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MEMBERSHIP FORM
(This form is to be completed by the member’s parent or guardian)


	CHILD’S FIRST NAME:
	

	CHILD’S SURNAME:
	

	DATE OF BIRTH:
	                     
	

	ADDRESS:
	

                           
                       POSTCODE:

	TELEPHONE:
	



CONTACT DETAILS IN CASE OF EMERGENCY
	FULL NAME:
	

	ADDRESS:
	

	TELEPHONE-HOME:
	

	TELEPHONE-OTHER:
	



	Does your child/ young person have a statement of special educational needs?
 Yes          No

	Does the child/ young person have a disability?      Yes          No



ANTI-BULLYING STATEMENT

WE DO NOT PUT UP WITH ANY FORMS OF BULLING AND OPERATE A TELLING POLICY. THIS MEANS THAT ANYONE WHO KNOWS THAT BULLYING IS HAPPENING IS EXPECTED TO TELL THE LEADERS.


 RULES


· RESPECT EACH OTHER 
· LISTEN TO OTHER PEOPLE’S OPINIONS
· BE FRIENDLY 
· RESPECT MEMBERS OF STAFF
· USE LANGUAGE APPROPRIATELY
· THE CUBS SCOUT LAW AND PROMISE  IS THE OVER RIDING RULE OF THE CUB SCOUT PACK



· STAY WITHIN THE SITES BOUNDARIES 
· RESPECT ALL EQUIPMENT AND THE BUILDING

· TELL A MEMBER OF STAFF IF YOU OR ANOTHER PERSON IS BEING BULLIED










CUBS HEALTH


Does, or has, your child suffered from any of the following?  (please tick relevant box)

ASTHMA OR BRONCHITIS		 			YES     NO 
HEART CONDITION						YES     NO 
FITS,FAINTING,BLACKOUTS, etc.				YES     NO 
SEVERE HEADACHES            					YES     NO 
DIABETES								YES     NO 
ALLERGIES TO ANY KNOWN MEDICATION   		YES     NO 
OTHER ALLERGIES, eg. Food, Stings, Plants, etc.		YES     NO 
ADHD (Attention Deficit Hyperactivity Disorder)  		YES     NO 
Is your child taking and REGULAR MEDICATION? 			YES     NO 
Does your child take any other MEDICATION? 			YES     NO 

If the answer is YES to any of the above please give full details below: -
Ailments: - ………………………………………………………………………………
Medication: - ……………………………………………………………………………

Date of last Tetanus vaccination: - ……………………………………………………...
Family Doctor: - …………………………… Tel: - …………………………………….
Address: - ……………………………………………………………………………….

Do you consent to us giving medical assistance or contacting a hospital should your child need it? YES     NO 



The Ditton’s Group regularly takes photos/ video of members. Before taking images of children/ young people we need your permission. May we use images of your son/ daughter for publicity purposes to include flyers or for images used on the centres web site? YES     NO 

	· I have read the  rules and anti-bullying policy and agree to abide by them.
· I agree to pay the  subscription fee of ten pounds per term.

Signed (Member): ……………………………………………………        Date: ………………….

Signed (Parent/ Guardian): …………………………………………        Date: ………………….
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