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GENERAL INFORMATION
Name

and Medical Record

Date of birth Femalefi

City

Address

Unit leader Councrl name/No. Unit No.
Social Security No. (optional; may be required by medical facrlities for treatment) Religious preference

Health/accident insurance company Pol icy No.

ATTACH A PHOTOCOPY OF BOTH SIDES OF INSURANCE CARD (SEE PART C). IF FAMILY HAS NO MEDICAL INSURANCE, STATE "NONE.''
In case of emergency, notify:

Name Relationship

Address

State _ Zip

Age _ Matefi
Grade completed (youth only)
Phone No.
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Home phone Business phone

o
I
ED
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Alternate contact Alternate's phone

MEDICAL HISTORY
Are you now, or have you ever been treated for any of the following:

Condition

MEDICATIONS
List all medications currently used. (lf additional space is needed, please photocopy
this part of the health form.) Inhalers and EpiPen information must be included, even
if they are for occasional or emergency use only.

Cel l  phone

Allergies or Reaction to:

Medication

Food. Plants. or Insect Bites

lmmunizations:
The following are recommended by the BSA.
Tetanus immunization must have been received
within the last 10 years. lf had disease, put "D"
and the vear. lf immunized. check the box and
the year received.

Yes No Date

fl I Tetanus

tr t] Pertussis
tr tr Diptheria
t] n Measles
tr n Mumps
E D Rubetta

n
)
f

tl n Potio
tr t] chicken pox__
tr t] Hepatitis A
tr tr Hepatitis B
t] fl Inftuenza
n f] other (i.e., HtB)

f ]Exemption to immunizations clarmed.

(For more information about immunizations, as
well as the-immunization exemption form, see
Scouting Safely on Scouting.org.)
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J NOTE: Be sure to bring medications in the appropriate containers, and make sure that they are (4&T expired,

including inhalers and EpiPens. You fu?4*'LJ6*"* te*V'&T*? taking any maintenance medication.

Heafi disease ( i .e.,  CHF, CAD, Ml)

Muscular /skeleta l  condi t ion

Psychiatric/psychological and
emotional diff iculties

Medicatron
Strength Frequency
Approximate date started
Reason for medication

Medication
Strength Frequency
Approxrmate date started
Reason for medication

Medication
qtrandih Frcnr rpr.  . - - - - lCY

Approximate date started
Reason for medication

Distribution approved by:

_/
Parent signature MD/DO, NE or PA Signature

Temporary [ Permanent I

Distribution approved by:

Parent signature MD/DO, NP, or PA Signature

Temporary[ PermanentE

Distribution approved by:
/

Parent signature MD/DO, NP or PA Signature

TemporaryE PermanentE
Medicat ion

Strength Frequency
Approxrmate date started
Reason for medication

Distribution approved by:
/

Distribution approved by:
/

Medication

Strength __ Frequency
Approximate date started
Reason for medication

Distribution approved by:
/

Medication

Strength Frequency
Approximate date started
Reason for medication

Parent signature MD/DO, NR or PA Signature

Temporary [ Permanent Q
Parent signature N4D/DO, NP or PA Signature

Temporary[ Permanent!
Parent signature MD/DO, NP or PA Signature

TemporaryI Permanentfl


