NeTseO Trails Council, Boy Scouts of America
2006 Camp Season

Cub Scout Family Camp Volunteer Application

(for adults and Scouts 14 or older – not to be used by Scouts under 14 years of age)

For Staff 14 Years And Up

Name (please print):       
    DOB      

Address/City/Zip      

Home Phone: (     )-     -       Work Phone: (     )-     -       E-mail:      

*Are currently a registered member of the BSA?   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO   Unit:          Position/Rank:      

*Are you currently certified in CPR?   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO    Other medical certification:      
*Please indicate your first and second choice of work assignments:        Archery          BB’s          Games          Crafts

      Dining Hall          Trading Post          Health Officer          Anywhere needed

*Are you available for the whole weekend (Friday p.m. thru Sunday noon?)   FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO

If no list when:      

*Are you available for all weekends?     FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO    Dates available:      

What is your occupation?      

HEALTH HISTORY
Physician name:      
    Physician Phone: (     )-     -     

CHECK IF YES.  Have or subject to:  FORMCHECKBOX 
 Asthma     FORMCHECKBOX 
 Fainting spells     FORMCHECKBOX 
 Convulsions     FORMCHECKBOX 
 Diabetes     FORMCHECKBOX 
 Heart


 FORMCHECKBOX 
 Allergies or reaction to any food, medication, other.  Please Detail:      

Have difficulty with:   FORMCHECKBOX 
 Eyes     FORMCHECKBOX 
 Ears     FORMCHECKBOX 
 Nose     FORMCHECKBOX 
 Throat     FORMCHECKBOX 
 Lungs     FORMCHECKBOX 
 Digestion    Other:      


Describe in detail any physical activity restrictions or other health precautions:      



Taking any medication?   FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO    Who has the medication?      

 FORMCHECKBOX 
 CHECK here if none of the above apply.

Other comments:      

AUTHORIZATION:  This health history is correct, so far as I know.  I hereby give permission to the physician selected by the adult leader in charge, to hospitalize, secure proper anesthesia, or to order injection or surgery.

SIGNATURE: 
  DATE: 
    PHONE: (     )-     -     

PARENT SIGNATURE IF UNDER 18: 
  DATE: 

IN CASE OF EMERGENCY, NOTIFY:

Name:      
  Relationship:      

Address/City/Zip:      

Day Phone: (     )-     -     
Night Phone: (     )-     -     
Cell/Pager: (     )-     -     
Other Instructions:      

STAFF UNDERSTANDING

I understand, as a staff member, that I am expected to be in camp from Friday night until Sunday noon, unless I have special permission of the Camp Administrator or the Camp Director. I further understand that I will work in any area as determined by the Camp Administrator and Program Director.  I understand that this is a volunteer position and that I am responsible to the Camp Administrator and Program Director.  I agree to abide by ALL Family Camp policies, Camp Dierks policies, NeTseO Trails Council policies and policies of the Boy Scouts of America.  I agree to remain in camp during the agreed times.  I understand that my services can be terminated by the Camp Administrator at any time.

SIGNED: 
    DATE: 

