereby authorize any registered adult leader(s) of the Boy Scouts of America as agent(s) for the undersigned to consent to any x-ray examination, anesthetic, medical or surgical diagnosis or treatment and hospital care which Is deemed advisable by, and is to be rendered under the general or special supervision of any physician and surgeon licensed under the provisions of the Medical Practice Act on the medical staff of the nearest hospital, whether such diagnosis or treatment is rendered at the office of said physician or at said hospital.

It is understood that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being required but is given to provide authority and power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment or hospital care which the aforementioned physician in the exercise of his/her best judgment may deem advisable. 

This authorization is given pursuant to the provisions of Section 25.8 of the Civil Code of California.

This authorization shall remain in effect so long as my (our) son/daughter is a registered  Scout unless sooner revoked in writing delivered to said agent(s).

Father: ____________________________________
Date ___________________

Mother: ____________________________________
Date ___________________

Legal Guardian; _____________________________
Date: ___________________

Special Notes: 












________ Dues












________ Medical

