
Troop 147 – Permission Slip 
 
 

A parent should complete and sign this form prior to each event.  Please, indicate the specific 
event, dates, and scout(s) for which permission to participate is being granted. 

 
 

Scout (s)        ____________________________________________________________ 
 
                       ____________________________________________________________ 
 
Event Name  ____________________________________________________________ 
 
Event Dates   ____________________________________________________________ 
 
 
 
My Son (s) a minor, has my permission to participate in the Troop 147 outing.  I approve of the 
leaders who will be in charge of this activity. I also certify that to the best of my knowledge, the 
youth participant named is physically fit to engage in the activity described above. My son and I 
understand that the Scout Oath and Scout Law are the basis for appropriate and safe behavior at 
any troop outing or function. If at any time during a troop outing the Adult Leaders of Troop 147 
deem my son’s behavior inappropriate or unsafe, he may be asked to leave and I will be 
responsible for his transportation home from the outing. I agree to provide a phone number 
where I may be reached, or designate a responsible relative or adult to transport my son home 
should the need ever arise.  
 
In addition, I/we know, and hereby authorize the adult leader(s) of Troop 147 as agents for the 
undersigned to consent to any x-ray examination, anesthetic, medical or surgical diagnosis or 
treatment and hospital care which is deemed advisable by, and is to be rendered under the 
general or special supervision of any licensed physician or surgeon on the medical staff of any 
accredited hospital, whether such diagnosis or treatment is rendered at the office of said 
physician or at said hospital. It is understood that this authorization is given in advance of any 
specific diagnosis, treatment or hospital care being required but is given to provide authority and 
power on the part of our aforesaid agent(s) to give specific consent to any and all such diagnosis, 
treatment or hospital care which the aforementioned physician, in the exercise of his best 
judgment, may deem advisable.  
 
 
Signature _________________________________________________Date________________ 
 
Emergency Contact_______________________________________Phone (      )____________ 
 
Alt. Contact_____________________________________________Phone (      )____________ 
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