
 

REGISTRATION 

OOS (Offer Of Service)   $125.00

scoutlook.scoutdooradventuresmb.ca


Clothing 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sleep 
 

 

 

Food  
 

 

 

 

Equipment 
 

 

 

 

 

 

 

 

 Canoe paddle  
 

 

 

 

 

 

Toiletries 
 

 

 

 

 

 

 

 

 

 

 



Scouts Canada Membership No. ___________________ 

Name            Group Name          

Date of Birth (dd/mmm/yyyy)   /  /   Gender _______________________________________ 

Mailing address        City/Town           

Province           Postal Code          

Home Phone          Cell            

 e-mail                     

Emergency Contact Name      e-mail           

Medical Nos. (phin 9)         (6 digit)           

Physician           Phone           
Does the participant have any allergies?   Yes     No  
 Medicine    Insect Bites    Toxins    Food    Smoke    Plants    Animals    Other 

If Yes please list                   
Significant Medical History:    Appendicitis    Mumps    Chicken Pox    Measles  
 Kidney disease    Rheumatic Fever    Scarlet Fever    Heart condition    Other 

Details:                     
Has it ever been necessary  to restrict the applicant’s activities due to medical reasons?  

 Yes     No  Details:                  
Is the camper subject to any of the following:  
 Asthma    Contact lenses   Headaches   fainting spells   bleeding disorder  
 HIV    Ear problems   Diabetes   Hernia     Back problems  
 Motion sickness      Cramps   Convulsions    Sleepwalking  
 Nightmares   Bed wetting    Other 

Details:                     
Does the camper require special care, medication or diet? (This includes prescribed and over the counter) 
 Yes     No  

Details:                     

Date of last tetanus shot (month/year)                

Swimmer abilities:  Swimmer  Non-swimmer (Highest level achieved)          
Do you give permission to ScoutLook to use photos or video for promotional purposes in print or on the 
ScoutLook website    Yes  No 

Do you give permission for administration of over the counter medication such as Tylenol, Polysporin, 
Benadryl, Gold Bond or other?   Yes  No 

 

 

 

Participant signature         
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