
2963 Seaforth Highlanders Of Canada
Royal Canadian Army Cadet Corps

TOS (Taken On Strength): _______________ (filled in by administration)

Cadet's Name: _________________________________________
Birth date: _____________________________________________

Reason For Joining (Where Did You Hear About Us?) ______________________________________
  _________________________________________________________________________________

Parent Information:

Father's Name: _____________________________________________________________________
Address: __________________________________________________________________________
Phone Number (home): ________________________ ( __ Check If Primary Contact Phone)

  (work): _________________________ Ext: ______ ( __ Check If Primary Contact Phone)
              (cell): __________________________ ( __ Check If Primary Contact Phone)

Email Address: _______________________________ ( __ Check If Primary Contact E-mail)

Mother's Name: ____________________________________________________________________
Address: __________________________________________________________________________
Phone Number (home): ________________________ ( __ Check If Primary Contact Phone)

  (work): _________________________ Ext: ______ ( __ Check If Primary Contact Phone)
              (cell): __________________________ ( __ Check If Primary Contact Phone)

Email Address: _______________________________( __ Check If Primary Contact E-Mail)

Emergency Contact Information: (Different from above)

Name: ________________________________________________
Relationship To Cadet: ____________________________________
Address: ___________________________________________________________________________
Phone Number (Home): ______________________________

  (Cell):    _______________________________
  (Work):  ______________________________ Ext: _______

Medical Information:

Provincial Health Number (Care Card #): ______________________________________
Province/Territory Of Issue: _________________________________________________
Family Doctor: ___________________________________________________________

Address or Clinic: ___________________________________________________
Phone #: __________________________________________________________
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