Cub Scout All-American Sports 2010
CUB SCOUT DAY CAMP YOUTH REGISTRATION FORM


CUB SCOUT INFORMATION: (Please PRINT & complete this information for your son, use one form per Scout.)
Cub Scout ______________________________________________
DOB _________________   Pack _______________
Mailing Address ______________________________________________ City ______________________ ZIP __________

Home Phone Number ______________________________    Rank in September 2010_____________________________
Parents/Guardians/ Adult Partner ________________________________________________________________________

Parent email address__________________________________________________________ Cell #___________________


T-SHIRT INFORMATION:  Please circle the size of the FREE T-Shirt your son receives for attending Day Camp.
Youth S (6-8)      Youth M (10-12)     Youth L (14-16)      Adult S       Adult M       Adult L      Adult XL

  PERSONAL HEALTH HISTORY (Please answer all questions; continuing on reverse side)

ALLERGIES: Food, medicine, insects, plants
Yes  □   No  □  Explain: _____________________________________

   List equipment needed such as wheelchair, braces, glasses, contact lenses, etc.: _________________________________
   List any medication to be taken at camp:_____________________________________________________________________
Personal Physician: _____________________________________________________________ Phone (_____)__________________________
Health/Accidental Insurance Company: _____________________________________________ Policy # _____________________________
EMERGENCY CONTACT  (OTHER THAN PARENT/GUARDIAN LISTED ABOVE)
Name:____________________________________ Relationship to Scout __________________ Phone (_____)________________

Name:____________________________________ Relationship to Scout __________________ Phone (_____)________________

CAMP MEDICAL TREATMENT & PHOTO AUTHORIZATION and REFUND POLICY

I give permission for full participation in BSA program, subject to limitations noted herein.

In case of emergency, I understand that every effort will be made to contact me. In the event I cannot be reached, I hereby give permission to the licensed health-care provider selected by the adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery or injections of medication for my child.

I hereby give permission to the Mount Baker Council, BSA to use photographs of my son for the promotion of the Cub Scout Day Camp program.

All refund requests must be made in writing (Mount Baker Council, BSA  1715 Suite B,  100th Pl SE  Everett, WA  98208). Refunds will not be given unless a written request is received at the Council office 30 days or more prior to the start of the Day Camp.  Any extenuating medical circumstances need to be accompanied by a Dr.’s note.  If the request is made with less than 30 days there will be no refund.  If your son is a ‘no show’ at camp there will be no refund.  All refund requests are less a $25.00 non-refundable fee.
Parent/Guardian signature: _______________________________________ Date: ______________________[image: image1.emf] 





YOUTH








Fee  3/27    $ 75.00


Reg fee       $ 85.00





Opp Fund  Yes (  )





FOS disc.  _______





Amt Paid   _______














DAY CAMP PROGRAM: For dates, please see attached information or visit www.mountbakerbsa.org


□ Anacortes Twilight, Anacortes	  □ Flowing Lk. Twilight, Snohomish	  □ Monroe Park, Monroe 


□ Camp McKinley, Arlington	  □ Friday Harbor, Friday Harbor	  □ Silver Lake Day, Everett 


□ Canyon Park, Bothell		  □ Hovander Twilight, Ferndale	  □ Silver Lake Twilight, Everett


□ Deming Twilight, Deming	  □ Jennings Park, Marysville	  □ South Whidbey, Clinton  


□ Fire Mountain Scout Camp	  □ Lynndale Twilight, Lynnwood   □ Whidbey Is. Twilight, Oak Harbor


□ Flowing Lake, Snohomish	  □ McCollum Park, Everett














