MEDICAL E4PLORERS

REGISTRATION FORM

PLEASE COMPLETE ALL INFORMATION AND PAY YOUR $20 REGISTRATION FEE.

TODAY’S DATE / / DOB / /
LAST NAME FIRST NAME
ADDRESS

STREET CITY COUNTY Z1P
HOME PHONE (___ ) - CELL PHONE (__ ) -
HIGH SCHOOL GRADUATION YEAR

GENDER: M F E-MAIL

RACE/ETHNIC HERITAGE (CHECK ONE)

[ICaucasian (White) [INative American
DAfrican-American DPaciﬁc Islander
[] Hispanic/Latino LlOther
[JAsian [ IMore than one race
[] CPR Certified Exp.Date [] First Aid Certified Exp.Date
Parent/Guardian:
Name Home Work Cell
Parent/Guardian:
Name Home Work Cell

Emergency Contact:

Name Home Work Cell

HEALTH CARE PROFESSIONS YOU ARE INTERESTED IN:

Date Fee Paid / BOY SCOUTSDF AMERICA’

o

HEALTH SERVICES

Northern Nebraska

I’ | Area Health Education Center
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