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WATER GULLY VENTURER UNIT

1ST TEA TREE GULLY SCOUT GROUP

PO BOX 366 ST AGNES   SA   5097

THE SCOUT ASSOCIATION OF AUSTRALIA - SOUTH AUSTRALIAN BRANCH

44 FULLARTON ROAD, NORWOOD, 5067 (PO BOX 950, KENT TOWN, 5071)

PARENT ADVICE

GROUP ……………………………………………………………………………………………..……….…VENTURERS

ACTIVITY………………………………………………………………………………………….………………………….

LOCATION ...………………………………………………………………………………………………………………….

STARTING TIME ………………………………..  DATE      /      /        MEETING PLACE………………………………..

FINISHING TIME  ………………………………  DATE      /      /         MEETING PLACE…….…………………………

LEADER IN CHARGE OF ACTIVITY ………………………………….  TELEPHONE…………..………………………

TYPE OF TRANSPORT TO AND FROM THE ACTIVITY   ……………………………………………………………….

COST $…………..          PAYABLE TO……………………………………………………….……    BY THE       /        /

EMERGENCY CONTACT

IF YOU FEEL THAT YOUR CHILD IS OVERDUE IN RETURNING FROM THE ACTIVITY, YOU SHOULD CONTACT:

………………………………………………………………………………   TELEPHONE     …………………………….

THE ACTIVITY     WILL  (    /  WILL NOT  (    BE UNDER DIRECT ADULT SUPERVISION

THE ACTIVITY     WILL  (    /  WILL NOT  (   INVOLVE BOTH MALE AND FEMALE YOUTH MEMBERS

PARENTS - PLEASE KEEP THE ABOVE FOR REFERENCE

(-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

AUTHORITY TO PARTICIPATE

PARENTS CONSENT TO BE RETURNED TO THE SECTION LEADER BY            /        /     

NAME OF YOUTH  MEMBER ……………………………………………………………………  DATE OF BIRTH       /       / 

NAME OF GROUP / SECTION ………………………………………………………………………………………………………………

ADDRESS OF YOUTH MEMBERS ………………………………………………………………………………………………………….

……………………………………………………………………………………     TELEPHONE…………………………………………..

HEALTH AND FITNESS ASPECTS OF YOUTH MEMBER THAT WE SHOULD BE ADVISED OF, INCLUDING ANY MEDICATION

WITH INSTRUCTIONS, THE CHILD WILL BE BRINGING ……………………………………………………………………………….

………………………………………………………………………….………………………………………………………………………..

KNOWN ALLERGIES………………………..…………………….………………………………………………………………………….

DIETARY REQUIREMENTS  ………………………………………………………………………………………………………………...

I CONSENT TO   ………………………………………………………………………..………………………….…..……………………..

ATTENDING  ………………………………………………………………………………………………………………………………….

………………………………………………………………………….   ACTIVITY FROM         /         /              TO       /         /

THE FOLLOWING ACTIVITIES WILL BE PROVIDED DURING THE EVENT, YOU WILL NEED TO INDICATE YES OR NO TO

ALLOW YOUR CHILD TO PARTICIPATE.

**IF THERE IS NO INDICATION, THEN YOUR CHILD WILL NOT BE PERMITTED TO PARTICIPATE IN THAT ACTJVITY**.

TYPE OF ACTIVITY
CONSENT
TYPE OF ACTIVITY
CONSENT

………………………………………………….
YES / NO
…………………………………………….  YES / NO

………………………………………………….
YES / NO
…………………………………………….  YES / NO

………………………………………………….
YES / NO
…………………………………………….  YES / NO

CAN HE / SHE SWIM : YES / NO – 20m / 50m / 100m

PLEASE TURN OVER AND COMPLETE THE DETAILS   (
ADDITIONAL PARENT INFORMATION

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

……………………………………………………………………………………………………………………………………………….…….……………….

(………………………………………………………………………………………………………………………………………………………………….

DURING THE ACTIVITY WHERE CAN WE CONTACT THE PARENTS:

NAME …………………………………………………………………………………………………..……………………….

ADDRESS   ………………………………………………………….………….TELEPHONE ………………………………

IN CASE OF AN EMERGENCY THE CONTACT PERSON WILL BE:

NAME …………………………………………………………………………………………………..……………………….

ADDRESS   ………………………………………………………….………….TELEPHONE ………………………………

RELATIONSHIP WITH YOUTH MEMBER:  ie: PARENT GRAND PARENT, NEIGHBOUR…………..……………..

MEDICAL AUTHORITY AND AGREEMENT

I authorise any member or other official representative of the Scout Association to obtain any medical or dental attention or treatment, or ambulance assistance, considered necessary (or expedient) for the applicant. I agree to reimburse the Scout Association for any expenses incurred as a result which are not covered by the Scout Association's insurance policies. I agree not to make a claim against the Scout Association beyond the level of insurance provided by their policies.

HOSPITALS SOMETIMES REQUIRE THE FOLLOWING INFORMATION 

MEDICARE No  ………….…………….    AMBULANCE COVER YES  /  NO       TETANUS IMMUNISSATION DATE     /     /

PRIVATE HEALTH FUND DETAILS:  MEMBER No …………….…………………………..    TABLE…………………………..

SIGNED ……………………..………..……. / ………..……………………….    DATE        /       /        


Parent / Guardian
                Member

IT IS THE LEADERS RESPONSIBILITY TO ENSURE THAT THE YOUTH MEMBER APPLICATION HAS BEEN COMPLETED.







