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2010 CUB SCOUT DAY/TWILIGHT CAMP

Annual BSA Health and Medical Record

Part A

GENERAL INFORMATION

Narne Date of birth Age Matef]  Femals[]
Address 3 Grade completed (youth anly)

City Stats Zip Phone No.

Unit leader Cauncil name/No, Unit No,

Social Seaurity Ne. {optional; may be required by medical facllities for treatment)

Health/accident insurance company

Religlotis preference

In case of emergency, notify:
Name

Relationship

Policy Na.
ATTACH A PHOTOCOPY OF BOTH SIDES OF INSURANCE GARD (SEE PART C). IF FAMILY HAS NO MEDICAL INSURANGE, STATE “NONE.”

Adcress

Home phone

Business phone

Alternate contact

MEDIGAL HISTORY

Are you now, or have you aver heen treated for any of the following:

Alternate’s phone

Yas No Sondition

Explain

Asthma

Diabetss

Hypertension {high blood pressure)

Hearl disease {l.e., GHF, GAD, MI)

Stroke/TIA

CQOPD

Ear/sinus problems

Musculat/skeletal condition

Menstrual problems (women only)

Psychiatric/psychological and
emotional difficulties

Laatning disorders (i.e., ADHD, AGD)
Bleeding disorders

Fainting spells

Thyroid disease

Kidney disease

Sickle ¢ell disease

Seizures

Sleap disorders (i.e., sleep apnea)

G| problems {i.e., abdominal, digestive)
Surgery

Serious injury

Other

MEDICATIONS

List all medications currently used. {if additional space is needed, please photocapy
this part of the haalth form.) Inhaters and EpiPen information must be included, even
if they are for occasional or emergency use only.

Cell phone

Allergies or Reaction to:
Meadication

Foed, Plants, or Insect Bites

Immunizations:
The following are recommended by the BSA.
Tetanus Immunization must have been receivad
within the last 10 years. If had disease, put “D”
and the year. If immunized, check the box and
the year raceived,
Yes Mo Date
Telanus
Pertugsis
Dipiheria
Measles
Murmps
Rubella
Polio
Chicken pox R
Hepatitis A
Hepatitis B
Influenza
Other (i.e., HIB)

[:]Exemption to immunizations claimed.

[

COOOonooooOn

COOO0Oa00006n

(For more information about immunizations, as
well as the immuntzation exemplion form, see
Sraouting Safely on Scouting.org.)

Medication
Strength, .. Fraguency
Approximate date started -

Reason for medication __

Mediesation

Strength Fraquency
Approximate date started
Reason for medication

Medicaticn
Strength Frequency
Anproximate dats started

Reason for medication

Distribution approved by:

Distribution approved by:

Distribution approved by:

Pareat signature MD/DC, NR or PA Signature
Temporary 3 Permanent 3

Parert slgnature MD/DO, NR, or PA Signature
Temporary {] Permanent [

/
Parent signature WO/D0, NP, or PA Signature
Temporary {] Permanent ]

Medication
Strength _ Frequency
Approximate date started
Reason for medicatian

Medication
Btrength Frequency
Approximate date started _

Reason for medication

Medication
Strength . Frequency
Approximate date starled

Reason far medication

Distribution approved by:

Distribution approved by:

Distribution approved by?

Parent signature MO/CO, NR, or PA Signalure
Temporary[] Permanent [

Parent signature MD/DO, NP, or PA Signature
Temporary [F Permanent ]

/
Pareni signature MD/DO, NF, or PA Slgnature
Temporary ] Permanent ]

NOTE: Be sure to bring medications in the appropriate containers, and make sure that they are NOT expired,
including inhalers and EpiPens. You SHOULD NOT STOP taking any maintenance medication.
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2010 CUB SCOUT DAY/TWILIGHT CAMP

Part C

Informed Consent and Hold Harmless/Release Agreement

| understand that participation in Scouting activities involves a certain degree of risk. | have carefully considered the risk involved
and have given consent for mysalt and/or my child to participate in these activities. | understand that participation in these activities
is entlraly voluntary and requires participants to abide by applicable rules and standards of conduct. | release the Boy Scouts of
America, the lasal council, the activity coordinators, and all employaes, volunteers, related parties, or other organi:rahons associated
with the activity from any and all claims or liability arising out of this participation.

| approve the sharlng of the Information on this form with BSA volunteers and professionals who need to know of medical situations
that might require special consideration for the safe conducting of Scouting activities.

In case of an emergency Involving me or my child, | understand that every effort will be made to gontact the individual listed as the
emergency contact person. In the event that this person cannot be reached, permission Is heraby diven to the medical provider
selected hy the adult leader in charge to secure proper ireatment, including hospitalization, anesthesia, surgery, of Injections of
medication for me or my child. Medical providers are authorized to disclose to the adult in charge Protected Health Information/
Confidential Heafth Information (PHI/CHI} under the Standards for Privacy of individually Identifiable Health Information, 45 G.ER.
§§160.103, 164,501, etc. seq., as amended fram fime to time, Including examination findings, test results, and treatment provided
for purposes of medical evaluation of the participant, foliow-up and communication with the participant’s parents or guardian, and/or
determination of the participant’s ability to continue Tn the program activities.

ElWilhout restrictions.
I:lWilh special considerations or restrictions {lis)

| hereby assign and grani to the local council and the Boy Scouts of America the right and permission to use and pubiish the photographs/
film/videotapes/electronic representations and/or sound recordings made of me or my child at alf Scouting activitles, and | harsby
release the Boy Scouts of America, the local coungil, the activity coordinators, and all employees, voluntesrs, related partles, or other
organizations associated with the activity from ahy and all liability from such use and publication.

{ hereby authorize the reproduction, sale, copyright, exhibit, broadeast, electronic storage, and/or distribution of said photographs/
film/videotapes/electronic representations and/or sound recordings without limitation at the discretion of the Boy Scouts of America,
and | speclfically waive any right to any compensation | may have for any of the foregoing.

[es o
Adults authorized to take youth to and from the event: (You must Adults NOT authorized 1o fake youth to and froim the event:
designate at least one adult, Please include a telephohe number.)

1. 1.
2 — 2
3. 3

| understand that, if any information I/we have providad is found to be inaccurate, it may limit and/or eliminate the opportunity
for participaftion in any event or activity,

Participant's name

Participant’s signature

Parent/guardian’s signature

{if under the agse of 18}
Date

Attach capy of insurance card {front and back) here,

SKU 34605

BOY SCOUTS OF AMERICA
1325 West Walnut Hill Lane
P.O. Box 1562078

Irving, Texas 75015-2079 34605
http:/fvrww.scouting.org

‘ 34605 2009 Printing
Part C  Lastname: poB: L

Activites

R 9!2009 S




