PERSONAL HEALTH AND MEDICAL RECORD
CLASS 1 AND-GEASS2

& Helght Welght Eve color Hair calor

CLASS 1 PERSONAL HEALTH AND MEDICAL HISTORY
{To be fillad out annually by all sarticioants)

To be filled out by parent, guardian, or adull perticiaant, Plesse peint in ink.

IDENTIFICATION

Maume Date of birth Age Sax
Name of parend or guardian Telephona

Home address o City Sale Zip
Business address City Siaie Zip

If perscn namad above is not avai'abls i the event of an emergency, notify

Mama Relationship Telephore

Mame Halationship Telaphons

Mame of parsanal ohysician LR Talephana

Personal heslth'aceident insurancs carrier Poicy Mo,

Check all items that apply, past or present, to your haalh history. Explan any "fes" answers,
ALLERGIES: Food, madicines, insects, planta Yea | No [0 Explain;

GEMERAL INFCRMATION: a5 Mo Yes Mo Yoz No

ADHD [Attention-Deficit

Hyperactivity Disorder) o Comvulsions'seizures [ Hemophiliz o
Asthma U Diaoedes b u High blood pressure L1 _|
Cancarlaukemia | Hear trauale L. Ll Kidney disease Il I
Explain:

Pleasa list ALL medications taken ir tha 30 days prior to arrival at the Scouting activity where this form is 1o be used:

Lis1 any medications to be taken at camp, including drug, dosage, roule (oral, injection, ebe.), and frequency:

Lis any prysical or behavioral conditions that may affect or limit full participation in swimming, backpacking, hiking long distances,
ar playing strenucus ohyalcal games: e

List equipmant neadad such as wheelchair, braces, glasses, contact lenses, elo.:

Immunizations: (Give date of las1 inoculation.)

Tetarus joxoid Measles Palio

QR DPT OR MMR

Hepatitia A Varicalla QR Chicken pox
Hepatitis B

I give permigsion for full participation in BSA programs, subject 1o limitaticns nated harein.

In case of emergency, | undarstand svery effort will be made o camact me (il particioant & an aduli, my spouse or naxt of
kin}. In the evert | cannot be reached, | hersby give my permission to the licensed health-care practifioner sekectad by the
adult lzader in charge o secure propar reatment, Including hospializaton. anesthesia, surgery, or inections of medicatian
for miy child {or for me, If participant is an adui).

Date_____ Signature of parent'guardian or acdufl
Date updatad Slgnature of parent'guardian or adult

Date updatad Signalure of parent'guardian or adull _

Bome hospitals require the parent’guardian signaturs to be notarized, Check with your BSA local council.

JINYN

/9 dOOHL




