Western Los Angeles County Council Boy Scouts of America

PERMISSION TO TREAT

PERMISSION TO TREAT

In case of emergency, I understand every effort will be made to contact me (if participant is an adult, my spouse or
next of kin). In the event I cannot be reached, I hereby give my permission to the licensed health-care practitioner
selected by the adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery, or
injections of medication for my child (or for me, if participant is an adult).

Name of child: (Please Print)

Signature of parent/guardian or adult Date




