larly or have special care? COINo [i'Yes ¥ yes, explain,

To the bast of my knowledge, the information in sections 1, I, IIf, IV,

1o turnish requested inlormation to other agencies as needed. | giva
my parmission for full participation in BSA programs, subject o fimi-

of such activity, | raquest that maasures be instituted without delay as
judgmant of medical parsornel! dictates,

Parent or guardian

{Must sign if apphicant is 18 or younger)
Applicants signature

Has it ever been necessary to restrict applicant's activities for medi-
cal reasons? ONo [ Yes Dows applicant take medicine regu-

and V! is accurate and complete. | request 4 licensed health-care
practiticner to examing applicant, ic give needed immunization, ang

lations natad herein. in the svent of ilnass or acdident in the course

If disease, put *D* and

yoar. Last yaar

givan
Tetenus
Diphtheria
Pertussis
Measles
Mumps
Rubella
Polie
Chicken Pox

Approved for participation in:
3 Hiking and camping

O Competitive sparts
Specily exceptions

[0 Water aclivilies
[ Al activities

Recommendations {explain any rastrictions OR limitations);

Dale
Signed

‘Licansed health-care practitioner

Religicus preferance

"Examinalions corducted by licensed health-care practitioners cther than physicians
wil e recognized for BSA purposes in thase states where such practiticnars may

. BOY SCOUTS OF AMERICA PLEASETYPE
PERSONAL HEALTH AND MEDICAL RECORD FORM—Class 3 All Class 3 aclivities require a health examination wilhin the past 12 months by a OR PRINT.
e licersed health-care practitioner.” Thig includes youth and adult members participating :
I DENTIFICATION Age__ Sex_.. Date cf Birth in high-acventure activities, athletic compefition, and worid jamiboress, Annualy, this = =
Name. form ia to be used by adutts 40 years of age or alder for all activities requiring a physi- Q 3g>
tast name Firstname Tnifial Mo, Day Year cal examinalion and applies to a/fWood Badge participants/stafi regardiess of age. m m
Address el §
s R |
Cily & State Zip Il EMERGENCY MEDICAL INFORMATION 9 &
Health/Accident Has or is subject 1o {chack and give dalails): é g,‘ g
Insurance Poficy no. {3 Allergy to 2 matlicine, foodt, plant, animal, ar insecl toxin g é‘ =
1N AN EMERGENCY NOTIFY; [0 Any cendition that may require special care, medication, or Giet a2 =N
o (3 ADHD {Atisnlion Deficit Hyperactive Oisorder) §5¢
Nameg Relationship h =
| I I f | i , l 1 I | | I O Asthma O Convulsions [ Heart trouble [IContact lenses | & g =
Address Hame phone O iabetest  CIFainting spelis (CiBleeding disorders ~ [J Dentures
City & Business [_l—l"l m—l D—H—l
State phon EXPLAIN
Personal
Physician Phane LJ_I_I ED:I l_l_Ll_,
Il PARENTAL STATEMENT IV, IMMUNIZATIONS V. LIGENSED HEALTH-CARE PRACTITIONER'S EVALUATION AND ADVICE

1INM

Dale signad perform physical examinations within their tegally prescribed scope of practice,

Updated Signed -8
PFasent o¢ guardian a

Updated Signed ]
Parent o guardian 2

dn siy), seidoo paonpoidas uoe apgibie) ase saineubis

ag "asn Asusfie 1o suoanpordar sye piosal feuosiad Inok J

81eD pUe uoliesynuep) Axuabiaius fof noA Lm pauses pue paon

V1. MEDICAL HISTORY

Parent (or appllcant If 18 or alder): Fill in sections |, i, I, IV, and VI batore seaing a ficensed health-care
praciitiorier. Check immunizalions to ba given at this tme. Be syra 1o include any emergency information and
restrictions or special care that should be observed. Especially be sure o record any injuries, ilnesses, sur-
fery, or significant changes in condition of health of applicant since tast complets examination.

» Date of mast racen! complets physical examination {month and year)
+ Ara you aware of any current health problems?
* Now under madical care or taking medicinea?
* Haa thera been any surgary, injury, iiness, allergy, or change
in health status since last complete physical examination?
Give dates and full detalls below for any ‘yes” answers.

IS THERE DISEASE OF
{CF PAST OR PRESENT
HISTORY OF);
Serious illness
Serious injury
Celormity
Surgary
Skin, glands
Ears, syes
Nose, sinus
Teeth, lonsils
Dentures
Bridga
Chest, lungs
Heart
Murmur
Rheumatic fever
Stomach, bowels
Appendicitis
Kidneys or urine
Albumin
Sugar
Infeclion
Bed-wetling
Menstrual problems
Hernia (rupturs)
Back, limbs, joints
Sleepwalking
Nervous condifion
Other (explain)

20
O Yes
(] Yes

[ Ne
O No

0 Ne [ Yes

Year Dataiis/Medicines

Please list ALL medicaticns taken
in the 30 days prior to arival at the
Scouting activity whera this form is
to be used:

TTTTTEEH T

DDDEIDGDDDDDDDDDDDGDDDDDDDDU%
CIDGEIDDDEICIDDDDDDDDDDDUDDDDDD§

344128

Vil. HEALTH EXAMINATION
Licensed Health-Care Practitioner:

The applicant will be participating in a strenucus activity that will include one or more of tha lallowing
condiiions: athletic competilion, adventure challenge or wildemass expedition (afoot or afloat) that
may include high allituds, extreme wealher conditions, cold waler, exposure, faligue, ander remote
conditions where readily available madical care cannot be assured.

* Please insist applicant furnish complate medical history (V1) before exam,

+ Review immunizations; for youth (18 or younger} tetanus and diphtheria foxoids, measles, mumps, ang
rubelia vaccines, and trivalent oral polio vaccine are required; youths and adults must have had letanus
booster within 10 years, A measles booster is recommendad st age 12.

* Aller completing section VI, summarize any restrictions andor racommendations in sections If and V,
above, and sign.

VISION; HEARING:
Dale Normal Noma!
Ht. W, Glasses Abngrmal
BP, li Puisa Contacts
Check baw il normal; gircle if abnormal and give details balow:
O Growih, development 1 Teeth, fonsils [ Genitourinary
[01Skin, glands, hair O Respiratory [ Skeletomuscular
O Head, nack, thyroid DCardiovascular CINeuropsychiatric
[JEyes, sars, nose [ Abdomen, hernia, rings C10ther (specify)
COMMENTS

FOR THOSE ATTENDING PHILMONT OR NATIONAL HIGH-ADVENTLURE BASES:

* The minimum age for all participants Is 13 by January 1 of the year of participaticn, or have compleled
the seventh grade. No exceplions.

T Trail food is by necessity a high-carbofydrate, high-calgrie diet. Itis high in wheal, mitk products, sugar,
corn syrup, and artificial coloring/flavering. Dinner meals contain maat. If thesa foed products cause a
problem in your diet, you need to bring appropriate subsfitutions with you and $o advise base personrel.

Note: Licensed heaith-care practitioners represanling high-adventure bases reserva the right to deny

access to the kails or other program aciivily on the basis of a medical evalualion performed at the
base after arrival.

2004 Printing

BOTH SIDES OF THIS FORM MUST BE COMPLETED



CERTIFICATE OF IMMUNIZATION
105 CMR 430.152

Written documentation of immunization or alternative proof of immunity shall be required for all campers, adults, and staff as follows:

FIRST NAME LAST NAME

STREET ADDRESS

CITY/STATE/ZIP DATE OF BIRTH / /
PARENT/GUARDIAN PHONE

CAMP AND SESSION(S) ATTENDING

For Campers and Staff under 18 Years Old

1} Measles, Mumps and Rubella (MMR) Vaccine: At least one dose of MMR vaccine(s) must be administered at or after 12 months

2)

3)

4)

For Staff and

of age or there must be laboratory evidence of immunity. A second dose of live, measles containing vaccine is required for all

campers and staff.

Both Doses of measles vaccine must be given at least one month apart, and must be given at or after 12 months of age, or
laboratory evidence of immunity.

Polio Vaccine: At least three doses of either trivalent oral polio vaccine (OPV) or enhanced potency inactivated palio vaccine (e-
IPV) are required. If a mixed schedule of polio vaccine is given (IPV and OPV) a total of four doses is required

Diphtheria and Tetanus Toxoids and Pertussis Vaccine: At least four doses of DtaP/DTP/DT/D are required (the Pertussis
component is not given to anyone seven years of age or older). A booster dose of tetanus/diphtheria, adult type toxoid (Td) is
required if more than ten years have elapsed since the last dose.

Hepatitis B: For all children born on or after January 1, 1992, three doses of Hepatitis B vaccine are required.

Adults 18 Years of Age or Older

1)
2)
3
4

Measles Vaccine: Unless born before 1957, two doses of live, measles containing vaccine administered at or after 12 months of
age (at least one month apart) are required, or there must be laboratory evidence of immunity to measles.

Mumps Vaccine: Unless born before 1957, at least one dose of mumps vaccine administered at or after 12 months of age is
required, or there must be laboratory proof of immunity to mumps.

Rubella Vaccine: at icast one dose of rubella vaccine administered at or after 12 months of age is required, or there must be
laboratory proof of immunity to rubella,

Diphtheria and Tetanus Toxwids: At least three doses of DT/JT are required. A booster dose of tetanus/diphtheria, adult type
toxoid (dT) is required if more than ten years have elapsed since the last dose.

Physical Examinations or Immunizatiens Excepted (105 CMR 430.153)

1} Religious Exceptions: If a camper or staff member has religious objections to physical examinations or immunizations, the

2)

camper or staff member shall submit a written statement, signed by a parent or legal guardian for those under 18 years of age, to
the effect that the individual is in good health and stating the reason for such objections.

Immunizations Contraindicated: Any immunization specified in 105 CMR 430.152 shall not be required if the health history
required by 105 CMR 430.151 includes a certification by a physician that he or she has examined the individual and that, in the
physician’s apinion, the physical condition of the individual is such that his or her health would be endangered by such

immunization.

IMMUNIZATION DATES — LIST MONTH AND YEAR

DTP ' MMR
dT MEASLES
POLIO | MUMPS
HIB RUBELLA -
MUST BE SIGNED BY AND DATED BY PHYSICIAN OR DESIGNEE (NOT PARENT OR GUARDIAN!)

FORM

SIGNED DATE




