SCOUT ASSOCIATION OF JAMAICA

REGISTRATION FORM

National Summer Camp



Kaiser Sports Club – St. Ann

August: 9 – 15, 2002

DISTRICT:                                                                   
Date:________________________   

A.              PERSONAL

NAME:____________________________
__________________________________                            

                       SURNAME




OTHER NAMES

ADDRESS:__________________________   
TEL. NO.:__________________________

                   __________________________    
DATE OF BIRTH:___________________

AGE:____________________
PLACE OF BIRTH:______________________________

RELIGION:______________________
NEXT OF KIN:___________________________

NEXT OF KIN ADDRESS:_______________________    TEL. NO.:_________________

_________________________________________________________________________

TEL. NO. (DAY):______________      TEL. NO.   (NIGHT):_______________________

TROOP:______________________     RANK:___________________________________

STANDARD:__________________     DATE ACHIEVED STANDARD:______________

PERSONAL INTEREST/HOBBY:_____________________________________________

CAMP/JAMBOREES ATTENDED:_____________________________________________

B. 

HEALTH   (Delete where not applicable:
Leave no space Blank)

Have you had or are you subject to any of the following?

Asthma [    ]
Heart Trouble
[    ]

Diabetes [    ]

Convulsion   [    ]

Fainting [    ]
Allergy or reaction to any medication   [    ]

Other Ailments  [    ] (Please give detail)__________________________________________

Are you subject to illness or discomfort with:

Eyes  [    ]

Ear  [    ]
Nose  [    ] 
    Throat  [    ]

Lungs  [    ]

Have you ever had:


Measels                 [    ]  Year       (approximately)______________________

Chicken Pox          [    ]  Year
(approximately) ______________________

Malaria                  [    ]  Year
(approximately) ______________________

Dengue                  [    ]  Year
(approximately) ______________________

Whooping Cough  [    ]  Year
(approximately) ______________________

Are you on medication?_______________________________________________________

Yes  [   ]
No  [   ]  - If yes, what type:___________________________________________

___________________________________________________________________________

