
II.EMERGENCYMEDICALINFORMATION

Hasorissubjectto(checkandgivedetails):

■Allergytoamedicine,food†,plant,animal,orinsecttoxin

■Anyconditionthatmayrequirespecialcare,medication,ordiet

■ADHD(AttentionDeficitHyperactiveDisorder)

■Asthma ■Convulsions ■Hearttrouble ■Contactlenses

■Diabetes† ■Faintingspells ■Bleedingdisorders ■Dentures

EXPLAIN_____________________________________________________

PERSONALHEALTHANDMEDICALRECORDFORM—Class3

I.IDENTIFICATION          Age_____ Sex_____

Name___________________________________________________

Address______________________________________________________________________

City&State_____________________________________________ Zip___________________
Health/Accident
insurance_______________________________ Policyno._____________

INANEMERGENCYNOTIFY:

Name___________________________________________ Relationship_________________

Address___________________________  Homephone
City&  Business
State ______________________________  phone
Personal
Physician__________________________  Phone

34412B 2004Printing

DateofBirth*

Mo.   Day  Year

BOYSCOUTSOFAMERICA
All Class 3 activities require a health examination within the past 12 months by a
licensedhealth-carepractitioner.*Thisincludesyouthandadultmembersparticipating
inhigh-adventureactivities,athletic competition,andworld jamborees.Annually, this
formistobeusedbyadults40yearsofageorolderforallactivitiesrequiringaphysi-
calexaminationandappliestoallWoodBadgeparticipants/staffregardlessofage.

III.PARENTALSTATEMENT
Hasiteverbeennecessarytorestrictapplicant’sactivitiesformedi-
calreasons?  ■No  ■Yes  Doesapplicanttakemedicineregu-
larlyorhavespecialcare?  ■No  ■Yes  Ifyes,explain.

______________________________________________________

Tothebestofmyknowledge,theinformationinsectionsI,II,III,IV,
andVI isaccurateandcomplete. I requesta licensedhealth-care
practitionertoexamineapplicant,togiveneededimmunization,and
tofurnishrequestedinformationtootheragenciesasneeded.Igive
mypermissionforfullparticipationinBSAprograms,subjecttolimi-
tationsnotedherein.Intheeventofillnessoraccidentinthecourse
ofsuchactivity,Irequestthatmeasuresbeinstitutedwithoutdelayas
judgmentofmedicalpersonneldictates.

Parentorguardian_______________________________________

Applicant’ssignature_____________________________________

Datesigned____________________________________________

Updated___________Signed_____________________________

Updated___________Signed_____________________________

(Mustsignifapplicantis18oryounger)

Religiouspreference

IV.IMMUNIZATIONS
If disease, put “D” and
year.

Tetanus __________

Diphtheria __________

Pertussis __________

Measles __________

Mumps __________

Rubella __________

Polio __________

ChickenPox __________

Lastyear
given

PLEASETYPE
ORPRINT.
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_________________________________________
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_________________
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V.LICENSEDHEALTH-CAREPRACTITIONER’SEVALUATIONANDADVICE

Approvedforparticipationin:

■Hikingandcamping ■Wateractivities

■Competitivesports ■Allactivities

Specifyexceptions_____________________________________________________

Recommendations(explainanyrestrictionsORlimitations):_____________________

____________________________________________________________________

____________________________________________________________________

 Date ___________________

Signed______________________________________________________________

*Examinationsconductedby licensedhealth-carepractitionersotherthanphysicians
will be recognized forBSApurposes in thosestateswheresuchpractitionersmay
performphysicalexaminationswithintheirlegallyprescribedscopeofpractice.

*Licensedhealth-carepractitioner

VII.HEALTHEXAMINATION

LicensedHealth-CarePractitioner:

Theapplicantwillbeparticipatinginastrenuousactivitythatwillincludeoneormoreofthefollowing
conditions:athletic competition,adventurechallengeorwildernessexpedition (afootorafloat) that
mayincludehighaltitude,extremeweatherconditions,coldwater,exposure,fatigue,and/orremote
conditionswherereadilyavailablemedicalcarecannotbeassured.

• Pleaseinsistapplicantfurnishcompletemedicalhistory(VI)beforeexam.
• Reviewimmunizations;foryouth(18oryounger)tetanusanddiphtheriatoxoids,measles,mumps,and

rubellavaccines,andtrivalentoralpoliovaccinearerequired;youthsandadultsmusthavehadtetanus
boosterwithin10years.Ameaslesboosterisrecommendedatage12.

• AftercompletingsectionVII,summarizeanyrestrictionsand/orrecommendationsinsectionsIIandV,
above,andsign.

 VISION: HEARING:

Date_______________________________ Normal______________ Normal______________

Ht. ______________ Wt._____________ Glasses_____________ Abnormal____________

B.P.________ /_________ Pulse_______  Contacts ____________

Checkboxifnormal;circleifabnormalandgivedetailsbelow:

■Growth,development ■Teeth,tonsils ■Genitourinary
■Skin,glands,hair ■Respiratory ■Skeletomuscular
■Head,neck,thyroid ■Cardiovascular ■Neuropsychiatric
■Eyes,ears,nose ■Abdomen,hernia,rings ■Other(specify)

COMMENTS_______________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

FORTHOSEATTENDINGPHILMONTORNATIONALHIGH-ADVENTUREBASES:
* Theminimumageforallparticipantsis13byJanuary1oftheyearofparticipation,orhavecompleted

theseventhgrade.Noexceptions.
† Trailfoodisbynecessityahigh-carbohydrate,high-caloriediet.Itishighinwheat,milkproducts,sugar,

cornsyrup,andartificialcoloring/flavoring.Dinnermealscontainmeat. If thesefoodproductscausea
probleminyourdiet,youneedtobringappropriatesubstitutionswithyouandsoadvisebasepersonnel.

Note:Licensedhealth-carepractitioners representinghigh-adventurebases reserve the right todeny
accesstothetrailsorotherprogramactivityonthebasisofamedicalevaluationperformedatthe
baseafterarrival.

VI.MEDICALHISTORY

Parent(orapplicantif18orolder):Fill insectionsI,II,III,IV,andVIbeforeseeingalicensedhealth-care
practitioner.Checkimmunizationstobegivenatthistime.Besuretoincludeanyemergencyinformationand
restrictionsorspecialcarethatshouldbeobserved.Especiallybesuretorecordanyinjuries,illnesses,sur-
gery,orsignificantchangesinconditionofhealthofapplicantsincelastcompleteexamination.

• Dateofmostrecentcompletephysicalexamination(monthandyear)______________________20_____
• Areyouawareofanycurrenthealthproblems? ■ No ■Yes
• Nowundermedicalcareortakingmedicines? ■ No ■Yes
• Hastherebeenanysurgery,injury,illness,allergy,orchange
  inhealthstatussincelastcompletephysicalexamination? ■ No ■Yes

Givedatesandfulldetailsbelowforany“yes”answers.

ISTHEREDISEASEOF
(ORPASTORPRESENT
HISTORYOF): No Yes Year Details/Medicines

Seriousillness ■ ■ ________

Seriousinjury ■ ■ ________

Deformity ■ ■ ________

Surgery ■ ■ ________

Skin,glands ■ ■ ________

Ears,eyes ■ ■ ________

Nose,sinus ■ ■ ________

Teeth,tonsils ■ ■ ________

  Dentures ■ ■ ________

  Bridge ■ ■ ________

Chest,lungs ■ ■ ________

Heart ■ ■ ________

  Murmur ■ ■ ________

  Rheumaticfever ■ ■ ________

Stomach,bowels ■ ■ ________

Appendicitis ■ ■ ________

Kidneysorurine ■ ■ ________

  Albumin ■ ■ ________

  Sugar ■ ■ ________

  Infection ■ ■ ________

  Bed-wetting ■ ■ ________

Menstrualproblems ■ ■ ________

Hernia(rupture) ■ ■ ________

Back,limbs,joints ■ ■ ________

Sleepwalking ■ ■ ________

Nervouscondition ■ ■ ________

Other(explain) ■ ■ ________

Lastname Firstname Initial

Please list ALL medications taken
in the30daysprior toarrivalat the
Scouting activity where this form is
tobeused:

Parentorguardian

Parentorguardian



  REVIEWFORCAMPORSPECIALACTIVITY

DATE AGENCYANDACTIVITY BY “OK”
PHYSICIAN
RECHECK
NEEDED

RESULTSOFRECHECK INITIAL

  INTERVALRECORD (CAMP,CAMPOREE,TOURNAMENT,TRAVEL,ETC.)

DATE,TIME,PLACE,ETC. FINDINGS,DIAGNOSES,TREATMENT,INSTRUCTIONS,DISPOSITION,ETC. BY:
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