
PERSONAL HEALTH AND MEDICAL RECORD
CLASS 1

Class 1 (update annu a l ly for all part i c i p a n t s ) . A c t i v i t y : D ay camp, ove rnight hike, or other programs not exceeding 72 hours,
with level of activity similar to that of home or school. Medical care is readily ava i l a bl e. Current personal health and medical
s u m m a ry (history) is attested by parents to be accura t e.This fo rm is filled out by all participants and is on file for easy refe r e n c e.

CLASS 1 PERSONAL HEALTH AND MEDICAL HISTO RY
( To be filled out annually by all part i c i p a n t s )

To be filled out by parent, guardian, or adult part i c i p a n t . Please print in ink.

I D E N T I F I C AT I O N

N a m e_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Date of birth_______________ Age_______ Sex _ _ _ _ _ _ _

Name of parent or guardian_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Te l e p h o n e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Home address _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ City_______________________ State__________ Zip_____________

Business address _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ City_______________________ State__________ Zip_____________

If person named above is not ava i l a ble in the event of an emergency, notify

N a m e_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Relationship____________________ Te l e p h o n e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

N a m e_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Relationship____________________ Te l e p h o n e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Name of personal phy s i c i a n_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Te l e p h o n e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Personal health/accident insurance carri e r_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Policy No. _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

I give permission for full participation in BSA progra m s, subject to limitations noted herein.

In case of emerge n cy, I understand eve ry effo rt will be made to contact me (if participant is an adult, my spouse or next of
k i n ) . In the event I cannot be reached, I hereby give my permission to the licensed health-care practitioner selected by the
adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of medication
for my child (or for me, if participant is an adult).

Date______________ Signature of parent/guardian or adult_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Some hospitals require the parent/guardian signature to be notarize d .C h e ck with your BSA local council.

C h e ck all items that apply, past or present, to your health history.Explain any “ Ye s ”a n swe r s.

A L L E R G I E S : Food, medicines, insects, plants Ye s ■ N o ■ E x p l a i n : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

GENERAL INFORMAT I O N : Ye s N o Ye s N o Ye s N o
ADHD (Attention-Deficit

H y p e ractivity Disorder ■ ■ C o nv u l s i o n s / s e i z u r e s ■ ■ H e m o p h i l i a ■ ■

A s t h m a ■ ■ D i a b e t e s ■ ■ High blood pressure ■ ■

C a n c e r / l e u ke m i a ■ ■ H e a rt troubl e ■ ■ K i d n ey disease ■ ■

E x p l a i n :_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Please list ALL medications taken in the 30 days p r i o r to arri val at the Scouting activity where this fo rm is to be used: _ _ _ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

List any medications to be taken at camp: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

List any physical or behav i o ral conditions that may affect or limit full participation in swimming, back p a cking, hiking long distances,
or playing strenuous physical games: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

List equipment needed such as wheelchair, bra c e s, glasses, contact lenses, etc.: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

I m mu n i z a t i o n s : ( G i ve date of last inoculation.)
Te t a nus tox o i d_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ M e a s l e s_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Po l i o_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
D i p h t h e ri a _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ M u m p s _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Pe rt u s s i s _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ R u b e l l a _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

L i m i t a t i o n s
Activity restri c t i o n s _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Diet restri c t i o n s_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

S i g n a t u r e_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ D a t e _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

A d d r e s s_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ P h o n e_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

C i t y, State, Zip _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

*Examinations conducted by licensed health-care practitioners , other than phy s i c i a n s , will be recognized for BSA
purposes in those states where such practitioners may perform physical examinations within their legally prescribed
scope of practice.

Licensed health-care pra c t i t i o n e r *
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