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Trailcraft Troop 123

   Winter Haven, Florida

Scoutmaster – Timothy Longstreet

Phone: (863) 618-6023  Email:  Agoodolbear@aol.com
Permission for Medical Treatment
To whom it may concern:

I, the undersigned being the parent, legal next-of-kin or legal guardian of:
__________________________________________________________________

Boy Scout’s Name
Hereby authorize any necessary treatment for this person while participating at any and all activities of the Boy scouts of America, in or out of Polk County, Florida.  I also guarantee payment of all charges incurred during this medical treatment.  (Physician, hospital, X-ray, drugs, ambulance, etc.).

Information:

1.  Allergies to foods, medications, stings, etc.:  ____________________________________________

      _______________________________________________________________________________

2.  Special medical problems (if none, so state).:  ___________________________________________

      _______________________________________________________________________________

3.  Medications currently on:  __________________________________________________________

Family Physician: __________________________________     Phone: _________________________

Office Address: ____________________________________     City:  __________________________

Type or print name of parent or guardian signing: __________________________________________

Parent or guardian’s home phone:  ________________________     Cell phone: __________________

__________________________________                                 ________________________________

                      Medical Insurance Company                                                                                       Insurance Number and Group

NOTE:  Attach photo-copy of medical insurance paper/card to this page.

Parent/Guardian Signature: __________________________________

Address: ______________________________     City: __________________     State: ____________

Cell Phone #: ________________________

…………………………………………………………………………………………………………….

Notary:  State of _____________________________                  County of  ______________________

On this _____ day of _________________ 200__. ____________________________

Personally appeared before me

____ whose identity I verified on the basis of __________________________________,

____ who is personally known to me,

____ whose identity I verified on the oath/affirmation of ___________________________,


a credible witness,

to be the signer of the foregoing document, and he/she acknowledged that he/she signed it.
                                                                                                                                              ____________________________________

                                                                                                                                                                                                 Notary Public

                                                                                                                                                               My commission expires: ____________________
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