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Annual Health and Medical Record

(Valid for 12 calendar months)

Medical Information

The Boy Scouts of America recommends that all youth and adult members have annual medical evaluations
by a certified and licensed health-care provider. In an effort to provide better care to those who may become

ill or injured and to provide youth members and adult leaders a better understanding of their own physical
capabilities, the Boy Scouts of America has established minimum standards for providing medical information
prior to participating in various activities. Those standards are offered below in one three-part medical form.
Note that unit leaders must always protect the privacy of unit participants by protecting their medical information.

Parts A and C are to be completed annually by all BSA unit members. Both parts are required for all events
that do not exceed 72 consecutive hours, where the level of activity is similar to that normally expended at home
or at school, such as day camp, day hikes, swimming parties, or an overnight camp, and where medical care is
readily available. Medical information required includes a current health history and list of medications. Part C
also includes the parental informed consent and hold harmless/release agreement (with an area for notarization if
required by your state) as well as a talent release statement. Adult unit leaders should review participants’ health
histories and become knowledgeable about the medical needs of the youth members in their unit. This form is to
be filled out by participants and parents or guardians and kept on file for easy reference.

Part B is required with parts A and C for any event that exceeds 72 consecutive hours, a resident camp
setting, or when the nature of the activity is strenuous and demanding, such as service projects, work
weekends, or high-adventure treks. It is to be completed and signed by a certified and licensed health-care
provider—physician (MD, DO), nurse practitioner, or physician’s assistant as appropriate for your state. The
level of activity ranges from what is normally expended at home or at school to strenuous activity such as
hiking and backpacking. Other examples include tour camping, jamborees, and Wood Badge training courses.
It is important to note that the height/weight chart must be strictly adhered to if the event will take the unit
beyond a radius wherein emergency evacuation is more than 30 minutes by ground transportation, such as
backpacking trips, high-adventure activities, and conservation projects in remote areas.

Risk Factors
Based on the vast experience of the medical community, the BSA has identified that the following risk factors
may define your participation in various outdoor adventures.

* Excessive body weight * Asthma

* Heart disease ¢ Sleep disorders

¢ Hypertension (high blood pressure) ¢ Allergies/anaphylaxis

* Diabetes * Muscular/skeletal injuries

* Seizures * Psychiatric/psychological and emotional difficulties
L]

Lack of appropriate immunizations

For more information on medical risk factors, visit Scouting Safely on www.scouting.org.

Prescriptions

The taking of prescription medication is the responsibility of the individual taking the medication and/or that
individual’s parent or guardian. A leader, after obtaining all the necessary information, can agree to accept the
responsibility of making sure a youth takes the necessary medication at the appropriate time, but BSA does not
mandate or necessarily encourage the leader to do so. Also, if state laws are more limiting, they must be followed.



Emergency contact No.:

Allergies

DOB:

Last name

Annual BSA Health and Medical Record

Part A

GENERAL INFORMATION

Name Date of birth Age Male[[] Female[]
Address Grade completed (youth only)

City State Zip Phone No.

Unit leader Council name/No. Unit No.

Social Security No. {optional; may be required by medical facilities for treatment) Religious preference

Health/accident insurance company Policy No.

ATTACH A PHOTOCOPY OF BOTH SIDES OF INSURANCE CARD (SEE PART C).
IF FAMILY HAS NO MEDICAL INSURANCE, STATE “NONE.”

In case of emergency, notify:

Name Relationship

Address

Home phone Business phone Cell phone

Alternate contact Alternate’s phone

MEDICAL HISTORY

Are you now, or have you ever been treated for any of the following: Allergies or Reaction to:

Yes No Condition Explain Medication

Asthma Food, Plants, or Insect Bites
Diabetes
Hypertension (high blood pressure) Immunizations:
Heart disease (i.e., CHF, CAD, M) The following are recommended by the BSA.
Stroke/TIA Tetanus immunization must have been received
COPD within the last 10 years. If had disease, put “D”

and the year. If immunized, check the box and
enter the year received.

Yes No Date

Ear/sinus problems
Muscular/skeletal condition

Menstrual problems (women only)

— - |:| EI Tetanus
B aeokal o O O Perioi
Learning disorders (i.e., ADHD, ADD) L1 [ Diptheria
Bleeding disorders D D Meas|
Fainting spells E E I'F\'.?;:;F"):
Thyroid disease D D Polio
Kidney disease I:I I:I Chicken pox,
Sickle cell disease O D Hepatitis A
Seizures [ [ HepaiitisB
Sleep disorders (i.e., sleep apnea) D D Influenza
Gl problems (i.e., abdominal, digestive) [CJExemption to immunizations claimed.
Surgery (For more information about immunizations, as
Serious injury well as the immunization exemption form, see
Other Scouting Safely on Scouting.org.)

MEDICATIONS
List all medications currently used. (If additional space is needed, please photocopy this part of the health form.)
Inhalers and EpiPen information must be included, even if they are for occasional or emergency use only.

Medication Medication Medication

Strength Frequency Strength Frequency Strength Frequency
Reason for medication Reason for medication Reason for medication
Approximate date started Approximate date started Approximate date started
TemporaryDPermanentD Tempc)raryD PermanentD TemporaryD PermanentD
Medication Medication Medication

Strength Frequency Strength Frequency Strength Frequency
Reason for medication Reason for medication Reason for medication
Approximate date started Approximate date started Approximate date started
TemporaryDPermanentD TemporaryDPermanentD TemporaryDPen"nanentD

NOTE: Be sure to bring medications in the appropriate containers, and make sure that they are NOT expired,
including inhalers and EpiPens. You SHOULD NOT STOP taking any maintenance medication.
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