
PERSONALHEALTH & MEDICINAL RECORDFORM

Please keep original and make copies! This form will not be returned!

I. IDENTIFICATION:

Age:________________ Sex: DateOf Birth’ I /____

Name:
Last First Middle

\ddress:

City/State: Zip:

Health/Accidentinsurancepolicy andnumber:

IN AN EMERGENCYNOTIFY:

Name:____________________________Relationship:

Address:

City/State: Zip:

Home Phone:_______________________Work Phone:

PersonalPhytician:_________________________Phone:______________________

ReligiousPreference:_____________________________________________________________

Hasor is subjectto (check& givedetails):

O Allergy to medicine,food, plant, animal,insecttoxin.
O Any conditionthat mayrequirespecialcare,medicationordiet.

O Asthma 0 Convulsions 0 Hearttrouble 0 Contactlenses
O Diabetes 0 FaintingSpells 0 Bleedingdisorder 0 Dentures

Explain:

II. EMERGENCY MEDICAL INFORMATION:

III. MEDICAL HISTORY:

Parent(or applicantif over IS) fill out sectionsI. II. III. & IV beforeseeinga
physician. Checkimmunizationsto begivenatthis time. Besureto includeany
emergencyinformationandrestrictionsorspecialcarethatshouldbe observed.
Especiallybesureto recordanyinjuries, illnesses,surgery,orsignificantchangesin
conditionofhealthsincelastcompleteexamination.

- Date of mostrecentcompletephysicalexamination(mnth& yr) 19
- Areyou awareof any curTenthealthproblems? 0 No 0 Yes

• Now undermedicalcareor takingmedication? 0 No 0 Yes

- Has therebeenany surgery,injury, illness,allergy, orchangein
healthstatusstncethe lastcompletephysicalexamination? 0 No 0 Yes

Is TherePastorPresentHistory of (give datesandfull detailsfor any ‘yes~~):

No Yes Year

SeriousIllness
SeriousInjury
Deformity
Surgery
Skin, glands
Ears.Eyes
Nose,sinus
Teeth.torsails

Dentures
Bridge

Chest,lungs
Heart

Murmur
Rheumaticfever

Stomach,bowels
Appendicitis

Details

o 0
o 0
o 0
o o
o o
o o
o o
o o
o o
o o
o o
o o
o o
o 0
o o
o o

HasHad
Measles
Mumps
Rubella
Pertussis
ChickenPox

Kidney, urine
Albumin
Sugar
Infection
Bed-wetting

Menstrualproblems
Hemia(rupture)
Back, limbs,joints
Sleepwalking
Nervouscondition
Other(explain)
Diet restrictions(explain)

Explain:

wiv~
t~4v

IV. PARENTAL STATEMENTS & SIGNATURE

A. Hasis everbeennecessazyto restrictapplicant’sactivitiesfor
medicalreasons? 0 No 0 Yes

B. Doesapplicanttakeregularmedicineor requirespecialcare?
0 No 0 Yes (if yes.explain)

C. Tothe bestof my knowledgeall informationin sectional.II. III.
IV, andV is accurateandcomplete. I requestthephysicianto
examineapplicant,to give immunization,andto fumish requested
informationto otheragenciesasneeded.I give my penstissionfor
full participationin BSA programssubjectto theselimitations:

D. In the eventof illnessor accidentin thecourseof suchactivity, I
requestthatmeasuresbeinstitutedwithout delayasjudgmentof
medicalpersonneldictates.

E. I givemy peentissionfor thefollowing individualsto pick-up/
transportmy Scoutfrom camp.

ParentorGuardian’sInformation:
Mother:

Address-home:

Address-work.
Phone-home:_________________ work: ______________________

Father:

Address-home:

Address-work:
Phone-home:_________________ work: ______________________

ParentorGuardian’sSignawre(mist sign if applicantis under 18)

Applicant’sSignature

DateSigned:
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(5V. REQUIRED IMMUNIZATIONS: (lastyear given)

Tetanus:
n:L.L. -.

Pntin

Vaccination
0
0
0
0
0

Disease
0
0
0
0
0

YearNo Yes Details

o o
o o
o 0
o 0
o o
o 0
0 0
0 0
o 0
0 0
o o
0 0



MEDICAL EXAMINATION
REQUIREDANNUALLY FOR ALL PARTICIPANTSIN CAMP FOR72 HOURSOR MORE *

(* Stateof ColoradoChildren’s CampRegulations,ProgramArea VII, 72 1 1.41C)

VI. HEALTH EXAMINATION:

Physician:
The npplicantwill beparticipatingin astrenuousactivity that will includeoneor moreof
the followine conditions: athleticcompetition,adventurechallengeorwildemessexpedi-
tion (afoot or afloat) that may include high altitude, extremeweatherconditions, cold
water exposure.fatigue and/orremote conditions where readily availablemedical care
cannotbe assured.
- Pleaseinsist applicant fumish completemedical history (sectionV) before medical

examination.

Reviewimmunizationsfor youth (under18). Tetanusanddiphtheriatoxoids.measles.
mumps,andrubella vaccines,andtrivalent oral polio vaccinearerequired;adultsare
requiredto havetetanusboosterwithin 10 years.

- After completingsectionVI. summarizeany restrictionsand/orrecommendationsin
sectionsIII andVII andsign.

VISION

Date

Ht. ______ Wt.

HEARING

Normal_______ Normal ________

Glasses__________ Abnormal_________

___ Pulse Contacts________

Checkbox if normal,circle if abnormalandgive detailsbelow:

0 Growthdevelopment
0 Skin,glands,hair
0 Head,neck, thyroid
0 Eyes,ears,nose
0 Other(specify)

0 Teeth.tonsils
0 Respiratory
0 Cardiovascular
0 Abdomen.hemia. rings

0 Genitountasry
0 Skeletomuscular
0 Neuropsychiatric

Address:

City/State/Zip:
24-hourPhone:

VIII. PHYSICIAN’S INFORMATION:

PersonalPhysician:

IX. PHYSICIAN’S EVALUATION AND ADVISE:

Approvedfor participationin:

0 Hiking andCamping 0 WaterActivities
0 CompetitiveSports

SpecifyExceptions/Restrictions:

0 All activities

Medicationanddosage:

Medicationanddosage:

X. AUTHORIZATION FOR ADMINISTRATION OF MEDICATION:

The BSA Health Supervisoris authorizedto administerthefollowing medicationto thi
camper. All medicinemutthe in originalcontainerand labeledwith name.Unit
numberandcampsite.

Medicationanddosage:

Medicationanddosage:

vienicaisonanuuosage:

* ADULT LEADERSMUST COMPLETESECTIONBELOW *

ColoradoDepartmentofHumanServiCes,MinimumRulesandRegulationsfor Children‘s Camps
GeneralRequirementsForAll Personnel7211.2ID & GeneralRules T70L53A

XI. UNDERSTANDING OF CHILD ABUSE:

ChildAbuse consistsofa widevariety ofdifferent problems.Ususally thesearecategarizedasplri’zical abuse,emotionalabuse,sexual abuse,andneglect. Physicalabuseis the injury ofthe child by otherthanaccidentalmeans.Emotionalabuseis the constantbelittling,criticizing,yelling at.andverbalrearingdownofthechild. Sexualabuseis any sexualactivity between
achild and anadult, or sexualactivity involving children in whichtheage. size,orotherpower factorsbetweentheparticipantsis unequal.Child neglectis failure to providenecessaryI
nurturancewhen resourcesare availableto do so. My signaturebelowsignifies that I understandwhat child abuseis andthat I am to report to theCampDirectorany know orsuspected
instancesof child abusewhile atsummercamp.

Signature: flntr

XII. CHARACTER REFERENCE:

This sectionto becompletedby anindividual who knowstheadult leader,andwhocan provideafrank evaluationof theadult’ssuitability in workingwith childrenin a week-longcamp.

CIRCLETHE WORDTHATBESTDESCRIBESTHEADULTLEADER

ATTITUDE: Enthusiastic Positive
COMMON SENSE: AlwaysSound UsuallySound
INTEGRITY: Trustworthy UsuallyReliable
WOULD YOU TRUSTTHE CAREOFYOUR CHILD WITH THIS PERSON?
I RECOMMENDTHIS PERSONAS AN ADULT LEADER.

Signature:

Acceptable
NeedsDirection
Lacksng

YES NO
YES NO

Date:

Negative
None

VII. PHYSICIAN’SSIGNATURE: (certifying sectionsVI, IX & X)

Signed:

Date:
In addition to examinationconductedby medicaldoctorsof osteopathy,examinationsby
registerednursepractitionerswill be recognized.

Telephone:


