All scouts and leaders must have a signed medical form with the health form addendum signed by a physician within 1 year of at-
tending camp. A digital version of the BSA form can be found here.

Emengency contact No.:

Allergies:

DOB:

Annual BSA Health and Medical Record [ High-sdventure bass participants:

Full name:

Part A Expedtioniones Mo

GENERAL INFORMATION T P

Mama Date of birth Apa Male O Female O
Address Grade completed [youth only)

City State Zip Pharg ko,

Linkt leadar Councll namem™o. Uniit M.

Soclal Becurity Mo, [optional; mey be requined by madical faciHiss Tor traatme)
Haaltvaccident Insurancs compary

Mama

Address

Hame phona
Alternate comtact

Religlous prefananca

Palicy Mo.

ATTACH A PHOTOCOPY OF BOTH SIDES OF INSURANCE CARD. IF FAMILY HAS MO MEDICAL IMSURANCE, STATE “NOME."
In Case of amergency, noty:

Aelatiorship

Businass phana

Cell phana

HEALTH HISTORY
Al YU NOW, OF NEWa YoU evar baen treated for any of the Tolowing:

Altarnate's phone

Allergles ar Reaction to:

¥as | Mo ond|tian Explain Medication
Azthma  Last gttack: Food, Plants, of Insact Bltas
Dlabetas  Last HbATC:
Hypartersion [|1E|1 Diond prassuE) Immunizations:
Heart disease (.g., CHF, CAD, MI) Thea Tolieading ere recommandad by the BSA.
St TLA, Tetanus Immunitzation & regquied and must
hiawe baen recelywed within the lxst 10 years. It
Ll.l'lE."I'EE ratory disaasa
= B = had dsassa, put "0 and tha year: If Immunzad,
IF SN0 P check the box and the yaar moahed,
Muscuarskeletal condthon Yos Mo Date
Manstnial problemes fwomen only) O 0O Tetanus
FEyCHIATI/pEy ColOGICal 2nd O O Pertusals
amatiornal dificutias o .
Behavioral disordars (e.g., ADD, O O D
ADHD, Aspemar syndrome, autim) O O Messlks
Bleeding disomgars O O Mumps
Fairting spalis O 0O PRubsla
Thyrold dizaasa O O Polk
Kidrey dieass O 0O Chickanpox
Sickk cal disesss O O Hepattis &
Salrures  Last sezurs; — — — O | HEpBIrﬂa B
Shkeap diEorders ja.0., Slesa n Liza GRAP: o [] Mol O O P —
Apgdominald blems
BT pesTe pro O O oOtherfe., HIE)
Sanous Injury O Examption to Immunizations clamed
Cihar (O required).
NEDIGATIONS

Lizt all medicationa currently usad. (f additional speace is nesded, please photocopy
this part of the health formn.) Inhalers and EpiPen information must be included, swen

if they are for occesional or emergency uss anby.

[Fnr mare Infermaticn about Immunizaticns,
ae well &3 the Immunizstion exempiion fomm,
see Scouting Sately on Scouting.ong.)

Reason for medication

Madication Madication Medication
Strangth Frequarcy Strangth Frequency Strangth Fragquency
Appromimats date starkad Approsimate date skarbed Approsimate date starked

Reazan Tor medcation

Ragson for medication

Reazon for madication

Madication Madication Medication
Strength Frequarcy Strangth Frequancy Strangth Frquency
Approsmats derte starkad Approimeta deta starked Approwimata data started

Reazan Tormadcation

Ragenn for medication

Admimistration of the sbeove medications is approved by (if required by your stats):

Pareriguarian signabrs u.iu WINTT, HA or P& signaium

Ba sure to bring medications in sufficient ies and the original containers. Make sure that they are NOT
expired, including inhalers and EpiPens. You SHOULD MOT STOP taking any maintemance medication.

50001
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High-adventure base participants:
Parl B Expeditionicres Mo.:
INFORMER COMSENT AND HOLD BARMLESS/RELEASE AGREEMENT or staf posttion:

| understand that participation in Scouting ectivities invaobees a certain degres of sk and can ba physically, mentally, and emoticnally
demanding. | also undemtand that participation in theas activities s antirely volurtary and requires participants to abids by applicsbls
rules and standards of conduct.

In cass of an emamency imobing me or my child, | undestand that eveary effort will be made to contact the individual listed s the
amangency contact peraan. Inthe event that this pereon carmot be mached, permission is heraby given to the medical provider
gakcted by the adult leader in chargs to sscurs propar freatment, including hospitalizetion, anssthesia, surgery, or injections of
madication for me or my child. Medical providers are authorized to discloss protected health information to the adult in chamge, camp
madical staff, camp maragemeant, sndfor any physician or health care provider irvched in providing medical cas to the participant.
Protacted Haalth Information'Confidantial Health Information (PHICHI) under the Standards for Privacy of Individually Identifiskle
Health Information, 45 C.RR. §§1 60,103, 164.501, ste. ssq., as amended from time to time, includes examination findings, test maults,
and treatmeant provided for purposesa of medical svaluation of the participant, follow-up and communication with the participant’s
parents or guandian, and/or determination of the participant’s ability to continue in the program activities.

| heve camsfully considemd the riak imvohed and give corsant for myeslf andfor my child to participate in thess activities. | approwve
the sharing of the information on this form with BSA voluntesrs and professionals who need to know of medical situstions that might
raquire spacial cormideration for the safe conducting of Scouting activitisa.

| ralagss the Boy Scouts of America, the local council, the activity coordinatora, and all ermployesa, voluntears, related parties, or other
omganizations asecciated with the activity from amy and all claime or liability arising out of this participation.

O Without restrictions.
OO0 With special considermatiors or restrictions (list)

TALENT RELEASE AGREEMENT

| harsby asaign amd gramt to the local council and the Boy Scouts of America the right and pamigsion to wuss and publish the photographse’
filmAvideotapsalalectronic mpreesntations and’or sound ecordings made of me or ry child at all Scouting activities, and | hersby
ralaass the Boy Scouts of America, the local council, the activity coomrdinstors, and all amployess, voluntesrs, related parties, or other
omganizations asecciated with the activity from amy and all liakility from such use and publication.

| haraby authorize the epreduction, =als, copyright, exhibit, broadeast, electronic etorage, andfor distribution of said photogrephs’
filmfvideotapea/alectronic mpreesntations and’or scund ecordings without limitation at the discretion of the Boy Scouts of America,
and | specifically wahe any rght to any compensation | meay hewe for any of the foregoing.

OYea OMo

ADMATS RITHORIZED TO TAXE TONTH TO ANID FESM EVENTS:

‘o rnust designate &t least one edult. Plasss include a telephors nurmiser

1. Mama Tekphons
2, Mame Tekphona
3. Mams Tekphons
Adutta NOT suthorized to take youth to and from events:

1. Mame

2. Mame

2. Mame

| understand that, if any information lwe have provided is found to be inaccurate, it may limit and/or aliminate the opportunity
for participation in any event or activity.

If | am participating at Philmont, Philmont Training Centar, Northarn Tier, or Florida Sea Base: | have also read and
understand the risk advisories explained in Part D, including haight and weight requirerments and restrictions, and understamd
that the participant will not be allowed to participate in applicable high-adventure programs if those requirements are not met.
The participant has permizsion to engage in all high-adventure activities described, except as specifically noted by me or the
health-care provider.

Participant's rams
Participant's signsturs Diate
Parent'guanrdisn's signature Charbe

¥ particl park 15 undar o 2ge ol 18]
Sacond parant'guardian sigraturs Ciate

ffrequied for sampl, CA)

This Anmnual Health and Medical Recomd is valid for 12 calend ar months.
PartB Full name: DOB: 080001

201 Frintin
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High-adventure bass participants:
Expediion'cres Mo.:
PartC or staff position:
TO THE EXAMINING HEALTH-CARE PROVIDER (Carithed and licansad phiysiclans [MD, DO, nurse practtionars, and physkclan's aeststants)

fioul ara baing asked to certfly that this Individual nas no contraindication for participation In a Scouting expanienca. For Indikiduals who wil be attanding a
high-adverure program at one of the national Righ-advariurs basas, please reter to Part O for addtiona Irormation.

{Part Dwas mada avallable tome. O'Yes O M)

PHYSIGAL EXANINATION
Helgt dnches) Welght {pounce) Mamimum wilght for rakght Mests hialghbAvelght Imis O Yes Clka
Blood pressurs Puiss Percant body fat joptional)
i you emzesd tha marlimum walght for hakght as eaplalnad on this paga and your planned high-adverture acthity will taks you mom than 20 minstes
away from an amengency wahlcle—accessble roadway, you will not b= allowsd to participata. At the dscetion of the medcal advisors of tha evert
andior camp, particlpation of an Indvidual axcesding the masimum wakght for hakgnt may ba allowad Hihe body fat percantage messured by the
health-cars providar s determined o ba 20 percent ar kas for 8 female of 15 percent of 1es5 for @ mak. (Philmant mquires 8 watar-displacament
test to be used for this detarmination) Plaass call the event lsadsr andéor camp B you have any questions. Enforcing the helghtiwalght guidelines ks
strargly encouragad for all other events.
Explain An Explain
Mormal | Abnormal Pl B Range of Mobillity Mormal | Abniormal hhrF-:-rmafrﬂgs
Eyes Krieas [both)
Ears Arkdes (both)
Mess Spna
Throat
Lurigs
Meunolagizal rthar Yes ]
Heart Cantacts
Abdomen Denturas
Genhtala Bracss
SHin Inguinal hermia Explain
[ Emiicnal rﬂﬂﬁlpﬁﬁnﬂmem
ad|ustmant ila., CPAPR awygan
Tubercukasls (TE) skin tast (f mouired by your state for BSA campstaM [0 Megatie [ Posliva
Allergles fto what agant, typa of reaction, traatmeant]:
Restrictions | nona, 5o state)
EXAMINER'S CERTIFICATION Haight P nmimrered ad Allowable M raam
| cartty that | have revisaed the haaith history and ewamired this persan fmahog Wit o S — ——
andfind no contraindcations for paticipation In a Scouling e perenca. a0 Fr-i38 13126 166
This participant fwih noied restrictors above) i1 1142 ia47E in2
Trus Falsa a2 104142 14178 18
O O Meats helghtwalght requirements L ire-im =324 L]
O 0O Doesnothave uncontmiled heart diseass, asthma, o 44 117 =120 L
MyperiEnsion i 11416l 163-10m L]
O 0O Has nothad an orttopadic Injury, musculoskalkstal L] 113167 162-201 20
problems, ar orthopsdc surgery In the last s months i iE-172 ITI-Mr 2w
or possEssas @ kthar of clearanca from ther arthopedic & i T4 214
=urgeon or freating phiysiclan & i20-18s 1320 25
O 0O Has nouncontrolied M’Gmﬂiﬂﬂ disorders o] %88 13BE a5§
O 0O Has had nosakzums Inthe last year -” Rt Qa3 285
O 0O Doas not hava pl:-urt.' controlisd dabetes 3 TR 030 250
O 0O Hlessthan 15}'&3.[9 l}TmBEm |:|I.E|.|'n|ng1:cl scuba dive, P i S S0E-J4E 24
doas ot have disbetas, asthma, orsekums =y e 1.0 2z
Prowider printad rama 7 1=2-FE Hv-2d 2ED
Addmss ™ ing- 2 - 267
City, stata, zip L 1620 23 F | ard
OMca phone I 1B4- 24 -3 261
70 & cver 1240 241-Mm e
Sigreture
This tabke I bassd on the revissd Dekary Guidelnes for Americans from tha LS.
Date Diapt. of Agrioubune and the Dept. of Heatth & Human Esrvices.
DO NOT WRITE IN THIS BOX
REVEW FIOR CAMP OR SPECIAL ACTNITY
Restowed by Cata
Furter spproval requied O Yes O Mo Aesson
Data
) . 50 001
PatC  Full name: DOB: i e )

Fead. 27207



REQUIRED FORM!

Housatonic Council, BSA
Health Form Addendum

Name (print):

Medications & Parent/Guardian Permission
PLEASE CAREFULLY READ THE FOLLOWING: If you disagree with any statements here, please cross out
that section and initial it. Explain your wishes in the comment space provided.

This medical form is correct so far as I know, and the person names in Section A has permission to participate in
all camp activities except as noted on the form by me or on the reverse by the doctor.

In case of accident, injury or illness while at camp, I hereby give my permission to the doctor selected by the
adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery or injections of
medications.

I hereby request that the prescription medication(s) listed, ordered by a licensed practitioner for my child, be ad-
ministered by the camp’s Health Officer. I understand that I must supply the camp with the prescribed medication
in the original container as dispensed and properly labeled by a doctor or pharmacist with patients name, date,
expiration date, prescription number, dosage and frequency of dosage and will provide no more than is appropriate
for my child’s camp stay. I understand that this medication will be destroyed if not picked up within one week
after my child leaves camp.

I give my permission for the camp Health Officer to administer over-the-counter medications as directed for con-
ditions as dictated by the Camp Physician (The Housatonic Council’s policy on medications at Scout Camp has
been formulated to comply with the National Standards of the Boy Scouts of America and the State of Connecticut
Health Dept.) Over the counter medications may include: Sunscreen, topically as needed for sun exposure; Bug
Repellant, topically as needed q 2-4 hrs; Robitussin (Guifenesin), po, per weight/age dosing for cough without fe-
ver as needed q 6 hrs; Benadryl (Diphenhydramine), po, per weight/age dosing for rash/itch, insect bites, as need-
ed, q 4-6 hrs.; Prilosec OTC, po, per weight/age dosing for upset stomach without fever, as needed; Clear, Liquid
Non-salty Diet for diarrhea (i.e. Flat Non-diet Soda); Milk of Magnesia, po per weight/age dosing for constipation,
as needed q 6 hrs (NOT more than 2 consecutive doses); Tylenol (Acetaminophen), po, per weight/age dosing for
pain, burns, cold symptoms without fever, ear ache, headache, temperature without other symptoms, as needed q 4-
6 hrs; Motrin (Ibuprofen), po, per weight/age dosing for pain, menstrual cramps as needed q 6-8 hrs; Saline Gar-
gles, Cepacol Gargles or Throat Lozenge, po, 1 tab for sore throat q 2-4 hrs, for a sore throat without fever, as
needed; Bacitracin, topically, for minor abrasions and superficial skin lacerations wound care/infection prevention,
as needed; Cortaid ¥2 % or Benadryl Cream, topically for itch/contact dermatitis, as needed; Lomotil for diarrhea as
needed; antacid tablets for upset stomach as needed; Claritin for allergies as needed Lotromin, for athletes foot, per
directions on tube, as needed; Calamine Lotion, topically, for poison ivy, as needed, q 1 hr; Solarcaine or Liquid
Aloe Vera, topically for mild sunburn, as needed; EPI Pen (Auto Inject) & Benadryl (po, per weight/age dosing),
for Anaphylactic Reaction (911 transport to E.R. for medical evaluation and follow-up)

Signature: Date
Adults over 18 sign here (Parent/Guardian signs for Camper)

If parent/guardian, what is your relationship to scout

Comment(s):




REQUIRED FORM!

Addendum- Pg 2

List Allergies Troop # Week Attending

Prescription Date Parent’s Signature Dr’s Signature

#1

#2

#3

#4

Scouts photo attach here ( to assist health officer in identifying scout to which prescription is administered)



