EXPLORING
YOUTH APPLICATION

E Real-World Career lExperiem:es®
loring

The Exploring Learning for Life career education program is for young men and women who
are at least 14 (and have completed the eighth grade) and not yet 21 years old.

Exploring’s purpose is to provide experiences to help young people mature and become
responsible and caring adults. Explorers are ready to explore the meaning of interdependence
in their personal relationships.

Exploring is based on a unique and dynamic relationship between youth and the organizations
in their communities. Local community organizations initiate a specific Explorer post by matching
their people and program resources to the interests of young people in the community. The result
is a program of activities that helps youth pursue their special interests, grow, and develop.

Explorer posts can specialize in a variety of career skills. Exploring programs are based upon
five areas of emphasis: career opportunities, life skills, citizenship, character education, and
leadership experience.
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Tips for completing the Application for Exploring Youth Participant: — Pra'ﬁcipa"t gh:/t — F o — - — Cutalong dotted line. _~ _ _ _ _ _ _ .
, , Moot paricipant fee I TEMPORARY PARTICIPANT CERTIFICATE I
>Print—do not use cursive. - o (Good for 60 days)

>Use black or dark blue ink. 2 2.50 I This certifies that I
>Press firmly when printing. ; e I I
>Print one letter only in each box. 5 6.25 | |
>Use upper-case letters and stay within the blue boxes for legibility. 3 ;?2 | isamember of |
>Fill in circles; do not use check marks. 8 10.00 | |
>Make sure you have all needed signatures on application. 190 11222 I Post leader signature |
>Don't alter the application—it could affect the quality of the scan. 11 13.75 | |
Mailing address example: I [ | Date :

14 17.50
[7]of3] [r|[i|[Rr]s]|T| [s|T] | . e | Eplnrmg |
16 20.00 L e e e e e e e e e e e e e e e — — — — J

17 21.25

r 18 22.50

Post

SooaTr USE BLACK OR BLUE INK ONLY. romser: |11 ||

Print—do not use cursive.

Print one letter or number

N4 only in each box. ht one letter in each space—press hard, you are making a copy.)

Fir ‘ ILejjtee'r:Jspg:cri-g?:;within the Middle name Last name ”Suffilx i

E blue boxes for legibility.  |K|A[T|H|L[E]EIN] | |{u[A]N]E] |Ci|ty| [ L sImffeful T 1L L1 AT Fil n radio buttons completely,

[uls] NRe 4] TAINIY] [sTTIRTETElT] T T T T T T ] [AINDYITloIwIN] [ [ [ [T [ [ BT T TINY) [1]2]3]4]5]

Phone \ Date of birth (mm/dd/yyyy) Grade Ethnic background: ./

|5|5 5|— 1|2|3|—|4|5|6|7| |0|1|/|0|1|/|1|9|9|5| |1|0| O Black/African A Native American O Alaska Nativ O hsian

SCh°°|/ \ O Caugasin/White O Hispanic/Latino O Pacific Island O other

LoJAIKI [TIRIE[E] [H[1fafH] [sfc[Hlofofcf | [ [T [ [ [ || gder:. O Male O Female

Email/addres

LA L Lt il el I ATT TP LTEET Y ]]

Pargnt/guardign information \

Sfctrelatio hip: O Parent O Guardian Grandparent O Other(specify)l | | | | | | | | | | | | | |

Figst name (Nq initials or nicknames Middle name Last name Suffix

[olefBlofmriafvl [ [ T [ ¢ ¢ [0 I [ [ ffsfulel [ 0 ¢ P [ Jlsimirfoful T T T P PP PP T T T II\I ||

Country  Mxjling address City State Zip code\

ulsf[1]2]3f4] [A[N]Y] [s{TIR{EJEfT] [ [ [ [ [ T [([A[nfy[r]ofw{n] [ [ [ T I [ [ [ [ [ | [[nfv|[1]2})3[4]5] 8

Home phone Date of birth (mm/dd/yyyy) Occupation Employer ender: g'r,
n

[slsfs]-[a]2s]|-[afsfefz|fola/folafsafolrfof T [ [ I I T T T T TP JCLTTITTTITTTITITIT] g

Business phone Ext. Previous Scouting experience Cellphone

|- L i d
Parent/guardian email address

e Make sure you have all needed
signatures on application.

I have read the attached information sheet and approve the application
(signature of parent/guardian required if applicant is under 18 years of age).

Bill Taylor

Signature of post leader Date

Participation fee $ |:I:| ’ |:I:|

Paid: |:| Cash |:| Check No.

[ Deborah Sue Smith

Signature of parent/guardian
[~

Retain on file for three years.

|:| Credit card

Signature of Explorer

L



YOUTH Post
PARTICIPANT number:
If applicant has an unexpired participant certificate, participation may be accomplished in this unit by paying $1 for processing the transfer. Mark and attach certificate. It will be returned by the council.
Post
(® Transfer application Transfer from council No.: number:
Name and address information (Please print one letter in each space—press hard, you are making a copy.)
First name (No initials or nicknames) Middle name Last name Suffix
Country  Mailing address City State Zip code
Phone Date of birth (mm/dd/yyyy) Grade Ethnic background:
- - / / O Black/African Americano Native American O Alaska Native O Asian
School O caucasian/White () Hispanic/Latino O Pacific Islander O other
Gender: OMaIe OFemaIe >
o
(db)
Email address =
=
HNEEEEEENEEE NN SN EE -
Parent/guardian information 5
Select relationship: O Parent QO Guardian O Grandparent QO Other (specify) S
First name (No initials or nicknames) Middle name Last name Suffix
Country  Mailing address City State Zip code
Home phone Date of birth (mm/dd/yyyy) Occupation Employer Gender: g
- - / / Owm 3
o]
OF
Business phone Ext. Previous Exploring experience Cellphone &
(3~
- - X - - £
83
Parent/guardian email address £
(=}
LLL Ittt fel PP PP PP PPty s
| have read the attached information sheet and approve the application S5
(signature of parent/guardian required if applicant is under 18 years of age). £
/ / 2
Signature of post leader Date , ,
9 p Signature of parent/guardian

Participation fee $ : Paid: |:|Cash |:| Check No. |:| Credit card Signature of Explorer
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MEDICAL FORM

To be completed by every participant in any activity.

Please note that the activity leadership must have the ORIGINAL form. (Some hospitals will not accept copies).
Activities such as field days, day hikes and conferences and academies where medical staff is available a medical history is required but a physicians
evaluation is not required.
Activity such as resident camping, extended outings, hiking & boating in remote areas where medical staff is not readily available requires a physicians
evaluation (signature required on 2 page of this form)

PARTICIPANT INFORMATION:

(Required)
Group/Post No. Local LFL Office No. LFL Headquarters Ciy
C )
Last Name First Name Ml Phone
Address City State Zip
Registered as (Required): Youth  /Adull_____ Gender: Male | Female Age /BithDate /| |

Name of adult leader participating in the activity who agrees to be responsible for this participant
Overnight Activities: All leaders must be registered as an adult with Learning for Life and provide male leaders for male youth participants and female leaders for female

youth participants.)

MEDICAL INFORMATION

Check all items that apply, past or present, to your health history. Explain any "Yes" answers.
ALLERGIES: Food, plants, medicines, insect bites  Yes [ | No [ Explain:
GENERAL INFORMATION:

Yes No Yes No Yes No
Asthma i Convulsions/seizures 0 o Hemophilia O 0
Attention Deficit/Hyperactivit ) )
Disorder (ADHD) ye y 0o Diabetes 0o High blood pressure 0O
Cancer/Leukemia i Heart trouble 0 o Kidney disease O 0

Explain:

List any medications to be taken during the activity .

List ALL medications taken in the 30 days prior to arrival.
List any physical or behavioral condifons that may affect or limit full participation.

List equipment needed such as wheelchair, braces, glasses, contact lenses, etc:
IMMUNIZATIONS (Date of last inoculation):

Chicken Pox Lyme Disease (not required) Pertussis Rubella
Diphtheria Measles Polio TetanusToxoid
Hepatitis B Mumps

PARENT/GUARDIAN INFORMATION:

Name of parent or guardian Telephone

Home address
City State Zip

Name of personal physician Telephone

Personal health/accident insurance carrier Policy no.




In case of emergency during the activity, notify:

Name:

Relationship: E-Mail Address

Street address City State Zip
( ) ( ) ( )

Area Code Day Phone Area Code Evening Phone Area Code Pager/Mobile

If person named above is not available in the event of an emergency, notify:

Name Relatonship Telephone E-Mail Address

Name Relationship Telephone E-Mail Address

In case of emergency, | understand every effort will be made to contact me (if participant is an adult, my spouse or next of kin). In the event | cannot be
reached, | hereby give my permission to the licensed health-care practitioner selected by the adult leader in charge to secure proper treatment,
including hospitalization, anesthesia, surgery, or injections of medication for my child (or for me, if an adult).

Signature of parent/guardian Date

STATEMENT OF UNDERSTANDING and SIGNATURES (To be completed by all adult and youth participants)

| understand the importance of providing accurate medical information, and | In the event of illness or injury occurring to me or to my son/daughter (if
certify to the accuracy of the foregoing information and that | am in good applicant is younger than 18) during attendance at the conference, | do
health and know of no personal physical limitations that would prevent my full hereby consent to whatever X-ray examination, anesthesia, medical or
participation in the conference (unless noted). surgical diagnostic procedure, or treatment is considered reasonable and
, o necessary in the best judgment of the attending licensed physician and
| understand that this application includes my request for other personal performed by or under the supervision of a member of the medical staff of the

accident insurance to be purchased on my behalf, and the cost of this

. o X o hospital furnishing medical services.
insurance is included in the registration fee.

| understand that in the event of a serious illness or injury, reasonable efforts

As an Adult Leader | will follow activity requirements for participation or as a . dl il v !
to notify those listed in case of emergency will be attempted.

youth participant, | will be responsible to my Adult Leader.

Does your group/post currently have accident and sickness insurance on adults and your participants? Yes_ No__
Insurer:

Policy expiration date Policy No.,

Signature of participant Date

Signature of parent or guardian (Required if participant is younger than 18)
Signature of Adult Leader* Group/Post No. LFL No.

* Overnight Activities: All leaders must be registered as an adult with Learning for Life and provide male leaders for male youth participants and female leaders for
female youth participants.

REQUIRED FOR PARTICIPATION IN A CAMPING EXPERIENCE: COMPLETE THE PHYSICIAN'S OR
LICENSED HEALTH-CARE PRACTITIONER'’S EVALUATION.

PHYSICIAN’'S OR LICENSED HEALTH-CARE PRACTITIONER'S EVALUATION
Approved for participation in: [ Hiking and camping [] Competitive sports [I Water activities [] All activities

Specify exceptions

Recommendations (explain any restrictions OR limitations):

Signed by Physician or Licensed health-care practitioner* Date

*Examinations conducted by licensed health<care practitioners other than physicians will be recognized for Leaming for Life purposes in those states where such
practitioners may perform physical examinations within their legally prescribed scope of practice.
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