TROOP 84 REGISTRATION FORM

Adults & Scouts

(Please fill out 1 page per person)
Name __________________________________________________  Age  ________  Date of Birth __________________
Address   ___________________________________________________  School  ________________________________
City __________________________________________ State  _________ ZIP _______________   Grade  ____________

Preferred email address(es) REQUIRED__________________________________________________________________

Spouse’s email  _____________________________________________________________________________________
Scout’s email address  _______________________________________________________________________________

Nearest Relative (& phone) for emergency _______________________________________________________________
Mother’s (Spouse’s) Name _______________________________ Cell Phone (required) ___________________________
Father’s (Spouse’s) Name ________________________________Cell phone (required)___________________________
Health Insurance (Name) ________________________________________ ID Number ___________________________
(PLEASE MAKE A COPY OF THE FRONT AND BACK OF YOUR INSURANCE CARD(S), AND ATTACH TO THIS SHEET, PLEASE.)
Subscriber’s Name  __________________________________Group Number _____________________ Plan __________
Allergies:  __________________________________________________________________________________________

__________________________________________________________________________________________________

Medications/Treatments: _____________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________
Family Doctor, Address & Phone _______________________________________________________________________
__________________________________________________________________________________________________
Any medical conditions or concerns we need to be made aware of:  ___________________________________________
__________________________________________________________________________________________________
Parent (guardian) Signature ________________________________________________ Date ______________________
