
 Name:  ________________________________________________ 
Last Name  First Name  Middle Name/Initial Title (Jr., Sr., II, etc.) 

 

Address:  ______________________________________________ 
 
City:  _________________ State:  _____ Zip+4:  ____________ 
 
Phone: Home (____) ____-_______  Alternate (___) ____-_______ 
 
Birth Date         /         /           Youth (Under 21) _____    Adult _____ 
 
E-mail address __________________________________________ 
 
Occupation (Adults Only)  ____________________________________ 
 
District:  ______________________________________________ 
 
Unit Type  ______ Unit Number  ________ Reg ID __________ 

(Pack, Troop, Post) 

Circle One: Ordeal Brotherhood  Vigil 

B
e 

su
re

 to
 fi

ll 
ou

t b
ot

h 
si

de
s o

f t
hi

s f
or

m
.  

Fi
ll 

in
 a

ll 
ap

pr
op

ria
te

 b
la

nk
s c

om
pl

et
el

y 
(P

le
as

e 
ty

pe
 o

r p
rin

t l
eg

ib
ly

) i
nc

lu
di

ng
 th

e 
re

tu
rn

 a
dd

re
ss

 o
n 

th
e 

ba
ck

. 
 A

 n
ew

 M
ed

ic
al

 R
el

ea
se

 F
or

m
 is

 re
qu

ire
d 

ea
ch

 y
ea

r. 
 T

he
 st

at
e 

of
 T

ex
as

 re
qu

ire
s t

hi
s 

m
ed

ic
al

 fo
rm

 to
 h

av
e 

a 
co

m
pl

et
e 

sh
ot

 re
co

rd
 w

ith
 d

at
es

 fo
r y

ou
th

 a
nd

 la
st

 te
ta

nu
s 

bo
os

te
r d

at
e 

fo
r a

du
lts

.  
It 

m
us

t b
e 

si
gn

ed
 a

nd
 d

at
ed

 b
y 

th
e 

m
em

be
r i

f f
or

 a
n 

ad
ul

t, 
or

 a
 

pa
re

nt
 o

r g
ua

rd
ia

n 
if 

fo
r a

 y
ou

th
 m

em
be

r. 
 

C
ur

re
nt

 d
ue

s p
ai

d 
st

at
us

 a
nd

 a
 c

om
pl

et
e 

an
d 

si
gn

ed
 M

ed
ic

al
 R

el
ea

se
 fo

rm
 a

re
 

pr
e-

re
qu

is
ite

s f
or

 p
ar

tic
ip

at
io

n 
in

 A
N

Y
 L

od
ge

 o
r 

C
ha

pt
er

 a
ct

iv
ity

. 
 A

nn
ua

l d
ue

s a
re

 $
 8

.0
0 

pe
r c

al
en

da
r y

ea
r, 

st
ar

tin
g 

fo
r C

Y
 2

00
4 

an
d 

ex
pi

rin
g 

on
 

D
ec

em
be

r 3
1st

 o
f e

ac
h 

ye
ar

.  
Th

e 
du

es
 a

re
 n

ot
 p

ro
-r

at
ed

 a
nd

 a
re

 th
e 

sa
m

e 
w

he
n 

pa
id

 
an

y 
tim

e 
du

rin
g 

th
e 

ye
ar

.  
“L

ife
” 

m
em

be
rs

hi
p 

in
 P

en
at

ek
a 

is
 a

va
ila

bl
e 

fo
r $

15
0.

00
. 

 M
ak

e 
ch

ec
ks

 p
ay

ab
le

 to
:  

O
rd

er
 o

f t
he

 A
rr

ow
, B

SA
.  

M
ai

l o
r c

ar
ry

 th
is

 c
om

pl
et

ed
 fo

rm
 

w
ith

 p
ay

m
en

t t
o:

 
Te

xa
s T

ra
ils

 C
ou

nc
il,

 B
SA

 
Pe

na
te

ka
 L

od
ge

 M
em

be
rs

hi
p 

12
08

 N
. 5

th
 

A
bi

le
ne

, T
X

.  
79

60
1 

(S
en

d 
or

 b
rin

g 
th

is
 e

nt
ire

 fo
rm

 in
ta

ct
 –

 D
o 

N
ot

 S
ep

ar
at

e)
 

Penateka Lodge 
Texas Trails Council, #561 

Dues Payment & Membership Transfer Form 

Ordeal Date      /     /     . 
 

Brotherhood Date      /     /     . 
 

Vigil Date     /     /     . 

Provide dates of the membership levels attained, leaving 
blank any level not applicable.  Please provide evidence of 
membership in your former lodge (a copy of your 
membership card, vigil certificate, or letter of transfer from 
your former lodge).  In absence of this proof, membership 
level must be determined and approved by the Penateka  

Lodge Adviser or one of his associate advisers.  Vigil Honor membership level will be verified with 
the Order of the Arrow national headquarters. 

Complete this section ONLY if transferring from another lodge 
 

Former Lodge Name __________________________________________ 

Penate
 
Member Name ________________

Last Name  
 
Medical Insurance ______________

Policy Holder’s Name 
 
Have or had difficulty with (check if y

 Asthma / Lungs  Convulsions 
 Fainting Spells  Diabetes 
 Any condition that may require specia

_______________________________
_______________________________

 None of the above applies 
Any condition now requiring medication
_______________________________

Allergy to any medication, food, plant, a
_______________________________
Immunization – Date of last inoculation
       /       /          . Diphtheria      
       /       /          . Mumps      
(Form revised 07/11/2007) 
Send/Bring entire form intact – Do Not Separate 

ka Lodge – Medical Release Form 
_______________________________________________________ 

 First Name   Middle Name/Initial       Title (Jr., Sr., II, etc.) 

______________________________________________________ 
 Name of Insurance Company   Policy or Certificate Number 

es): 
 Heart Trouble  Digestion  Eyes, ears, nose, throat 
 Bleeding Disorders  Sleep Walking  

l care, medication, or diet?  If yes, Explain:  _________________________ 
____________________________________________________________ 
____________________________________________________________ 

?   No   Yes   Name of medication: ______________ 
____________________________________________________________ 

nimal, or insect toxin?  No   Yes   Explain:  ____________ 
____________________________________________________________ 
s (Dates Required – Do NOT write “Current”.  ADULTS – Complete Tetanus only) 
  /       /          . Measles        /       /          . Tetanus 
  /       /          . Rubella        /       /          . Polio 

      /       /          . Pertussis

Medical 
Page 1 



Indicate areas of interest where you would like to participate: 
 

 Camp Promotions  Food Service 
 Fellowships  Finance 
 Annual Banquet  Trading Post 
 Section Conclave/Events  Drum Team 
 Brotherhood Guide/Walk  Lodge Engraving Service 
 Ceremonies  Membership Registration 
 Dance Team  Event Registration 
 Pow Wow  Ordeal Registration 
 Indian Lore  Unit Elections 
 First Aid  Ordeals 
 Membership Contact  Elangomats 
 Penateka Newsletter  Lodge Training 
 National OA Conference  Internet Web Site 
 National Jamboree  Lodge Operations Manual 
 Lodge Forms  Community Service 
 Lodge Rules  Service to America 
 Photography  Camp Service 
 OA Representative  Scoutreach Mentoring 
 Lodge/Chapter mailouts  Chapter News 

 

List any other skills or talents you would be willing to offer:  

__________________________________________________________

__________________________________________________________ 

         Y
our N

am
e  _________________________________________ 

 A
ddress  ____________________________________________ 

 C
ity, S

tate, Zip  _______________________________________ 

Send/Bring entire form intact – Do Not Separate 
 

Use this space to provide any additional information that medical personnel might need to know: 
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 
 
Authorization for Medical Treatment 
 
The health history provided on this form (both Page 1 and Page 2) is correct so far as I know and the person herein described 
has permission to engage in all prescribed activities, except as noted on this form.  In the event of an emergency (and I cannot 
be reached), I hereby give my permission to the physician, selected by the adult leader in charge, to treat, hospitalize, secure 
proper anesthesia, or to order injection for the person herein described. 
 
 
 
______________________________________ ________________________________________ 
Members Signature    Date  Signature of Parent or Guardian  Date 
        (Required if Member is under 21 years of age) 
 
Home Phone (_____) ______-__________ Emergency Contact Phone (_____) _____-_________ 
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