AUTHORIZATION AND CONSENT TO TREAT MINOR

Pursuant to Colorado Civil Code

The undersigned do hereby authorize TROOP 101 LEADERSHIP, or such substitute designated as agent for the undersigned by TROOP 101 LEADERSHIP to consent to any X-Ray examination, anesthetic, medical, dental, or surgical diagnosis and/or treatment and/or hospital care for

___________________________________________________________

(Name of Minor)

which is deemed advisable and to be rendered under the general or special supervision of any physician and/or surgeon licensed under the Provision of Medicine Practice Act, or of any Dentist licensed under the Dental Practice Act, whether such diagnosis or treatment is rendered at the office of said physician or dentist, at a hospital, Scout Camp, or elsewhere.
This authorization will remain effective while the above minor is enroute to or from, involved or participating in the activities or meetings of TROOP 101, DENVER AREA COUNCIL, BOY SCOUTS OF AMERICA for the calendar year __________, unless revoked in writing by the undersigned to the aforementioned agent.  This form must be renewed each calendar year.

_______________________________________________     _____________________     ____________________

                                             (Signature)                                                                           (Relationship)                                         (Date)

_______________________________________________     _____________________

                                              (Witness)                                                                                  (Date)  

EMERGENCY CONTACT INFORMATION
Please provide all information that applies.  Troop 101 will not give this information to anyone except in an emergency.

Parent/Guardian:________________________Address:________________________________________________

Home Phone:_______________Work Phone: _______________Cell Phone: _______________

Parent/Guardian:________________________Address:________________________________________________

Home Phone:_______________Work Phone: _______________Cell Phone: _______________

Other persons able to pick-up Scout:________________________________________________________________

Insurance Company:_________________________________Policy Number:_______________________________

Physician Name:____________________________________Phone:______________________________________

Approximate date of last Tetanus shot________________ Allergies to medications___________________________

Allergies, Long term Conditions, anything else you feel that may be of importance to your child's health:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

