Tomahawk District – Staff Day Camp Registration 2007
(EACH LEADER MUST FILL OUT A SEPARATE FORM)
June 19th – 22nd  (2:30 P.M. to 8:30 P.M.) - Fort Bend County Fairgrounds
Name      
Pack #      
Birthdate      
Address      
City      
Zip      
Home Phone      
Work Phone      
e-mail:      
# of Years helped at Camp:       
Are you Online YPT trained?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Are you a BSA registered adult?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

YPT training is required for all adults who are attending Day Camp and must be completed by the first day of camp.  

Are you CPR trained?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    

Are you First Aid certified?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
If yes to any of the above questions, please provide a copy of the card(s) with the registration form.  
I will be working Day Camp the following days:

Tuesday      

Wednesday      

Thursday      

Friday      

I will be working the following area:      
  (i.e. Webelos Crafts, Cub Games, Archery, BB’s, etc.)

An official Day Camp T-shirt will be provided to you and MUST be worn daily while at camp.  Please indicate size below.  

Adult sizes:
Medium (38-40)  FORMCHECKBOX 
 

Large (42-44)  FORMCHECKBOX 
  

XLarge (46-48)  FORMCHECKBOX 
  
                      XXLarge  FORMCHECKBOX 
  


XXXLarge  FORMCHECKBOX 

All adult volunteers MUST attend training including returning leaders.  
I will attend the staff training on:

 FORMCHECKBOX 
 TBA





 FORMCHECKBOX 
 TBA
Please call Sharon Psencik (Camp Director)  -- 832-723-7817 if you have any questions.  

I understand that my job as Day Camp Staff Area Leader is to provide a well-planned, quality program for the boys at day camp.  Discipline of the boys shall be within BSA guidelines and I understand that I may call upon the Camp Director in the event that I have an uncontrollable situation.  I will remember the purpose for being a Staff member is to provide a fun learning experience for the Cub Scouts attending camp.  I hereby assign and grant to the Boy Scouts of America the right and permission to use and publish the photographs/film/video/electronic representations and/or recordings made of myself and/or my child this date by the Boy Scouts of America, and I hereby release the Boy Scouts of America from any and all liability from such use and publication.  I further authorize the reproduction, sale copyright, exhibit, broadcast, electronic storage and/or sound recordings without limitation at the discretion of the Boy Scouts of America and I specifically waive any right to any compensation I may have for any of the foregoing.  Names and/or individualized identification shall be unintentional.  By submitting this application you are authorizing a criminal background check of yourself.  This check will be made from public record sources by the Boy Scouts of America.  You will have an opportunity to review and challenge any adverse information disclosed by the checked.  

Signed :  _______________________________________________  Date: ______________________________

See back for Staff Health History

ADULT VOLUNTEER HEALTH HISTORYPRIVATE 

(please complete entire form)

Name:      

Sex:      
Physician:      

Phone:      
In case of an emergency call these people in this order:

1.       
  Phone        
  Relation      
2.       
  Phone        
  Relation      
3.       
  Phone        
  Relation      
Problems with (check if yes):
 FORMCHECKBOX 
  Asthma 
 FORMCHECKBOX 
  Fainting spells 
 FORMCHECKBOX 
  Convulsions  
 FORMCHECKBOX 
  Heart Trouble  

 FORMCHECKBOX 
  Diabetes  
 FORMCHECKBOX 
  Seizures  
 FORMCHECKBOX 
  Digestion
 FORMCHECKBOX 
  Lungs

 FORMCHECKBOX 
  Joints
 FORMCHECKBOX 
  Bleed Disorders
 FORMCHECKBOX 
Eyes, Ears, Nose, Throat

 FORMCHECKBOX 
  Other:       
If you checked any of the above, please explain:      
Any restrictions of activities for medical reasons?        FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

If Yes, Explain:      
Allergy or reaction to:
Medication:
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  
If Yes explain:      
Bee stings, insect bites or plants:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If Yes explain:      
Food:
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If Yes explain:      
Other:
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If Yes explain:      
Date of last Tetanus Booster:      
Any condition requiring medication?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If Yes, Name of Medication:        

Will it be necessary to administer this medication while at camp?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If Yes, Explain:       
All medication must be given to the first aid personnel upon arrival at camp and must be in the original container.

CONSENT TO TREAT
The health history above is correct so far as I know, and the person herein described has permission to engage in all prescribed activities, except as noted.  In the event the above names cannot be reached in an emergency, I hereby give permission to the physician selected by the Day Camp Director to hospitalize, secure proper anesthesia, or to order injection or surgery.  I authorize the medical insurance carrier to make necessary payment directly to the physician or hospital for such treatment.

Signature:_____________________________________________________________ Date:__________________________

