PERSONAL HEALTH AND MEDICAL RECORD FORM - Class 3

BOY SCOUTS OF AMERICA

1. IDENTIFICATION: Age Sex Date of Birth INSTRUCTIONS
Physical examinations for campers must have been completed within the previous 24 months.

Name Physical examinations for adults over 40 must have been completed within the previous 12
months. Parents must sign that the health history has been reviewed within the previous 12

Address months. Parents must complete all information on Page 1 of this form. Physician must com-
plete all sections on Page 2, including the immunization record.

City&State 2P Il. EMERGENCY MEDICAL INFORMATION:

Health / Accident Insurance Has or is subject to (check and give details):

) [ Allergy to a medicine, plant, food, plant animal or insect toxin.

Policy # [T Any condition that may require special care, medication, or diet

IN AN EMERGENCY NOTIFY: [ ADHD (Attention Deficit Hyperactivity Disorder)

Name Relationship [JAsthma "] Convulsions []Heart trouble [] Contact lenses
[IDiabetes  []Fainting spells  [] Bleeding disorders [ ] Dentures

Daytime phone: Evening phone: EXPLAIN:

Cellular phone: Pager:

Personal Physician: Phone:
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lll. MEDICATIONS TAKEN PRIOR TO CAMP

List all prescription medications administered within the 30 days prior to arrival
at the Scouting activity for which this form is used:

V. PARENTAL/APPLICANT STATEMENT

To the best of my knowledge, the information in sections I, Il, Ill and IV is accurate and complete. |
request licensed health-care practitioner to examine applicant, to give needed immunization, and to
furnish required information to other agencies as needed. | give my permission for full participation in
BSA programs, subject to limitations noted herein. In the event of illness or accident in the course of such
activity, | request that measures be instituted without delay as judgement of medical personnel dictates.
| further authorize Nashua Valley Council, BSA to use my or my son’s likeness in print or electronic form
for purposes consistent with the Aims of the Boy Scouts of America.

Parent or Guardian: X

(Must sign if applicant is under 18)

Applicant Signature: X

Date Signed:

VI. PERMISSION TO ADMINISTER MEDICATIONS

| give the camp health officer, or BSA registered unit leader (for activities other than sum-
mer camp), or the designated health officer (for other activities) permission to administer
the medications indicated by the licensed health-care practitioner on the reverse side
and such over-the-counter medications, including but not be limited to Tylenol, Advil, or
Benadryl as deemed necessary by the camp health officer, BSA registered unit leader (for
activities other than summer camp), or the designated health officer (for other activities).
Medications indicated under the allergies section of this form will not be administered.

Parent or Guardian: X

(Must sign if applicant is under 18)

Date Signed:

VIl. PERMISSION TO LEAVE ACTIVITY

My son has my permission to leave this Scouting activity in the custody of persons listed
here. My son will not be permitted to leave in the custody of any person not listed on this
form with prior permission.

Name Relationship

Parent or Guardian: X

(Must sign if applicant is under 18)
Date Signed:

IV. MEDICAL HISTORY

Parent (or applicant, if over 18): Fill in sections I, II, [l and V before seeing physician. Check
immunizations to be given at this time. Be sure to include any emergency information and
restrictions or special care that should be observed. Especially be sure to record any inju-
ries, illnesses, surgery, or significant changes in condition of health of applicant since last
complete examination.

+ Date of most recent complete physical examination (month and year):

* Are you aware of any current health problems? [OINo []Yes
 Now under medical care or taking medication? [INo []Yes
* Has there been any surgery, injury, iliness, allergy, or change in health

since last complete examination? [INo []Yes

* Has it been necessary to restrict applicant’s activities for medical
reasons?

[INo []VYes

If you answered “Yes” to any of the above, explain:

Give dates and full details below for any “Yes” answers.

IS THERE PAST OR PRESENT HISTORY OF:

No: Yes: No Yes:
Serious illness ] ] Stomach, bowels [l [l
Serious injury ] ] Appendicitis ] ]
Deformity ] ] Kidneys or urine ] ]
Surgery O O Albumin 0 0
Skin, glands [l [l Sugar O O
Ears, eyes ] ] Infection [l [l
Nose, sinus ] ] Bed Wetting [l [l
Teeth, tonsils ] ] Menstrual problems [ ] ]
Dentures ] ] Hernia (rupture) ] ]
Bridge O O Back, limbs, joints O O
Chest, lungs O O Sleepwalking O O
Heart ] ] Nervous condition [l [l
Murmur O O Other (explain) O O
Rheumatic fever [ ] ]

If you answered “Yes” to any of the above, explain:

LICENSED HEALTH-CARE PRACTITIONER
MUST COMPLETE REVERSE SIDE

NVC CW CLASS Ill Rev. 2003




PERSONAL HEALTH AND MEDICAL RECORD FORM - Class 3

BOY SCOUTS OF AMERICA PAGE 2

NOTE TO LICENSED HEALTH-CARE PRACTITIONER: The applicant will be participating in a strenu-
ous activity that will include one or more of the following conditions: athletic competition, adventure
challenge or wilderness expedition (afoot or afloat) that may include high altitude, extreme weather
conditions, cold water, exposure, fatigue, and/or remote conditions where readily available medical care
cannot be assured.

ALL SECTIONS OF THIS FORM MUST BE COMPLETED. Attachments may be included to aid the
health officer in better serving your patient, however it is necessary that this form be completed in full

IX. MEDICAL HISTORY

* Please insist that the applicant furnish a complete medical history (Part IV) before exam

* Review immunizations. For applicants under 18, tetanus, diphtheria toxoids, measles,
mumps and rubella vaccines and trivalent oral polio vaccine are required. Youth and
adults are required to have a tetanus booster within 10 years.

Specify Exceptions:

and signed by the Iicensfed health-care practitioner to comply with the health and safety requirements of Date: VISION HEARING
the Boy Scouts of America. Height: Weight: Normal Normal
VIII. LICENSED HEALTH-CARE PRACTITIONER’S EVALUATION Blood Pressure: / Glasses Abnormal
This applicant is approved for participation in: Pulse: Contacts

[ Hiking an(li .C.amplng U Comp(letl.t!ve Sports Check if normal, circle if abnormal and give details below:

[] Water Activities LI All Activities [[] Growth, development [] Respiratory [[] Neuropsyciatric

[[] Teeth, tonsils
[[] Genitourinary

[ ] Skeletomuscular []Eyes, ears, nose

[]Head, Neck, Thyroid [] Abdomen, hernia, rings

) ) o o [[] Skin, glands, hair [[] Cardiovascular [T] Other (specify)
Recommendations (explain any restrictions or limitations):
Comments:
Immunizations have been reviewed:  []
Signed: X
M.D./D.0./D.C./P.A./RN.P. (circle one)*
Print Name: X Phone: INTERVAL RECORD
Date Signed: DATE, TIME, PLACE FINDINGS, DIAGNOSIS, TREATMENT, ETC BY

*Examinations conducted by licensed health-care practitioners other than physicians will be recognized
for BSA purposes in those states where such practitioners may perform physical examinations within

their legally prescribed scope of practice.

X. IMMUNIZATIONS

2 doses of MMR are required unless applicant was born before 1957 or is entering the
6th grade. Hepatitis B is required if the applicant was born after 1/1/92. A minimum of 4
DPT/DT/TD are required, the last one within the last 10 years. The last polio dose must
be after age 4. If applicant has had the disease, please mark with a “D” and the year.

MMR

POLIO

HEPATITIS B

DPT/DT/TD

OTHER

XI. ORDERS TO ADMINISTER PRESCRIPTION MEDICATION

This section must be completed by the licensed health-care practitioner (authorized to
prescribe medication) if prescription medication is to be administered during BSA activi-
ties. NOTE: During summer camp, only the Camp Health Officer is authorized to store
and administer prescription medication, except as noted below.

Medication:

Prescription Number:

Dosage: Frequency:
Condition requiring medication:

Common side effects:

Medication that may be self-administered:

[JAsthma Inhaler [ JEpiPen [ ] Other:

Signature of Licensed

Health-Care Practitioner: X Date:

PARENT OR GUARDIAN MUST
COMPLETE REVERSE SIDE
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