
Northern New England District Royal Rangers
Emergency Medical Form

winter field day  2010  (Feb 19th-20th)

To help expedite the registration process…Please:

1. Have the MYD participants on your registration sheet “grouped” together by each Group or Leader 
designation. Do not mix the Group Designations up, as it is hard to follow  and takes additional time. For 
clarity sake, and to alleviate confusion, all Group Designations will be as follows (and in the following order):

 Discovery Rangers: Grades 3-5

Adventure Rangers: Grades 6-8

Expedition Rangers: Grades 9-12

 Leaders and Adults: 18 years +
2. Have all of your “Emergency Medical Forms” in the same order as your registration sheet.     

NOTE: Emergency Medical Forms (EMF) are a MUST!  If you fail to bring a medical form for any one of your 
boys or Commanders, they will not be able to stay at MYD. (All Adults and Guests are asked to fill out an EMF).  
PLEASE review these medical forms and make sure you understand any items of instruction or concern listed by 
the parents. 

3. Have your “Activity Supervisory Certification Form” ready, properly filled out, and signed by your Pastor.

NOTE: The Activity Supervisory Certification Form is also a MUST!  Your Commander’s and Dad’s names must 
appear on the form if they are in supervisory capacity.  If a Dad is not going to be in a supervisory capacity, please 
indicate this on the back of the “Activity Supervisory Certification Form”.  Please be sure that this Dad is NOT 
left alone in any supervisory capacity if he is not on the front of the form. Your Pastor must sign the supervisory 
certificate in order for it to be valid!

4. Lastly, ensure that you have all of your monies in order.  If you have a check, make it payable to: NNED 
Royal Rangers.  If you bring cash, please try to have the correct amount, as it is difficult to make change 
for many large bills.
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Personal Information

Name:  __________________________________________________________________  DOB:  _________________________

Address:  _________________________________________   City:  ________________________________   State:  _________

Both Parents’ Names:  _____________________________________________________________________________________

Home Phone:  ____________________  Work Phone:  _____________________  Cell Phone/Pager:  _____________________

Doctor’s Name:  ________________________________________________   Doctor’s Phone:  __________________________

Health Insurance Coverage:  ________________________________________________________________________________

Outpost:  ____________   Senior Commander:  _________________________________________________________________

Health History

Check off all that apply and provide details.

Medical Conditions: Subject to:
Past Appendicitis  Yes  No Sinus Trouble  Yes  No
Severe Allergies  Yes  No Fainting Spells  Yes  No
Asthma  Yes  No Ear Trouble  Yes  No
Hay Fever  Yes  No Convulsions  Yes  No
Diabetes  Yes  No Reaction to Sugar  Yes  No
Hernia (Rupture)  Yes  No Nervousness  Yes  No
Rheumatic Fever  Yes  No Easily Upset  Yes  No
High Blood Pressure  Yes  No Reaction to Penicillin  Yes  No
Heart Trouble  Yes  No Reaction to Sulfa  Yes  No
Reaction to Drugs  Yes  No Poison Oak, Ivy, or Sumac  Yes  No
Anemia  Yes  No
Arthritis  Yes  No

Under Medical Care for:     Medications: (List All)
Reaction to bee stings  Yes  No _______________________________________________
Significant Disease  Yes  No _______________________________________________
Recent Injury  Yes  No _______________________________________________
Recent Surgery  Yes  No _______________________________________________
Medical restriction on activity  Yes  No _______________________________________________
Other  (List)  ______________________________ _______________________________________________
_________________________________________ _______________________________________________

Permission for Emergency Medical Treatment

In the event this individual becomes ill or sustains injury while in the care of, or under the supervision of activity leaders, they are 
given permission to administer first aid for relief.  If it is not practical to return the individual to the parents, or to receive instruction 
regarding care, consent is hereby given to admit this individual to any hospital.  Consent is also given to any licensed nurse, 
physician, and/or surgeon called, or to whom this individual is taken for treatment by them to administer such treatment,  drugs, and 
medicines,  and to perform such surgical procedures as the medical professional shall think the existing emergency requires for relief 
of pain and to preserve the individual’s life and/or health.  Authorization is also given for such other measures as may be required.  I 
hereby agree to reimburse the activity leader or leaders for any expense incurred in the care of this individual, should any type of 
medical treatment become necessary, to include, but not be limited to, fees for hospitals, ambulances, doctors, nurses, examinations, 
medically necessary tests, interpretations of tests, medical supplies, etc.

________________________________________      ________________________________________     _________________
                                      Printed Name                                                                                       Signed Name                                                               Date


