

ANNUAL PERMISSION FORM             January 1, 2022 – December 31, 2022
In consideration of the benefits to be derived, and in the fact that the Boy Scouts of America is an organization in which membership is voluntary, and having full confidence that precautions will be taken to ensure the safety and well being of my son on those trips, I (we) hereby agree to his participation and waive all claims I (we) may have against the Boy Scouts of America, CT Yankee Council, Activity Coordinators, all volunteers or parties associated with this activity. 
In case of emergency, I understand every effort will be made to contact me or my alternate. In the event I cannot be reached, I hereby give my permission to the physician selected by the adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery or injections of medications for my child.  Medical providers are authorized to disclose protected health information to the adult in charge, camp medical staff, camp management, and/or any physician or health care provider involved in providing medical care to the participant. Protected Health Information/Confidential Health Information (PHI/CHI) under the Standards for Privacy of Individually Identifiable Health Information, 45 C.F.R. §§160.103, 164.501, etc. seq., as amended from time to time, includes examination findings, test results, and treatment provided for purposes of medical evaluation of the participant, follow-up and communication with the participant’s parents or guardian, and/or determination of the participant’s ability to continue in the program activities.
I also agree to provide all insurance information as required by the BSA Medical Form or as requested by the Troop. I also agree to reimburse the Troop for all expenses occurred for the treatment of my son. Examples are insurance co-payments, medical service fees, and the purchase of over the counter or prescription medicals as directed by medical personnel.
PLEASE WRITE LEGIBLY! (Or Type the Information)
Scout’s Name __________________________________  Address __________________________________________________

Primary Phone Number (_______)___________________     Date of Birth: ____________________________________
	Parent/Guardian #1:       CIRCLE ONE
	Parent/Guardian #2:       CIRCLE ONE 

	Mother
          Father
      Other______________________
	Mother
      Father
Other_______________________

	Cell #  (_______)_________________________
	Cell #  (_______)_________________________

	Email _____________________________________________
	Email _____ _______________________________________


Optional: Scout’s Email __________________________________________  Scout’s Cell #  (_______)______________________
If I am unable to be reached in the event of an Emergency, the following person is authorized to act on my behalf: 
Name: ______________________________________________ Address:  _____________________________________________
Phone #1 (_______)__________________Phone #2 (_______)________________ Relationship to Scout: ____________________
My son has the following medical conditions and allergies that you should be aware of:

__________________________________________________________________________________________________________

List any medications, prescription or non-prescription, which the Scout takes on a regular basis:

__________________________________________________________________________________________________________ 
This form must be signed by both Parents and/or Guardians, however, if you are a single parent with sole custody of your child, please put "Sole Custody" in the second parent signature block.
Print Name: __________________________________________ Print Name: ___________________________________________

Signed: ______________________________________________ Signed: ______________________________________________
Date: _________/_________/_________                                         Date: _________/_________/_________
