PERSONAL HEALTH AND MEDICAL RECORD
CLASS 1 AND CLASS 2

Class 1 (update annually for all participents). Activity: Day camp, ovemight hike, or other programs nat sxceeding 72 hours,
with level of activity similar to that of home or school, Medical care s readily available. Current personal heatth and medical
summary (history) is attested by parents to be accurate. This form Is filed out by all participants and Is on file for easy refersnce.

Class 2 (required once svery 36 months for all participants under 40 years of age). Activily: Residemt camp or any other
activity such as backpacking, tour camping, or recreational sports wwolving events lasling longer than 72 consecutive hours,
with level of activity simiiar to that at hama or sohool. Medical care is readily savaiable.

Note: Some states require an annual precamp medical evaluation. Your BSA local counctt eervice center can advise
you about the requiraments for your state.

If your chiid has had a medical ovaluation (physical sxamination) within the kst 36 months, a copy of the results of this exami-
nation must be attached o the health higtory for all participants in a camping expserience lasting longer than 72 consecutive hours.
If & copy Is not avallable, a physical examination {(using he Class 2 sedtion of this form) must be scheduled by a “licensed health-
cara practitioner. This medical evaluation (physical examination) also is required if your child is currently undar medical care, takes
a prescribed medication, requires a medically prescribed diet, has hed an injury or liness during the past 6 montha that kmited
acﬁmyforaweekornm.hammmmmm orhassuﬁeredanormsaionﬁunaheadinjury.

THIS FORM 1S NOT TO BE UBED BY ADUI.TS OVER 40. BY I'IIGH-AD’VENTUHE PAFI'I'IGIPANTS (USE FORM
NO. 34412A), OR FOR NATIONAL SCOUT JAMBOREE (USE FORM NSJ-34412-97).

CLASS 1 PERSONAL HEALTH AND MEDICAL HISTORY

(To be filed out annuelty by all participants)
To be filed out by paront, guarckan, or aduk parlicipant. Pisasa print in ink.
IDENTIMICATION
Name Date of birth Age Sax,
Nama of parent or guarcian, Talaphone,
Home address City. State dp
Business address Gity, Statg Zp_
¥ paraon namad above is not avallable in the sevent of an omergency, notlfy
Name Relationship. Telephone
Name : Relationship Telephone
Nama of personal physician ' Telephone
Parsonal health/aocident Insurance carrier. _ Policy No.

| give permission for full parteipation in BSA programs, subjact to imRations noted herain.

in cass of amergency, | understand every effort will be made % comact me {if participant is an adutt, my spouse or next of
kin). In the event | cannot be reachad, | hereby give my parmiasion to the ficensed health-care practitioner selected by the
adult ieader in charge to secure proper treatment, including hospitalization, anesthesia, surgery, or injactions of medication
for my child (or for me, i partcipant is an adult).

Date ______ ___ Signature of parentiguardian or adult .
Seme hespitale reguire the parentpeordian signrture to be notarized. Check with your BSA loenf coamcil,
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CHESTER COUNTY COUNCIL

Check all i@ms that apply. past ar present, to your heaith history. Expiain any "Yes" answers.
ALLERGIES: Food, medicines, insects, plants  Yes 0 No O Explaln;

GENERAL INFORMATION: Yes No Yas No Yes No
ADHD (Attantion-Dafiait '

Hypemctivity Disorder o o Convuisionsssizures 0 D Hamopiilla o 0
Asthma (- Diabetoa . 0 o Highbicodpressure 0O 0O
Cancarfloukemia O a Haart trouble g 0O Kidney diseass o n
Explaln:

Please list ALL madications taken in the 30 days prior 1o arrival at the Scouting activity where this form is to be used:

List any medicalions to e taken mt camp:

List any physical or behavioral canditans that mey affect or imit full panticipation I swimming, bagipacking, hiking long distances,
or playing stenuous physical games:

List equipment naeded such a3 wheelchair, baces, giasses, contact lensesy, ax.:
Immunizatons: (Glve date of last inoculation )

Tetanus toxoid Measies i . _ Polio,
Diphthieria - Mumps
Pertussis Rubells _________
CLASS 2 MEDICAL BVALUATION
Name : ' —Age

NOTE TO LICENSED HEALTH-CARE PRACTITIONERS": The parson being svalusted will be attending one or more weeks of
camp that may include sieeping on the ground and participating in strenuous activities such as hiking, Hoating, and vigorous group
games. Plaase review the health history with the pasticipant for any imerim changes. Expiain any “abnormal® svaluations.

PHYSICAL EXAMINATION (Ta be filled out by a icensed health-care prectitioner”)

Height__ Weight, BP / Pulse
VISION:  Normal Giasses _ Contacis
HEARING: Normal Abnormal Explain
Check box: N Abn N Abn N "Abn
Growth dewelopment O 0O Testh : O o Genilalia (N
Skin O 0 Cardiopuimonary system (1 O Musculosheletal 0O Q
HEENT o o Hernla a o Neurcbehavioral O a
Explain:
" Limitations
Activity restrictions
Digt restrictions .
Signature Date
Address Phone
City, State, ZIp ]

*Examinations conducied by licensad hasith-care practitionars, other than physicians, will be recognized for BSA

purpoaaninmmmmm-lmmmmmmlmnommmmm
acope of gractice. ' S

INTERVAL RECOAD ‘. SCREENING EXAMIM"I'}ON :

Date, Time, Place, Etc. (Findings, diagnoses, treatment, Instructions, disposition, ato.) -By
#34414A '
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