	AUTHORIZATION TO TREAT MINOR

I (we), the undersigned parent(s), or legal guardian of 

___________________________________________ , a minor, do hereby authorize and consent to any  x-ray examination, anesthetic, medical or surgical treatment rendered by any member of the medical or emergency room staff licensed under the provisions of the Medicine Practice Act, or a Dentist licensed under the provisions of the Dental Practice Act and on the staff of any acute general hospital holding a current license to operate a hospital from the State of California Department of Public Health.

It is understood that this authorization is given in advance of any specific diagnosis, treatment or hospital care deemed advisable by the aforementioned physician in the exercise of his best judgement. It is understood that effort shall be made to contact the undersigned prior to rendering treatment to the patient, but that none of the above treatment will be withheld if the undersigned cannot be reached.


	Boy Scout Troop 484 - Permission For Troop Activities

I hereby give my permission for _________________________________

To participate in scout activities including meetings, outings, camping trips, backpack trips, service projects, fund raising events and other scout activities.

_________________________________________________   __________


 Signature of Parent or Legal Guardian                                  Date

_________________________________________________   ___________

               Signature of Parent or Legal Guardian                               Date

Address: ______________________________________________________

City: ________________________________ State: ____ Zip: ___________

Father or legal guardian - contact numbers: 

Home: _________________________    Work: _______________________

Mother or legal guardian - contact numbers: 

Home: _________________________    Work: _______________________

If not reached, contact: _______________________ at _________________

( please put additional contacts on back, if necessary )
Birth Date: ___________________

List any restrictions: ______________________________________________

Allergies to drugs or food: _________________________________________

Special medications: ______________________________________________

Last Tetanus: ___________________

Family Physician: ___________________________ Phone: _______________

Address: _______________________________________________________

Insurance Company: ________________________ Policy #: ______________

	This authorization is given pursuant to the provisions of

Section 258 of the Civil Code of California.                      This consent shall remain effective until: ______March 1, 2005______________








