SCOUTING AMERICA HEALTH FORM CHECKLIST

Part A—Informed Consent, Release and Authorization

o Didthe Youth and Parent/Guardian sign on Page 17?

o Are Adults authorized to take Scouts to and from events and meetings listed?

o Are there any Adults that are NOT authorized to take Scouts to and from events and
meetings listed? If not, has this area been marked “N/A” or “Not Applicable.”

Part B1

Have all parts of the top of B1 been completed?
Has Insurance Company Name and Policy Number been provided?
o Hasacopy of the insurance card been attached/provided?

o Has Emergency Contact information been provided?

o Have alllines of the Health History been completed?
Part B2
Allergies & Medication

o Have all parts been completed?
Have all Medications been listed or the box checked stating no medications
routinely taken?

o Hasthe Yes/No question regarding administration of non-prescription medicine
been answered/checked?
Has the parent signed to allow administration of medication?
Has the doctor signed allowing administration of medication? (This is required in
some states or the administration of medication, including over the counter
medications, is prohibited.)

Immunizations

o Have alllines been completed?
o Have all dates been provided, MONTH/DAY/YEAR, not just month and year, OR are
the IMMUNIZATION RECORDS ATTACHED (recommended)?

Part C—for all events over 72 hours

TO BE COMPLETED BY PHYSICIAN, LICENSED PA, NP OR APN
o Have all parts been completed?
o Isthe examiner’s certification correct? (Note: the True/False and double negative

type questions are a frequent point of error.)

o Didthe examiner SIGN & DATE under the Certification section? (Note, in some
states/camps, stamped signatures are not acceptable.)

o Isthe examiner’s name, address, etc. printed below the signature?



Part A: Informed Consent, Release Agreement, and Authorization A

Full name:

High-adventure base participants:

Date of birth:

No.

or staff position

Informed Consent, Refease Agreement, and aunorizaton |- ]| {1 All lines. If not a pPp licable , ma rk n/a

1 understand that participation in Scouting activities involves the risk of personal injury,including
death, due to the physical, mental, and emotional challenges in the activites offered. Information
about those activities may be obtained from the venue, activity coordinators, or your local council

1 also understand that participation in these activities is entirely voluntary and requires participants
o follow instructions and abide by all applicable rules and the standards of conduct.

In case of an emergency involving me or my child, | understand that efforts will be made to
contact the individual listed s the emergency contact person by the medical provider and/or
adult leader In the event that this person cannot be reached, permission is hereby given to the
medical provider selected by the adultleader in charge to secure proper treatment, including
hospitalization, anesthesia, surgery, o injections of medication for me or my child. Medical
providers are authorized to disclose protected health information o the adult in charge, camp
medical staff, camp management, and/or any physician or health-care provider involved in
providing medical care to the participant. Protected Heath Information/Confidential Health
Information (PHUCH) under the Standards for Privacy of Individually Identifiable Health Information,
45 C.FR. §§160.103, 164.501, etc. seq. as amended from time to time, includes examination
findings, test results, and treatment provided for purposes of medical evaluation of the participant,
follow-up and communication with the participant's parents or guardian, and/or determination of
the participant's ability to continue in the program activites.

(1f applicable) | have carefully considered the isk involved and hereby give my informed consent
for my child to participate in all acivities offered i the program. | further authorize the sharing
of the information on this form with any BSA volunteers or professionals who need to know of
medical conditions that may require special consideration in conducting Scouting activities

With appreciation of the dangers and risks associated with programs and activities, on my
‘own behalf and/or on behalf of my child, | hereby fully and completely release and waive
any and all claims for personal iniury‘ death, or loss that may arise against the Boy Scouts
of America, the local counci ctivity coordinators, and all employees, volunteers,
related parties, or other nrgamzalmns associated with any program or activity.

1 als0 hereby assign and grant to the local council and the Boy Scouts of America, as well as their
authorized representatives, the right and permission to use and publish the photographs/film/
v\demaues/e\eclmmc represemalmns and/or sound recordings made of me or my child at all
Scouting activit ereby release the Boy Scouts of America, the local council, the activity
coordinators, and all emp\oyees volunteers, related parties, or other organizations associated
with the activity from any and allliabilty from such use and publication. | further authorize the
reproduction, sale, copyright, exhibit broadcast, electronic storage, andor distribution of said
photographs/film/videotapeselectronic representations and/or sound recordings without limitation
at the discretion of the BSA, and | specifically waive any right to any compensation | may have for
any o the foregoing

Every person who furishes any BB device to any minor, without the express or implied permission
of the parent or legal quardian of the minor,is guilty of a misdemeanor. (California Penal Code
Section 19915fa]) My signature below on this form indicates my permission.

1 give permission for my child to use a BB device. (Note: Not all events willinclude BB devices.)

[T checing this bo indicates you DO NOT want your chld to use a BE device.

NOTE: Due to activities, America
E and local councils cannot continually monitor compliance of program

participants or any limitations imposed upon them by parents or medical
providers. However, so that leaders can be as familiar as possible with any
limitations, list any restrictions imposed on a child participant in connection
with programs or activities below.

List participant restrictions, if any: [ none

met. The participant h
parent or guardian’s signature i required.

signature for youth

1 understand that,if any information lwe have provided is found to be inaccurate, it may limit and/or eliminate the opportunity for participation in any event or activty. If | am participating at

Philmont Scout Ranch, Philmont Training Center, Northern Tier, Sea Base, or the Summit Bechtel Reserve, | have also read and understand the supplemental risk advisories, including height
and weight requirements and restrictions, and understand that the participant will not be allowed to participate in applicable high-adventure programs if those requirements are not
to engage in all high-adh tivties described, except as specifically noted by me or the health-care provider. I the participant is under the age of 18,

e Youth-and Parent/Guardian Must*Sign——————

Date:

(1 partcipant is under the age of 18)

Complete this section for youth participants onl
Adults Authorized to Take Youth to and From Events:

You must designate at least one adult. Please include a phone number.

Fill in this portion

Name: Name:
Phone: Phone:
Adults NOT Authorized to Take Youth to and From Events:

Name: Name:
Phone: Phone:

Prepared. For Life.’

Part B2: General Information/Health History
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B2

Full name: High-adventure base participants:
No.
Date of birth: or staff position
Allergies/Medications
DO YOU USE AN EPINEPHRINE D YES D NO DO YOU USE AN ASTHMA RESCUE D YES D NO

AUTOINJECTOR (e.g. EpiPen)? Exp. date (ifyes)

Are you allergic o or do you have any adverse reaction to any of the following?

Explain

INHALER? Exp. date (if yes)

Explain

O[O e« |

List all medications currently used, including any over-the-counter medications.

Check here if no medications are routinely taken.

Medica

Do

Frequency

D If additional space is needed, please list on a separate sheet and attach.

son

AITMUST check Yeslor No for

b&

i ications is approved for youth by:

Parentiguartian signature

MOD/DO, NP, or PA signature (f yourstte requires signature)

| 0 Bring enough medications in sufficient quantities and in the original containers. Make sure that they are NOT expired, including inhalers and EpiPens.

You SHOULD NOT STOP taking any

medication unless instructed to do so by your doctor. |

Immunizations medical history:
The following Tet: required and must have been received within the last 10
years. If you had the disease, check the disease column and list me uate If immunized, check yes and provide the year received.

O Tetanus

Please list any additional information about your

Patussis.

dates needsitobe

Polio

ALl
Al
writtenirunless an
overatattachmment

DO NOT WRITE IN THIS BOX.

withdates is attached

Reviewfor camp or special actity.

]
]
]
]
]
]

O
]
]
]
0
]

Ooojoooooojog

Prepared. For Life.

Revined by

Hepatitis B &

Meninglts Date

Influenza Furtherapprova requiret: ] ves e
Reason

Other (6. HB)

Exemption o immunization (fom requird) Aoproved by
Date:
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OTC Medications and need to

ves . [_|no [l i exceptions:

Part B1: General Information/Health History B1

Full name: High-adventure base participants:
No.
Date of birth: or staff position
Age: Height (inches): Weight (Is.) [Jvate[Jremate
Address
ity State: 2P code: Phone:

Unit Leader and Mobile NUmber need to be

Council Name/No,

s SHHEA_OUL, @long with Coumeil Name, Unit
[@ resoeen: Ntm¥DRPr@RE-PNSLIrENEE-iRfOrMation |

In case of emergency, notify the person below:

Name Relationship:

Address: Home phone: Other phone:

Alternate contact name: Alternate’s phone:

Health History

Do you currently have or have you ever been treated for any of the following?

Diabetes Last HbA1c percentage and dat Noj
Hypertension (high blood pressure)

Adult o congenital heart disease/heart attack/chest pain (angina)/

procedure. Explain all ‘yes” answers.

istory of

afamily member before age 50.
Stroke/TIA

deat

Ooo| O|od
O0ol Oood

Asthma/reactive airway disease Last attack date:

Lung/respiratory disease
CoPD

Earleyes/noselsinus problems

Muscular/skeletal condition/muscle or bone issues

Head injury/concussion/TBI

Alitude sickness

10000ar
o o

Psychiatrc/psychological or emotional difcultes
Neurological/behavioral disorders

Blood disorders/sickle cell disease

Fainting spells and dizziness

Kidhey disease

Seizures or epilepsy Last seizure date:

Abdominal/stomach/digestive problems
Thyroid disease

Skin issues

Obstructive sieep apnea/sleep disorders

ceap:Yes [ ] No[]

Last surgery date:

List all surgeries and hospitalizations
Listany other medical conditions not covered above

Prepared. For Life.
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Part C: Pre-Participation Physical c

This part must be completed by certified and licensed physicians (MD, DO), nurse practitioners, or physician assistants.

High-adventure base participants:
No.

Full name:

Date of birth:

or staff position

You are being asked to certfy that | for participation in a For individuals who will be attending a high-adventure program,
including one of the national high-adventure bases, please refer to the. suumememal information on the following pages or the form provided by your patient. You can also visit
0 view this

Please fill in the following information:

Medical restrictions to participate [mjim]

Explain Allergies or Reactions Explain

‘ D ‘ Insect bites/stings ‘

BMI Blood Pressure Pulse

Examiner’s Cerﬂfication

[I— Explain Abnormalites
| certify that | the health histor d ed fc
Eyes D D participation in a Scouting experience. This participant (with noted restrictions):
Tue  Fal Explain
Earsioseftioat O O
[0 | OO | Meets heightiweight requirements. (ee table below)
Lungs O O [T | T | as o uncontrolled hear sease, ung disse, o hypertension.
Fas ot hadan ortiope iy uscusotlal s o oopad
[ | O | surgeryinthe last six months or possesses a letter of clearance from his or her
(= O O opadi urgoon of eating physicia.
] [] | Has no uncontrolied psychiatric disorders.
Aodomen O O [ | [0 | Has had no seiaures in the fastyea.
[] | poes not have poorty controled diabetes.
cntaiarene | O | O O | O ooty
1 planning to scuba dive, does not have diabetes, asthma, orseizures
Musculoskeletal O O
Higalth Professional MUST
wga | O | O -Ligalih Professiona
«5ign-and-date here, as this i
Sk s O o -8ig ; S
City I ff- . I I S|éle f | I zwve
iz O O Offce phone:. ear I&
Height/Weight Restrictions

1fyou exceed the maximum weightfor height as explained n the following chart and your planned high-adventure activity willtake you more than 30 minutes away from an emergency vehicle/
accessible roadway, you may not be allowed to participate.

Maximum weight for height:
Height (inches) Max. Weight Height (inches) Max. Weight Height (inches) Max. Weight Height (inches) Max. Weight
166 195
61 172 6 201 7 23 % 27
62 178 o7 207 7 239 [ o7
6 183 8 214 s 25 0 281
] 189 69 20 ] 252 790 over 295

Prepared. For Life.
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Youth and Parent/Guardian Must Sign

All MUST check Yes or No for OTC Medications and need to be signed.

Health Professional MUST sign and date here, as this is the official date of the yearly form

Unit Leader and Mobile Number need to be filled out, along with Council Name, Unit Number, and Insurance information

All dates needs to be written in unless an overall attachment with dates is attached

Fill in this portion

Fill in all lines. If not applicable, mark n/a
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