Appendix F

BSA ANNUAL HEALTH AND MEDICAL RECORD

Part A: Informed Consent, Release Agreement, and Authorization

Full name:

A

High-adventure base participants:

DOB:

Expedition/crew No.:
or stalf position:

Informed Consent, Releass Agraement, and Authorization

I understand that participation in Scouting activities involves the risk of personal
injury, including death, due o the physical, menfal, and emotional chalenges in the
activities offered. Information about those activities may be chtained from the venua,
activity coordinators, or your local counci. | also understand that paricipation in
thase acthities is entirely voluntary and requires participanis to follow instructions
and ahide by all applicable rules and the standards of conduct.

In case of an emergency involving me or my child, | understand that efforts wil

be made to contact the individual listed as the emergency confact person by

tha meddical provider and/or adult leader. In the event that this person cannot be
reached, permission is hereby gven to the medical provider selected by the adutt
leader in charge to secura proper treatment. including hospitalization, anesthesia,
surgery. or injections of medication for ma or my child. Medical providers are
authorized 1o disclose protected health infarmation ta the adult in charge, camp
medical staff, carmp management, and/or any physician or health-care provider
involved in providing medical cane to the participant. Protected Heatth Information/
Conlidential Healh Information (PHIYCHI under 1he Standards tor Privacy of
Indwddually Identifable Healh Informaton, 45 C.FRA. §§150.103, 164,501, etc.

5eq., as amended from tima to time, includes examination findings, 1est resulls, and
reatment provided for purposes of medical evaluation of the participant, {oliow-up
and communication with the participant's parents or guardian, and’or determination
of the participant's ability to continue in the program activities,

(It applicable) | have carafully considered the risk involved and hereby give my
informed consent for my child to participate in all activities affered in the program.

| further authorize the sharing of the imformation on this form with any BSA volunteers
or professionals who need to know of medical contiions that may reeuire special
consideration in conducting Scouting actities.

With appreciation of the dangers and risks associated with programs and
activities, on my own behatf and/or on behalf of my child, | heraby fully and
completely release and walve any and all claims for personal injury, death, or
foss that may arise against the Boy Scouts of America, the tocal councll, the
activity coordinators, and all employeas, voluntears, related parties, or other
organizations assoclated with any program or activity.

1 also hereby assign and grant to the local council and the Bay Scouts of America,
as well as their authorized representatives, the right and permission to usa and
publish the pnotographs/fimAsdeotapas/electronic representations and/or sound
reccrcings made of me or ey child at a¥l Scouting activities, and | hereby release
the Boy Scouts of America, the local council, the activity coordinators, and all
employess, volunieers, related panties, or oiher organizations associated with

the activity from any and all kabdity from such usa and publication. | further
authorize Ihe reproduction, sale, copyright, exhibit, broadeast, elactronic storage,
and/or distribution o sai¢ photographs/fimAideotapes/elestronic representations
and/or sound recordings without limitation at the diseration of the BSA, and |
specifically waive any nght 1o any compensation | may have for any of the foregoing.

NOTE: Due to the naturs of programs and
activities, the Boy Scouts of America and local
councits cannot continually monitor complionce
of program participants or any limitations
imposed upon them by parents or medical
providers. However, 3o that leadars can be as
familiar as possible with any limitations, list any
restrictions Imposed on a child participant in
connection with programs or activities bajow.

D None

Liat participant restrictions, if any:

I understand that, il any information 'we have provided is found to be inaccurale. it may limit and/or etiminata the opporiunity for participation in arty event or activity, If |
an participating at Phimont, Phimont Training Center, Norhern Tier, Florda Sea Base, or tha Surmenit Bachta! Reserve, | have also read and understand the supplermental
fisk advisories, including height and wesght recuirements and restrictions, and wnderstand that the participant wil not be allowed to participate m applicable high-adventure
programs if those reguirernents are nol met. The partic:pant has permissian (o engage in all high-adventure aclivities descnbed, except as specitically noted by me or the
health-care provider. If the participant is under tha age of 18, a parert or guardian's signature is required.

Participant's signalure:

Parent/guardian signature for youth. __

Date

Oate: _

P} participant is under the age of 18]

Second parent/guardian signature for youth

[ required; for axample, Calfomis)

Fins
. JBhe

Complete this section for youth participants only:

Adults Authorized to Take to and From Events:

You must designate at 'east one adult. Please incude a \elephone number
Narna:

Telephone =
Adults NOT Authorized to Take Youth To and From Events:

Nama:

Telephone L

N

Tetaphone

Narma:

Telephons:
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Part B: General Information/Health History B

High-adventure base participants:
Full name: Expedition/crew No.:
DOB: or staff position:

Allergies/Medications

Arg you atlergic to or do you have any adverse reaction 10 any of the fotowing?

Yes Ho Allergles or Reactlons Exzplaln Yes Ho Allergles or Reactlons Explain
T | T | Metication [ 1] [ |etants
I | [ |Fnod I [ | [ |lnsecl bites/stings |

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

[1CHECK HERE IF NO MEDICATIONS ARE ROUTINELY TAKEN. | IF ADDITIONAL SPACE IS NEEDED, PLEASE
INDICATE ON A SEPARATE SHEET AND ATTACH.

Madlcatlon Dose Frequency Reason

D YES D NO  Non-prescription medication administration is authorized with these exceptions:

Adminisiration of ihe abave medications is appraved for youth by

Parent/guardian slgnature MD/DO, NP, or PA 3ip 8 (if your state

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.

Immaunization

The foliwing immunizalions are recommended by the BSA. Tetanus immumization is required and must have been received within the last 10 yaars. Il you had the dseasa,
check the disease column and list the date. i immunized, ¢heck yas and provide the year received

Please list any additional Information

Yes No Had Blscase Immunization Datoe(s) about your medical history:
I Tetanus

[l Pertussis

I Diphtneria

r- f_ Measles/mumps/rubeiia

r_ L__ Polio

ClC Cricken Pox b d ol S
3 Hepalitis A o

r- r— Hepatilis B Oata:

I Meningitis Further spproval requirec [ Yes [ Ho
- Infuenza A

IR Othar (1.6, HIS} \pproved by:

r r— Exemption 1o immunizations {form regquired} Date:
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Part B: General Information/Heaith History B

I High-adventure base participants:

Full name: | Expedition/crew No.: __

DOB: . or staff position: |
Age: Gender _ Height fnches; iy Weight (os): _

Address . F -

City i State: _ JPcode: Telephone: _

Unit leader: _ _. Mobiix phone

Councll Name/No s = Unit No.

HealthvAccident Insurance Company it Polcy No u —

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

In case of emergency, notify the person below:

Name: Redationship
Address: Home phone
Alternate contact name: Alternate’s phone:

Health History

Do you curently have or have you ever been traated for any of the fofowing?

Condition Explaln

Diabeles Last HbA1le parcentage and date:

Hypertension fhigh blood pressure)

Adult o congenital heart disease/hean atiack/ches! pain
{anginalheart murmur/coronary artery cisease. Any hean
surpery or procecure. Explain all “yes” answers,

Famity history of heart diseasa or any suddan heart -
elated death of a family member belore age 50
Stroke/TiA

Asthma Last attack date:

Lung/respimtory dispase

COPD

Ear/ayes/nose/simus problems

Muscular'skelatal condition/muscle or bone (ssues
Haad injury’concussion

Alttude sickness

Psychlaie/psychological or emctional difficudtios
Behavioral/neurslogical disorders

Blood disorders/sickle cul disease

Fainting spells and dizziness

Kidnay diseass

Seizures Lost seizure date
Abdommal/stomacty/digestive problems
Thyroid disease

Excessive faligue

Ohstructive sleep apnea/sieep disorders CPAP: Yes{l NofO
List all surgeries and hospitakzations Last surgery date:
List any other medical condrions not covered above

] 3]t | | | ] ] | ] | O A A <
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