	CADET ACTIVITY PARTICIPATION PERMISSION FORM

	ACTIVITY NAME
     
	ACTIVITY DATE(S)
    FORMDROPDOWN 
     FORMDROPDOWN 
     FORMDROPDOWN 
   

	NAME (LAST, FIRST, MI)
             
	GRADE
 FORMDROPDOWN 

	CAPID
     

	HOME PHONE
            
	CELL PHONE
            
	E-MAIL
     

	EMERGENCY CONTACT NAME
     
	RELATIONSHIP
     
	PHONE
            
	ALTERNATE PHONE

            

	KNOW ALL MEN BY THESE PRESENTS: WHEREBY my child has applied for the activity referred to above, In consideration of the permission extended to my child by the Civil Air Patrol/United States of America through its officers and agents to participate in said activity, I do hereby for myself, my heirs, executors, and administrators release and forever discharge the Civil Air Patrol, Inc./United States of America, and all its officers, agents and employees acting official or otherwise, from any and all claims, demands, actions or causes of action, on account of the death or on account of any injury to my child which may occur as a result of the negligence of the Civil Air Patrol/United States of America, its agents or employees during said activity or continuances thereof, as well as all ground and flight operations incident thereto.  In addition, by my signature below, I certify the applicant: 1) Is my minor child or ward; 2) Has no history of injury or disease which might be affected by this activity except those previously noted in the Medical Information section of Cadet Membership Application form; 3) Will follow all rules, regulations, and directives as established by the Civil Air Patrol, Inc., activity project officer, or other staff members.  If not following the above mentioned rules, regulations, and directives he/she may be sent home at the discretion of the project officer or activity director at my expense.  However, in case of injury, disease or other illness, permission is hereby granted to treat the applicant as required, and if the applicant is released from the activity before recovery from said injury, disease, or illness, further treatment will be provided by myself.  (ref. CAPF31 JUN 07)
     
    FORMDROPDOWN 
   
_______________________________________             ______________________________________         ________________

Parent/Legal Guardian Name (Print/Typed)                      Parent/Legal Guardian Signature                                 Date


	MEDICAL INFORMATION – TO BE COMPLETED BY ALL APPLICANTS

This information is for official use only and will not be released to unauthorized persons.  Answer all questions as accurately as possible so that special activity staff can make themselves aware of any pre-existing medical problems or conditions and be alert to help you.

	HAVE YOU EVER HAD AN FAA OR OTHER FLIGHT PHYSICAL DENIED, SUSPENDED, OR REVOKED?   FORMCHECKBOX 
 NO    FORMCHECKBOX 
 YES  (Describe in remarks)

	DO YOU CURRENTLY USE ANY MEDICATION? (Including eye drops)     FORMCHECKBOX 
 NO    FORMCHECKBOX 
 YES  (List medication taken and reason in remarks)

	HAVE YOU HAD OR BEEN INVOLVED IN AN ACCIDENT IN THE PAST 2 YEARS?   FORMCHECKBOX 
 NO    FORMCHECKBOX 
 YES  (Explain extent of injuries & treatment) 

	HAVE YOU HAD OR HAVE NOW ANY OF THE FOLLOWING? (If yes is answered on any items, explain in remarks section with dates and physician(s) consulted (if any).  Items not specifically noted below having the potential to interfere with activities should be noted in remarks.)
  

	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Frequent or severe headaches
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Ear infections
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Chronic diseases (Bronchitis, etc)

	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Dizziness or fainting spells
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Rupture
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Girls only – Menstrual cramps

	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Unconsciousness for any reason
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Positive TB skin test
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Other illness or accidents

	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Eye trouble, excluding glasses
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Epilepsy or fits
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Military rejection or medical discharge

	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Hay fever
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Kidney stones or blood in urine
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Rejection for life insurance

	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Sugar or albumin in urine
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Motion sickness
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Admission to hospital

	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Heart trouble
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Nervous trouble of any sort
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Asthma

	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	High or low blood pressure
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Any known allergies
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Chronic or recurring injuries

	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Stomach trouble
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Any drug or narcotic habit
	 FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES
	Attempted suicide

	IMMUNIZATIONS
     

	FAMILY PHYSICIAN (Name, address, and phone number)

                 

	INSURANCE INFORMATION (Medical / Liability Company & Policy number(s))

     

	REMARKS        
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