
IDENTIFICATION

Name_________________________________________________________Date of birth____________Age_______Sex_____

Name of parent or gurardian________________________________________________________________________________

If person named above is not available in the event of an emergency, notify:

Name______________________________________Relationship__________________Phone (______)____________________

Name______________________________________Relationship__________________Phone (______)____________________
Name of personal physician_________________________________________________Phone (______)______________________
Personal health/accident insurance carrier______________________________________Policy #________________________

Check all items that apply, past or present, to your health history.  Explain any "Yes" answers.

ALLERGIES:  Food, medicines, insects, plants      Yes _____  No _____  Explain:____________________________________________________________________ 

GENERAL INFORMATION:                                                                           YES     NO     YES           NO
       _____     _____        _____          _____

            activity Disorder)        _____     _____        _____          _____

       _____     _____        _____          _____

       _____     _____        _____          _____

       _____     _____        _____          _____

Explain:__________________________________________________________________________________________________________________________________

Please list ALL medications taken in the 30 days prior to the arrival at the Scouting activity where this form is to be used:__________________________________

List any medications to be taken at camp:_______________________________________________________________________________________________________

List equipment needed such as wheelchair, braces, glasses, contact lenses, etc:_______________________________________________________________________
Immunizations:  (Give date of last inoculation.)

Tetanus toxoid    ________ Measles ________ Polio   ________
Diphtheria    ________ Mumps ________ Pertussis ________
Rubella    ________

ADHD (Attention-Deficit Hyper-

Asthma

Cancer/leukemia

Convulsions/seizures

Cub Scout Camping

Kidney disease

I give my permission for full participation in BSA programs, subject to limitations noted herein.

"In case of emergency, I understand every effort will be made to contact me (if participant is an adult, my spouse or next of kin).  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_________________________________________________________

This Health Information will only be shared with the Health Professional at camp and the Camp Director.

Diabetes

Heart trouble

Hemophilia

High blood pressure

N
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___________________________________________________________P
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 #____________C
A

M
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S
ITE

________________________

Northeast Georgia Council

Address _________________________________________________________________________________________________ 

Home phone (_____)____________________Business phone (_____)__________________Email:________________________

City______________________________________________________________________State_____________ Zip _________

List any physical or behavioral conditions that may affect or limit full participation in swimming, backpacking, hiking long distances, or playing strenuous 
physical games:_________________________________________________________________________________________

ACW#34414-04                                       Personal Health & Medical Record
This r ecor d is t o be used by all part icipants (youth and adult ) only f or  Scout land Aventure Camp conduct ed by t he 

Nor t heast  Geor gia Council, Boy Scout s of  Amer ica.  This r ecor d is good only f or  t hose pr ogr ams not  exceeding 72 

hour s, wit h t he level of  act ivit y similar  t o t hat  of  home or  school, wher e medical car e is r eadily available.  Cur r ent  

per sonal healt h and medical summar y (hist or y) must  be at t est ed t o by par ent s t o be accur at e.  This f or m does not  

have t o be complet ed by a physician, but  it  must  include cur r ent  healt h and medical inf or mat ion and be updat ed 

annually.  This f or m will not  be r et ur ned t o you.

To be completed by parent, guardian, or adult participant.  Please print in ink.
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