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Tomahawk District – Cub Scout Day Camp Registration 2004
(EACH BOY MUST FILL OUT A SEPARATE FORM)

June 15-18 (2:30 P.M. to 8:30 P.M.) - Fort Bend County Fairgrounds

Camp Fee is $45.00 per boy

Please return form to your pack representative, Cubmaster or Committee Chair for turn in.

“NO REFUNDS” (Money can be transferred to another scout before May 1, 2004)
CUB SCOUT INFORMATION:                          e-mail:_____________________________

Name _____________________________
Pack # ________
Birthdate __________

Address __________________________
City __________
Zip _______________

Home Phone ____________________
Parent or Guardian ________________________

What rank and grade will you be when school starts in August, 2004? _________________

Number of years at Day Camp, including 2004? __________________________________

The Cub Scout who is identified on this page may be released to the following person(s) only:

Name






Relationship



Phone

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

PLEASE NOTE:  The Day Camp Cub Administrative Director must be notified in advance of any change in arrival or departure of the Scout or any change in transportation arrangements.
Each camper will be provided with a T-shirt that MUST be worn each day.  Please indicate size:

Youth Large (14-16) ____     Adult Small (34-36) ____     Adult Medium (38-40) ____

Adult Large (42-44)  ____     Adult Xlarge (46-48) ____ 

I, _________________________, by payment of the required fee, give my permission for ___________________________ to attend Tomahawk District Day Camp.  I certify that the health information submitted is correct to the best of my knowledge.  I understand all dens will be formed by the Camp Registration Staff and will not necessarily consist only of the boys from our pack.  I hereby assign and grant to the Boy Scouts of America the right and permission to use and publish the photographs/film/video/electronic representations and/or recordings made of myself and/or my child this date by the Boy Scouts of America, and I hereby release the Boy Scouts of America from any and all liability from such use and publication.  I further authorize the reproduction, sale copy-right, exhibit, broadcast, electronic storage and/or sound recordings without limitation at the discretion of the Boy Scouts of America and I specifically waive any right to any compensation I may have for any of the foregoing.  Names and/or individualized identification shall be unintentional.”  
Signed (Parent or Guardian): __________________________________  Date: ______________

See back for Youth Health History

YOUTH HEALTH HISTORY

(please complete entire form)

Name: _______________________________________________________  Age: ________________

Physician: ____________________________________________________  Phone: ______________

In case of an emergency call these people in this order:

1. ____________________________ Phone ___________________ Relation ________________________

2. ____________________________ Phone ___________________ Relation ________________________

3. ____________________________ Phone ___________________ Relation ________________________

Problems with (check if yes):

___Asthma  ___Fainting spells  ___Convulsions  ___Heart Trouble  ___Diabetes  ___Seizures  

___Bleeding Disorders

___Allergy to medication, food, plant,               ___Any condition that may require special care,

      animal, or insect toxin                                        medication, diet

If you checked YES to any of the above, please explain: __________________________________________________

Have difficulty with (check if yes): ___Eyes, ears, nose, throat  ___Digestion  ___Lungs

Any restrictions of activity for medical reasons?       ___Yes  ___No

Explain: ________________________________________________________________________________________

Immunizations:  PLEASE NOTE: The Texas Department of Health requires an actual DATE be recorded in the spaces below! (“Current” will no longer be accepted)
                                        Date of last                             Date of last                                          Date of last

                                         inoculation                             inoculation                                          inoculation

Tetanus Toxoid        _________________  Measles    _________________     Polio           ________________

Diptheria                  _________________  Mumps     _________________     Hepatitis B  _______________

Pertussis                   _________________  Rubella     _________________

May Camp Staff apply Mosquito Repellent?    ____Yes ____No    Sunscreen/Sunblock    ____Yes ____No

Is your child allergic to any Repellent or Sunscreen/Sunblock?  _____Yes ____No 

If YES, will you provide your own for the child?  ___________________________________________

Allergy or reaction to:
Medication:  ____Yes ____No            If Yes explain: _____________________________________________

Bee stings, insect bites or plants:  ____Yes ____No            If Yes explain: ____________________________

Food:             ____Yes ____No            If Yes explain: ____________________________________________

Other:            ____Yes ____No            If Yes explain: ____________________________________________

Any condition requiring medication?    ____Yes  ____No

Name of Medication:  __________________________________ Will it be necessary to administer this medication while at camp?

Explain:  ______________________________________________________________________________________ 

Is your child on or has he recently been on the medication Ritalin, or other medication for ADHD?  ____Yes ____No

Is he taking a summer break from this medication?   ____Yes  ____No

All medication must be given to the first aid personnel upon arrival at camp and must be in original container.  Dispensing medication requires authorization form.

CONSENT TO TREAT

The health history above is correct so far as I know, and the person herein described has permission to engage in all prescribed activities, except as noted by me.  In the event the above names cannot be reached in an emergency, I hereby give permission to the physician selected by the Day Camp Director to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of medication for my child.

Signature: ______________________________________________________ Date: ________________________
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Tomahawk District - Webelos Day Camp Registration 2004

(EACH BOY MUST FILL OUT A SEPARATE FORM)
June 15-18 (2:30 P.M. to 8:30 P.M.) - Fort Bend County Fairgrounds

“NO REFUNDS" (Money can be transferred to another scout before May 1, 2004)

Pack # ________

Scout’s Name: _______________________________  E-mail: _____________________________

Address:           ____________________________________________________________________

Phone #:   
[       ] _________________________    Birthdate: ____________________________ 

Each camper will be provided with a T-shirt that MUST be worn each day.  Please indicate size:

Youth Large (14-16) ____     Adult Small (34-36) ____     Adult Medium (38-40) ____

Adult Large (42-44)  ____    Adult X Large (46-48) ____    Adult XX Large  _____

What grade will this Scout be when school starts in August 2004? ______________

Number of years at Day Camp, including 2004? _______

Camp Fee is $45.00 per boy

Please return form to your pack representative, Cubmaster or Committee Chair for turn in.

Webelos have a choice of activities for one Activity Pin.  As a Den, select your 1st and 2nd Choice (mark with number 1 & 2)  in order of preference. 

______Artist


______Readyman


______Geologist

______Scientist

______Showman
We reserve the right to cancel any activity pin due to low registration and/or no leadership.  We would then place the scouts in their second choice.

The scout identified on this page may be released to the following person(s):

Name



Phone #


Name



Phone #

_______________________  ________________  ___________________________  _______________

_______________________  ________________  ___________________________  _______________

Please note:  The Day Camp Webelos Administrative Director must be notified in advance of any change in arrival or departure of the Scout or any change in transportation arrangements.

I _____________________________________, by payment of the required fee, give my permission for __________________________________________ to attend Tomahawk District Day Camp.  I certify that the health information is correct to the best of my knowledge. I hereby assign and grant to the Boy Scouts of America the right and permission to use and publish the photographs/film/video/electronic representations and/or recordings made of myself and/or my child this date by the Boy Scouts of America, and I hereby release the Boy Scouts of America from any and all liability from such use and publication.  I further authorize the reproduction, sale copy-right, exhibit, broadcast, electronic storage and/or sound recordings without limitation at the discretion of the Boy Scouts of America and I specifically waive any right to any compensation I may have for any of the foregoing.  Names and/or individualized identification shall be unintentional.”  
Signed (Parent or Guardian): __________________________________  Date: ______________

See back for Youth Health History

YOUTH HEALTH HISTORY

(please complete entire form)

Name: _______________________________________________________  Age: ________________

Physician: ____________________________________________________  Phone: ______________

In case of an emergency call these people in this order:

1. ____________________________ Phone ___________________ Relation ________________________

2. ____________________________ Phone ___________________ Relation ________________________

3. ____________________________ Phone ___________________ Relation ________________________

Problems with (check if yes):

___Asthma  ___Fainting spells  ___Convulsions  ___Heart Trouble  ___Diabetes  ___Seizures  

___Bleeding Disorders

___Allergy to medication, food, plant,               ___Any condition that may require special care,

      animal, or insect toxin                                        medication, diet

If you checked YES to any of the above, please explain: __________________________________________________

Have difficulty with (check if yes): ___Eyes, ears, nose, throat  ___Digestion  ___Lungs

Any restrictions of activity for medical reasons?       ___Yes  ___No

Explain: ________________________________________________________________________________________

Immunizations:  PLEASE NOTE: The Texas Department of Health requires an actual DATE be recorded in the spaces below! (“Current” will no longer be accepted)
                                        Date of last                             Date of last                                          Date of last

                                         inoculation                             inoculation                                          inoculation

Tetanus Toxoid        _________________  Measles    _________________     Polio           ________________

Diptheria                  _________________  Mumps     _________________     Hepatitis B  _______________

Pertussis                   _________________  Rubella     _________________

May Camp Staff apply Mosquito Repellent?    ____Yes ____No    Sunscreen/Sunblock    ____Yes ____No

Is your child allergic to any Repellent or Sunscreen/Sunblock?  _____Yes ____No 

If YES, will you provide your own for the child?  ___________________________________________

Allergy or reaction to:
Medication:  ____Yes ____No            If Yes explain: _____________________________________________

Bee stings, insect bites or plants:  ____Yes ____No            If Yes explain: ____________________________

Food:             ____Yes ____No            If Yes explain: ____________________________________________

Other:            ____Yes ____No            If Yes explain: ____________________________________________

Any condition requiring medication?    ____Yes  ____No

Name of Medication:  __________________________________ Will it be necessary to administer this medication while at camp?

Explain:  ______________________________________________________________________________________ 

Is your child on or has he recently been on the medication Ritalin, or other medication for ADHD?  ____Yes ____No

Is he taking a summer break from this medication?   ____Yes  ____No

All medication must be given to the first aid personnel upon arrival at camp and must be in original container.  Dispensing medication requires authorization form.

CONSENT TO TREAT

The health history above is correct so far as I know, and the person herein described has permission to engage in all prescribed activities, except as noted by me.  In the event the above names cannot be reached in an emergency, I hereby give permission to the physician selected by the Day Camp Director to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of medication for my child.

Signature: ______________________________________________________ Date: ________________________
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Tomahawk District – Parent/Leader Day Camp Registration 2004 
(EACH PARENT/LEADER MUST FILL OUT A SEPARATE FORM) Registration Fee:
$5 for T-shirt
Session You Will Attend:

____ Cubs June 15 – 18  2:30 p.m. – 8:30 p.m.
____ Webelos June 15– 18  2:30 p.m. – 8:30 p.m.
PARENT/LEADER INFORMATION:                           e-mail:_____________________________
Name _____________________________
Pack # ________
Birthdate __________

Address ___________________________
City ___________
Zip _______________

Home Phone _______________________
Work Phone ________________________

Are you YPT trained?______________
    Are you a BSA registered adult?____________

YPT is required for all adults who are attending Day Camp.  If you have not had YPT in the last two years, please let your Day Camp Director know so you can be scheduled for a training date.

Are you CPR trained?______________
    Are you First Aid certified?_________________

(If you answer yes, please attach a copy of your card)

I will be working Day Camp the following days:

(For scheduling purposes, please indicate the hours that you are planning to work each day)

_________Tuesday
  _________Wednesday
_________Thursday
_________Friday
All adult volunteers MUST attend training including returning leaders.  Remember : If you do  not attend  training, you can not be counted in your Pack’s 1:4 ratio.  If you do not attend training, boys from your Pack will not be able to attend Camp!  This is a Mandatory B.S.A. Day Camp Standard.  

I will attend the staff training on:

_____Thursday, April 29, 2004 at 7:00 p.m.

_____
Tuesday, May 4, 2004 at 7:00 p.m.
Christ United Methodist Church Learning Center  - Room 210-211


Parkway United Methodist Church Worship Center
    


 
3300 Austin Parkway






5801 New Territory Blvd. 
              
All adult volunteers must be BSA Registered.  By submitting this application you are authorizing a criminal background check of yourself.  This check will be made from public record sources by the Boy Scouts of America.  You will have an opportunity to review and challenge any adverse information disclosed by the checked.  

An official Day Camp T-shirt MUST be worn daily while at camp.  Please indicate size below.  

T-shirts are $5.00 each, and payment must be attached with your application.
Adult sizes:

Medium (38-40) ____
Large (42-44)  ____

XLarge (46-48) ____


XXLarge ____

XXXLarge____
I understand that my job as Parent/Leader is to be present with a den of boys at day camp, to know their whereabouts at all times, and to assure that they follow camp rules and the general rules of safety and health.  All dens will be formed by the Camp Registration Staff and will not necessarily consist only of the boys I volunteered with.  I know that the staff will provide the program for the boys, but my help will be needed to help execute the program from time to time.  Discipline of the boys shall be within BSA guidelines and I understand that I may call upon the Camp Director in the event that I have an uncontrollable situation.  I will check the boys in at the beginning of each camp by taking attendance on the forms provided, and check the boys out as they leave each day on the forms provided.  It is my responsibility to know whom each scout is leaving camp with, and when he is gone.  I will report any missing Scout to the Camp Chairman immediately.  I will remember the purpose for being a Parent/Leader is to provide a fun learning experience for the Cub Scouts attending camp. I hereby assign and grant to the Boy Scouts of America the right and permission to use and publish the photographs/film/video/electronic representations and/or recordings made of myself and/or my child this date by the Boy Scouts of America, and I hereby release the Boy Scouts of America from any and all liability from such use and publication.  I further authorize the reproduction, sale copy-right, exhibit, broadcast, electronic storage and/or sound recordings without limitation at the discretion of the Boy Scouts of America and I specifically waive any right to any compensation I may have for any of the foregoing.  Names and/or individualized identification shall be unintentional.”  
Signed :  _______________________________________________  Date: ______________________________

See back for Adult Health History

ADULT VOLUNTEER HEALTH HISTORYPRIVATE 

(please complete entire form)

Name:_____________________________________________________ Sex: _______________

Physician: _________________________________________________ Phone:______________
In case of an emergency call these people in this order:

1._____________________________________Phone______________________Relation____________________

2._____________________________________Phone______________________Relation____________________

3._____________________________________Phone______________________Relation____________________

Problems with (check if yes):
___Asthma  ___Fainting spells   ___ Convulsions   ___Heart trouble  ___Diabetes  ___Seizures   ___Digestion

___Eyes, Ears, Nose, Throat,  ___ Lungs  ___ Joints  ___Other:________________________________________

___None of the above

If checked YES to any of the above, please explain:

______________________________________________________________________________________________

Any restrictions of activity for medical reasons?       ____Yes   ____ No

Explain:________________________________________________________________________________________

Allergy or reaction to:

Medication:



___ Yes
___ No

Explain: __________________________

Bee stings, insect bites or plants:
___ Yes
___ No

Explain: __________________________

Food:




___ Yes
___ No

Explain: __________________________

Other:




___ Yes
___ No

Explain: __________________________

Date of last Tetanus Booster: __________________________________

Any condition requiring medication    ____ Yes
____ No ____

Name of Medication: _________________________________________ Will it be necessary to administer this medication while at camp?  ______________

Explain:_________________________________________________________________________________________

All medication must be given to the first aid personnel upon arrival at camp and must be in the 

original container.

CONSENT TO TREAT
The health history above is correct so far as I know, and the person herein described has permission to engage in all prescribed activities, except as noted.  In the event the above names cannot be reached in an emergency, I hereby give permission to the physician selected by the Day Camp Director to hospitalize, secure proper anesthesia, or to order injection or surgery.  I authorize the medical insurance carrier to make necessary payment directly to the physician or hospital for such treatment.

Signature:_____________________________________________________________ Date:__________________________
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Tomahawk District – Staff Day Camp Registration 2004
(EACH LEADER MUST FILL OUT A SEPARATE FORM) 

June 15 – 18  2:30 p.m. – 8:30 p.m.

Name _____________________________
Pack # ________
Birthdate __________

Address ___________________________
City ___________
Zip _______________

Home Phone _______________________
Work Phone ________________________

e-mail:_____________________________
# of Years helped at Camp:  ___________
Training:  

Are you YPT trained?______________
    Are you a BSA registered adult?____________

YPT is required for all adults who are attending Day Camp. All adult volunteers must be BSA Registered.  By submitting this application you are authorizing a criminal background check of yourself.  This check will be made from public record sources by the Boy Scouts of America.  You will have an opportunity to review and challenge any adverse information disclosed by the checked.
Are you CPR trained?______________
    Are you First Aid certified?_________________

(If you answer yes, please attach a copy of your card)

I will be working Day Camp the following days:

_________Tuesday
  _________Wednesday
_________Thursday
_________Friday

I will be working the following area:  ______________________________________________
  (i.e. Crafts, Games, Archery, BB’s, etc.)

An official Day Camp T-shirt will be provided to you and  MUST be worn daily while at camp.  Please indicate size below.  

Adult sizes:

Medium (38-40) ____
Large (42-44)  ____

XLarge (46-48) ____


XXLarge ____

XXXLarge____

All staff must attand training/orientation TBA.

Please call Lynette Moore (Camp Director)  -- 281-242-2649 if you have any questions.  

I understand that my job as Day Camp Staff Area Leader is to provide a well-planned, quality program for the boys at day camp.  Discipline of the boys shall be within BSA guidelines and I understand that I may call upon the Camp Director in the event that I have an uncontrollable situation.  I will remember the purpose for being a Staff member is to provide a fun learning experience for the Cub Scouts attending camp. I hereby assign and grant to the Boy Scouts of America the right and permission to use and publish the photographs/film/video/electronic representations and/or recordings made of myself and/or my child this date by the Boy Scouts of America, and I hereby release the Boy Scouts of America from any and all liability from such use and publication.  I further authorize the reproduction, sale copy-right, exhibit, broadcast, electronic storage and/or sound recordings without limitation at the discretion of the Boy Scouts of America and I specifically waive any right to any compensation I may have for any of the foregoing.  Names and/or individualized identification shall be unintentional.”  

Signed :  _______________________________________________  Date: ______________________________

See back for Staff Health History

ADULT VOLUNTEER HEALTH HISTORYPRIVATE 

(please complete entire form)

Name:_____________________________________________________ Sex: _______________

Physician: _________________________________________________ Phone:______________
In case of an emergency call these people in this order:

1._____________________________________Phone______________________Relation____________________

2._____________________________________Phone______________________Relation____________________

3._____________________________________Phone______________________Relation____________________

Problems with (check if yes):
___Asthma  ___Fainting spells   ___ Convulsions   ___Heart trouble  ___Diabetes  ___Seizures   ___Digestion

___Eyes, Ears, Nose, Throat,  ___ Lungs  ___ Joints  ___Other:________________________________________

___None of the above

If checked YES to any of the above, please explain:

______________________________________________________________________________________________

Any restrictions of activity for medical reasons?       ____Yes   ____ No

Explain:________________________________________________________________________________________

Allergy or reaction to:

Medication:



___ Yes
___ No

Explain: __________________________

Bee stings, insect bites or plants:
___ Yes
___ No

Explain: __________________________

Food:




___ Yes
___ No

Explain: __________________________

Other:




___ Yes
___ No

Explain: __________________________

Date of last Tetanus Booster: __________________________________

Any condition requiring medication    ____ Yes
____ No ____

Name of Medication: _________________________________________ Will it be necessary to administer this medication while at camp?  ______________

Explain:_________________________________________________________________________________________

All medication must be given to the first aid personnel upon arrival at camp and must be in the 

original container.

CONSENT TO TREAT
The health history above is correct so far as I know, and the person herein described has permission to engage in all prescribed activities, except as noted.  In the event the above names cannot be reached in an emergency, I hereby give permission to the physician selected by the Day Camp Director to hospitalize, secure proper anesthesia, or to order injection or surgery.  I authorize the medical insurance carrier to make necessary payment directly to the physician or hospital for such treatment.

Signature:_____________________________________________________________ Date:__________________________

CUB SCOUT DAY CAMP 2004

DEN WALKER - VOLUNTEER AGREEMENT
I, (name)                                                       , have volunteered to work at the 

Cub Scout Day Camp during  (Tuesday through Friday), June15th – June 18th 

DEN WALKER JOB DESCRIPTION:

1.
Be responsible to Camp Director.


2. Attend camp the days you signed up for.  If unable to attend notify your 


Day Camp Pack Representative.

3.
Keep the attendance and achievement records up to date so that this information can be passed on to the parents at the end of the week.

4.
Lead your den to the different activity areas as quickly as possible and on time.

5.
Maintain boy/leader ratio and two deep leadership at all times.  

6. Assist the area leaders with the activities the boys are working on.

7. Be prepared to provide some type of gathering activity for each boy before camp starts.  It may be helpful to bring extra pencils & scissors to be used for activities at den tables.

8. Be prepared to help the boys who may not have finished their craft, projects, etc.  Time will be provided for this during the scheduled "Den-Time" each day.

9. Your den will have 30 minutes "Den-Time" daily during which you will work on your den flag, den cheer, songs, walks, pit stops, and additional crafts and games. 

10. At the end of each day accompany the boys in your den to the car-pool loading area and remain there until the boys have been properly picked up.

10.
Before leaving your den area, make sure that the boys in your den who are "Staff Kids" are picked up by the Session Leader for staff kids.

I agree to abide by the above job descriptions and the following camp regulations:
Arrive at camp by 2:15 p.m. and remain until 8:30 p.m. each day or until all the boys in your assigned den have been picked up.


Wear the Camp T-Shirt every day.

Wear walking shorts or pants - no very short shorts.

Be courteous, patient, and helpful to all at camp.

Avoid abusive language, swearing, or aggressive behavior.

No Smoking or chewing tobacco in front of scouts is allowed.

Wear sensible shoes - no open toe shoes.

All leaders should be prepared to participate in all activities such as crafts, nature, sports, Special Programs and opening & closing ceremonies.

Always have another adult present when disciplining a boy.

Bring any problems to the Camp Directors.

Use the suggestion box located at First Aid.

             HAVE FUN!

I hereby agree to abide by the rules as described in the above job description and to "DO MY BEST" and to participate in a safe and fun Cub Scout Day Camp.

Signature___________________________________Date________________________________
CUB SCOUT DAY CAMP 2004

PACK REPRESENTATIVE – Volunteer Agreement

I, (name) _____________________________, have volunteered as DAY CAMP PACK REPRESENTATIVE for 

Pack _______ for the 2004 Cub Day Camp.     Phone:__________________  E-mail________________________

PACK REPRESENTATIVE JOB DESCRIPTION - This person's main responsibility is to provide communication between the Day Camp Registration Staff & Your Pack (Cubs, Parents & Leaders), also to handle ALL forms & fees and locating volunteer's from your pack .

Responsibilities Include:

1.
Attend Day Camp Kick-Off meeting.  If unable to attend personally you must send someone to pick-up packet and be responsible for information.

2.
After kick-off, announce Day Camp Dates and Deadlines to your pack's parents and leaders.  Emphasize the importance of early commitments.  You must collect all forms and fees before day camp registration begins to ensure your pack's attendance at camp.


Cub Scouts



· Look over the Cub Day Camp Registration Forms

· Verify that Cub Scouts are registered with B.S.A. 


Den Walkers


· Look over the Parent/Leader Day Camp Registration Form.

· BSA Adult Applications need a CC signature and CM signature before turning in.

· Attach of copy of YPT card, and Den Leader Agreement to registration form.

· Verify that all adult leaders are registered BSA Adults.  If they were not registered with your recharter, a new Adult BSA Registration Form must be submitted when your Pack is registered for Day Camp.  

3.
Help you pack locate parent volunteers from your pack to ensure the correct 1/4 ratio for camp.  There must be 1 parent volunteer for every 4 "campers" at camp.  "CAMPERS" include Cub Scouts and Brothers & Sisters of Cubs ages 3-9.

4
Communicate clearly with parent volunteers that all Volunteers and Cubs must be in attendance ALL DAY, EVERY DAY (Tues-Fri from 2:30-8:30)! Those volunteers who are absent will forfeit their attendance AND the attendance of the boys listed under their name unless the PACK can provide a FULL TIME ALTERNATE.

5.
Make sure all parents and volunteers know they should contact YOU as well as the Day Camp Registration Staff if there are any changes in attendance plans.  You will help make sure the Pack finds a replacement if a boy or an adult has to cancel.

6.
Make sure any communications you receive from Camp Registration Staff are passed on to Pack Committee members and Camp Volunteers and parents of boys attending.  

7.            Inform parent volunteers of the type of responsibilities they will have
· They must attend one leader-training session prior to camp.

· Time commitment of Tuesday-Friday, 2:00 - 8:30pm during week they volunteered to work.

· In emergency, they should contact the Camp Administrator and You, the Pack Rep.
     

· If parent volunteer’s camp assignment is Den Walker, they should be prepared to provide some 

type of gathering activity for each boy before camp starts.  It may be helpful to bring extra pencils & scissors to be used for activities at den tables.
I agree to abide by the above job description and to "DO MY BEST" to ensure adequate Pack coverage at 

Cub Scout Summer Day Camp.


Signed:______________________________________________
Date: _____________________ 

