Buckskin Lodge Theodore Roosevelt Council
Order of the Arrow, WWW Boy Scouts of America

OSR FELLOWSHIP WEEKEND APPLICATION

July 9-11, 2010 - Onteora Scout Reservation, Livingston Manor, N.Y.
Check-in Friday after 6 P.M. Check out Sunday by 10 A.M.
Registration no later than Tuesday, July 6", 2010

Name Phone District
Address Troop #
Town State Zip

[] Brothers ($35.00)

[] Brotherhood Candidate ($45.00) Brotherhood Sponsor’s Name

[ISpecial Food — A note stating restrictions must accompany this form and be received by the council office by July 1, 2010
I am over - under 21 year of age (if under, state age)

(circle one)

Please enclose a check for the appropriate amount, makes check payable and mail to:

Theodore Roosevelt Council, BSA; 544 Broadway; Massapequa, NY 11758-5010
PLEASE NOTE: It is the Lodge and Council policy that anyone (youth or adult) leaving a Lodge event MUST SIGN QUT _before leaving camp and sign in
again upon return.

Any youth (under 18 years of age) must have parental permission in writing in order to be able to leave camp before the event is scheduled to be
over. This permission must be presented to the lodge adviser upon arrival at camp. This written permission must include time and date of departure,
and date and time of return, who the youth will be traveling with. This must be signed and dated by the youth's parent or guardian.

The Theodore Roosevelt Council, BSA standard refund policy is in effect for this activity.

In compliance with the Americans with Disabilities Act, Buckskin Lodge, Order of the Arrow, WWW will make all reasonable efforts to
accommodate persons with disabilities at their activities. Please call the council service center (516-797-7600) with your request.

AMEDICAL PARTS A, B & C IS REQUIRED AT CHECK-IN

Download form from www.trcbsa.org to get the conforming to New York state regulations.

To be filled out by parent or guardian: Please print in INK
Name Date of Birth Age Sex
Name of Parent of Guardian Telephone

If person named above is not available in the event of an emergency, notify

Name Relationship Telephone

Name of personal physician Telephone

PARENTAL STATEMENT: To the best of my knowledge, this information is accurate and complete, I the undersigned parent of above named minor, do hereby
authorize the adult leadership, as my agent(s) to consent to any diagnostic procedures or medical care which is deemed advisable by, and is to be rendered under the general or special
supervision of any licensed physician and/or surgeon at 1) Catskill Regional Medical Center — Harris, NY or: 2) Crystal Run Urgent Care Center — Middle Town, New York, when such
diagnosis or treatment is rendered at said hospital or doctor’s offices. It is understood that this authorization is given in advance of any specific need for treatment but is given to provide
authority on the part of the aforesaid agent(s) to give specific consent to any and all such diagnosis, treatment, or hospital/office care which the physician in the exercise of his or her best
judgement may deem advisable. This authorization shall remain in effect until one year after the signed date below, unless sooner we deliver to said agent(s).

Date Signature of parent/guardian or adult
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