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SHOOTING ACTIVITIES.

PLEASE NOTE: “SPECIFIC PERMISSION IS NEEDED
        BEFORE A YOUNG PERSON TAKES PART IN THIS ACTIVITY.”   

Upper section to be completed by the Leader in charge of the Activity;

Lower Section to be completed by Parent / Guardian and returned to the Leader.  

Name of Group / Section   BEAVERS & CUB SCOUTS
Proposed Activity.   LASER TARGET SHOOTING @ THE VIKING EXPERIENCE CAMP
Date    18th & 19th June 2011                                   
Contact and Telephone Number 
.

THE INSTRUCTORS RESERVE THE RIGHT TO REFUSE ANY PERSON TO TAKE PART IN THIS SHOOTING ACTIVITY IF THEY ARE CONCERNED WITH THAT PERSON OR ANY OTHER PERSONS WELFARE AND SAFETY.
If any additional information is required please do not hesitate to ask.

iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii
          Parental / Guardian’s Consent.

I have noted the arrangements and give permission for……………………………[name of Young Person]

To take part in LASER TARGET SHOOTING 
Please State if you’re Son /Daughter has any disability or condition which may be affected by this Activity.

………………………………………………………………………………………………………………………….

Please indicate details of any Medical treatment he /she is receiving

………………………………………………………………………………………………………………………….

Contact Details……………………………………………………………………………………………………….
Name………………………………………Signature………………………..Date………………………………..

Address………………………………………………………………………………………………………………..

THE INSTRUCTORS RESERVE THE RIGHT TO REFUSE ANY PERSON TO TAKE PART IN THIS SHOOTING ACTIVITITY IF THEY ARE CONCERNED WITH THAT PERSON OR ANY OTHER PERSONS WELFARE AND SAFETY.
PLEASE REMEMBER TO BRING THIS PORTION OF THE FORM WITH YOU, AS WITHOUT THIS FORM YOU WILL NOT BE ALLOWED TO TAKE PART IN ANY SHOOTING ACTIVITIES!

