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BOY SCOUT TROOP 315 EMERGENCY MEDICAL AUTHORIZATION - ADULTS

Purpose - To enable scout leaders to authorize the provision of emergency treatment for themselves when they become ill or injured while participating in a Troop 315/Boy Scouts of America activity.

The following individuals are to be contacted in the 
   SS#  ___  ___  ___ - ___  ___ - ___  ___  ___  ___

order specified:  (Home and/or Work)

1. ________________________  (H) _______________      ____________________________________
           (W) ______________      Scout Name                                    Grade

2. ________________________  (H) _______________      _____________________________________

           (W) ______________       Address

3. ________________________  (H) _______________     _____________________________________

           (W) _______________    City

        State        Zip







        (______)_______________________________







         Telephone
                         Date of Birth

TO GRANT CONSENT - PART 1
In the event reasonable attempts to contact the above individuals have been unsuccessful, I hereby give my consent for:

1. The administration of any treatment   _____________________________________________________

    deemed necessary by                             Preferred Physician


       Phone #


or


        ____________________________________________________





Preferred Dentist



       Phone #

    In the event the designated practitioner is not available, by another licensed physician or dentist; and

2. The transfer of the adult leader to _________________________________________________ or any 

    hospital reasonably accessible.                 Preferred Hospital

This authorization does not cover major surgery unless the medical opinions of two other licensed physicians or dentists, concurring in the necessity for such surgery, are obtained prior to the performance of such surgery.

Facts concerning the adult leader’s medical history including allergies, medications being taken, and any physical impairments to which a physician should be alerted:

_____________________________________________________________________________________

Insurance Company: __________________________________     Policy Number: __________________

__________________________________________               ___________________________________

Date of last DPT or Tetanus Booster


Signature of Adult Leader






                           ___________________________________








Date Signed

REFUSAL TO CONSENT - PART 2

(Do not complete if you completed Part 1)

I do not give my consent for emergency medical treatment of myself.  In the event of illness or injury requiring emergency treatment, I wish the Troop 315/Boy Scouts of America authorities to take no action or to:

_____________________________________________________________________________________

_____________________________________________________________________________________
Date ________________________     Signature of Adult Leader _________________________________

