
Part  A: Informed Consent, Release Agreement, and Authorization

Full name:

Date of birth:

High-adventure  base  participants:

Expedition/crew No..

nt staff position:

A

Informed  Consent,  Release  Agreement,  and Authorization

I understand that parUcipahon in Scouhng activities involves the risk of personal mjury, including
death, due to tlie physical, mental, and emotional challenges in the activities offered. Infoi mation
a5out those activities may be obtained irom the venue. activity coordina)ors. or your local council.
I also understand that participation in these activities is eniirely voluntaiy and requites participants
to follow mstructions and abide by all applicable rules and the standards of conduct.

In case of an emergency involving me or my child, I understand that effom will be made to
contact the individual listed as the emergency contact person by the medical pmvider and/or
adult leader. In tlte event that this person cannoi be reached, permission is hereby given to the
medical provider selected by the adutt leader in charge to secure proper treatment, including
hospitalization, anesthesia. surgery, or injections of medication for me or my child. Medical
providers are authorized to disclose protected health information to the adult in charge, camp
medical staff, camp management, and/or any physician or health-cai e provider mvolved m
providing medical care to the participant. Protected Health Information/Confidential Healtli
Information (PHI/CHI) under the Standards for Privacy of Individually Identifiable Health Information,
45 C.ER. %160.103, 164.501, etc. seq., as amended from time to time,includes examinahon
findings, test results, and treatment provided for purposes of medical evaluation of the parUcipant,
follow-up and communication wh  the participant's parents or guardian, and/or determination oT
the participant s ability to continue in the ptogram activilies.

(If applicable) I have careTully considered the risk involved and hereby give my mformed consent
for my child to participate in all activities offered in the program. I furlher authonze the sharing
of the mformaton on this form with any BSA volunteers or professionals who need to know or
medical conditions that may require special consideration in conducting Scouting activities.

With appreclation  ofthe  dangers and risks associated wiUi programs and adivities,  on my
own behalf and/or  on behalf of my child, I hersby fulty and comphitely  release and waive
any and all claims  for personal injury, death, or loss trim may arm  against  the Boy Scoubi
of America, the k+cal council,  the adivity  coominators,  and all employees, volummgs,
related partim,  or other organizations  auociated  with any program or adivity.

I also hereby assign and grant to the local council and the Boy Scouts of Amenca, as well as their
authotized representatives, tlte right and permission to use and publish the photographs/film/
videoiapes/elecivomc represeniaiions and/or sound recordings made of me OT my child at all
Scouhng activities, and I hereby release the Boy Scouts ofAmerica. the local council, the activity
coordinators, and all employees, volunteers, related parties. or other organizations associated
with the activity from any and all liability lrom such use and publica5on. I further authorize the
reproduction, sale, copyright, exhibit broadcast, electronic storage, and/or distribution ol said
photographs/Tilm/videotapes/electronic representabons and/or sound recordings without limitation
at the discrebon o! the BSA, and I specifically waive any right to any compensation I may have for
any of the foregoing.

Every person who furnrshes any BB dwice to anyminor. without the express or rmphed permissron

of [he paientor  legal guardran of (he minor, is guilty  of a misdemeanor (Calrfomia Penal Code

Seckron 79915[a}) My signature below on this form mdicates my permission.

I give permission lot my child to use a BB device. (Note: Not all events will mclude BB devices.)

€ Checking this box indicates you DO NOT want your child to use a BB device.

NOTE: Due to the nature of programs and activities, Uie Boy Scouts of
America and local councils cannot continually monitor compliaru.e of program
participants op 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 participam in connection with
programs or activities below.

List participant  restrictions,  if aity: €  None

I understand that, if any information I/we have provided is found tO be inaccurate, it may limit and/or eliminate the opporhini§ lor participation in any event or activity. If I am pariicipating at
Philmont Scout Ranch, Philmont Training Center, Norihem Tier, Sea Base, ot the Sunimit Bechtel Reserve, I have also read and understand the supplemental risk advisories, including height
and weight requirements  and restrictions, and understand that tire participant  will  not be allowed to participate  in applicable high-adventure programs if those requirements are not
met. The participani has permission to engage m all high-adventure activities descnbed, except as specifically noted by me or the health-care provider.lf the parUcipant is under the age of 18, a
patent or guardian's signature is required.

Pariicipanf's signatiire: Date'

Parent/guardian signatiire for youth: Date'

(It parhcipant is under Uie age oll81

Complete  this  section  for  youth participants  only:

Adutts  Authorized  to Take Youth  to  and Fmm Events:

You must designate at leas( one aduft Please include a phone number.

Name:

Phone:

Name'

Phone:

Adults  NOT Authorized  to Take Youth  to and From Events:

Name.

Phone:

Name:

Phons:

I
Prepared. For Life:
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Part  81: General Information/Health  History Bl
Full name:

Date of birth:

High-adventure  base  participants:

Expedition/crew  No

tit staff position:

Genrler Height iinchesl: Weight (lbs.):

Address

State ZIP COde Phone

unit leadei : 11mt leader's mobile #

Council Name/No.: Unit NO.:

Healtli/AccidentlnsuranceCompany:  PolicyNo.

Please attach  a photocopy  of both sides of the insurance  card. It you do not have medical  insurance,  enter  "none"  above.

In case  of  emergency,  notify  the  person  below:

Name: Relationship'

Address: Home plione: Other phone:

Anemate contact name Alternate's  phone

Health  History
Do you curremly  have or have you ever been treated for any of the follomng?

n n Diabetes LastHbA1cpercentageanddate: lnsulinpump:Yes71 Nol71

ri n_ Hypertension (high blood pressure)

rl n
Adult OT congenital heari disease/heart attack/chest pain (angina)/
heart murmur/comnary  artery disease Any heart surgery OT
procedure. Explain all "yes" answers.

ri %
Family history of heart disease or any sudden Iteari-related
death of a family member befote age 50.

IJ_ n_ Stroke/T 14

n_ n Asthma/reactive  airway disease Last attack  date:

r3 n Lung/respiratory  disease

ri
I

_l r1 COPD

4__ n__ Ear/eyes/nose/sinus problems

p, € Muscular/skeletal  condition/muscle  or bone issues

p, n Head injury/concussion7T  Bl

ri n_ Altitude sickness

% rl_ Psychiatnc/psychological  or emoiional difficulties

4_ n Neurological/behavioial  disorders

n__ ['l Blood disorders/sickle  cell disease

n n Faiming spells and dizziness

ri € Kidney disease

ri_ n Seizures or epilepsy Last  seiziire  date:

n n Abdommal/stomach/digestive  problems

n rl Thyroid disease

p_, ['] Skin issues

n n Obstructive sleep apnea/sleep disorders CPAP: Yes n No p

n_ n_ List all surgeries and hospitalizations Last  surgery  date:

171 n List any other medical conditions not covered above

*lprepareo.rorcite.o 680-001
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Part  82: General Information/Health  History

Full name:

Date of birth:

Allergies/Medications
DO YOU uSEAN  EPINEPHRINE

AUTOINJECTOR? Exp. date  (ifyes}

r  YES r'  NO

Aye you allergic to or do you have any adverse reaction to any of the +ollowing9

High-adventure  base participants:

Expedition/ctew  No..

tit  staff  position:

DO YOU USE AN ASTHMA RESCUE

INHALER? Exp. date  (if yes)

n  YES

B2

7 NO

%  IJ Medication r'i.  n Plants

% %  Food 7  J',  Insectbites/stings

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

€  Check here if no medications  are routinely  taken.  €  If additional  space is needed, please list on a separate  sheet  and attach.

7ycs  7xo Non-prescription medication administration is authorized with these exceptions:

Administration of the above medications is approved for youth by:

Parent/guaitlian signature MD/DO, NP, or PA signalure (n your siale requires signahirel

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 maintenance medication unless instructed to do so by your  doctor.

Immunization
The follovimg immunizations are tecommended. Tetanus immunization is required and must have been received withm the last TO
yeats. It you had the disease, check the disease column and list the date. If immunized, check yes and provide the year received.

n Tetanus

n__ Perkussis

r]___ Diphtheria

r]__ Measles/mumps/rubella

€ Polio

€ Chicken Pox

r_ Hepatitis A

n Hepatitis B

r] Meningitis

€ Influenza

n Other (i.e., HIB)

n Exemption to immunizations (form required)

€
€
[1]
€
€
€
[1]
€
€
€
€
€

ma

Please list any additional  information  ahout your
inedical  history:

DO NOT WRITE IN THIS BOX.
neview for camp O( special aclivily.

Reviewed by:

rurlher approval reiluited n  Yes ri N-

Reason

Approved by

Date.

*lprepareo.rortite: 680-001
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DCS - Camp  Chief  Little  Turtle  Medications  Administration  Record

Prescription  or  Over-the-Counter  Medications  & Medical  Assisted  Devices

MEDICINE:  All  medications  must  be  in their  ORIGINAL  container.  Medications  not  provided  in their  ORIGINAL  container  WILL  NOT  be  accepted.

Scouts  on  medications  must  have  a completed  medication  record  sheet  signed  by their  parent  upon  arrival  to  camp.  PLEASE  ONLY  bring  the

amount  needed  for  your  stay  at  CCLT.  Those  with  epi-pens,  inhalers,  etc.  should  bring  TWO,  marked  with  the  Scout's  full  name.  An extra  shall  be

kept  in the  Health  Lodge  as a precaution.

All  medications  will  be kept  in the  Medication  Lockbox  at  the  unit's  campsite  and  will  be the  responsibility  of  each  unit's  leader.  Only  those

medications  that  require  refrigeration  or  other  temperature  controlled  storage  will  be kept  in the  Health  Office.

Please complete  and return  this  form  w/  your  health  form  to  your  unit  leader.

Name:

Dietary  or  Medical  Concerns:

Parent  Signature(if  needed)

U nit  #:

Date

Age:

Over-the-Counter  MedicatiOn:  I authorize  the  medical  staff  or  Camp  Chief  Little  Turtle  to  administer  the  following  over-the-counter

medications.  Pleasecircleyourchoices.

>  Anti-histamines  k  Acetaminophen

k  Pepto-Bismol tablets  kk NONE

Prescription  Medication:  Medication:

Days  to be given:

k  Ibuprofen

> OTHER:

>  Cough  Drops >  Anti-itch  cream

# in bottle  Dose:

Method:  r  Oral  r  Injected  k  rectal  k  Topical  > Inhaled

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

Prescription  Medication:  Medication:

Days  to be given:

# in bottle  Dose:

Method:  >  Oral  k  Injected  r  Rectal  r  Topical  k  Inhaled

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

Prescription  Medication:  Medication:

Days  to  be given:

# in bottle  Dose:

Method:  k  Oral  r  Injected  k  rectal  k  Topical  k  Inhaled

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

Prescription  Medication:  Medication:

Days to be given:

# in bottle  Dose:

Method:  >  Oral  >  Injected  k  Rectal  k  Topical  r  Inhaled

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

Prescription  Medication:  Medi.::ation:

Days  to  be given:

# in bottle  Dose:

Method:  k  Oral  r  Injected  r  rectal  r  Topical  k  Inhaled
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Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

Prescription  Medication:  Medication:

Days to be given:

# in bottle  Dose:

Method:  >  Oral  r  Injected  r  Rectal  r  Topical  k  Inhaled

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

Prescription  Medication:  Medication:

gtven:

# in bottle  Dose:

Method:  k  Oral  k  Injected  >  rectal  k  Topical  k  Inhaled

Days to be

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

Prescription  Medication:  Medication:

Days to be given:

# in bottle  Dose:

Method:  k  Oral  k  Injected  r  Rectal  >  Topical  >  Inhaled

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

Prescription  Medication:  Medication:

given:

# in bottle  Dose:

Method:  k Oral  r  Injected  r  rectal  r  Topical  r  Inhaled

Days to be

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

Prescription  Medication:  Medication:

Days to be given:

# in bottle  Dose:

Method:  k  Oral  k  Injected  r  Rectal  >  Topical  >  Inhaled

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

8:00  am

12:30  pm

6:30  pm

9:00  pm

*The  above  grids  to be completed  by unit  leader  or staff  onlyl

Medical  Assisted  Device:

All Scouts/Scouters  needing  electricity  for  medical  assisted  devices  need  to notify  Council  Office  with  your  units  final  payment.  

limited.  No electricity  is available  in the  campsites.

Please list  the  type  of equipment  you  will  be brin(;inz:

Will electricity  be needed for  the device(s)?  YES NO Will  you be bringing  a personal battery  for powering  your  equipment?  YES NO

Battery  charging  is available  in the  Administration  Office  for  these  needs.
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