SUPPLEMENTAL YOUTH HEALTH HISTORY

	Name:____________________________________
	Troop: ___________
	Rank: ____________

	Birth date: ___________
	Age: __________
	Weight: __________
	Height: __________


	( Yes ( No   Medication Reactions
	( Yes ( No   Allergy to Mold /  Pollen / Dust
	( Yes ( No   Other medical conditions

	( Yes ( No   Fainting Spells
	( Yes ( No   Allergy to Sunscreen / DEET
	

	( Yes ( No   Heat related problems
	( Yes ( No   Allergy to Food / Plant / Latex 
	

	( Yes ( No   Learning difficulties
	( Yes ( No   Allergy to Bee Stings / Insects bites
	

	Explain any “yes” answers:

	

	

	

	


	Consent for Medications By checking YES, I give my permission to the troop medical leader or camp paramedic, nurse, or physician to administer the following oral or  topical medications without contacting a parent or guardian.  Medication use will be per manufacturer’s guidelines.  Checking NO requires that consent be obtained from a parent/guardian at the time the medication is to be used.  Parents will receive a written note from camp following oral medication administration.

	Acetaminophen or Ibuprofen (for headache/muscle ache)
	( Yes ( No
	Antibiotic ointment (for lacerations/ abrasions)
	( Yes ( No

	Benadryl (or similar antihistamine tablets for allergy)
	( Yes ( No
	Sunscreen
	( Yes ( No

	Hydrocortisone cream (for itch from rash or insect bites)
	( Yes ( No
	Insect Repellant (containing DEET)
	( Yes ( No

	Calamine or Caladryl lotion (for insect bites or rashes)
	( Yes ( No
	Insect Repellant (Permethrin for clothes only)
	( Yes ( No

	Tums or Pepto Bismol (for stomach ache)
	( Yes ( No
	Medicated Powder or Desitin (for heat rash)
	( Yes ( No

	Imodium (for loose bowels)
	( Yes ( No
	Dramamine (for motion sickness)
	( Yes ( No


	CONSENT TO TREAT The health history above is correct so far as I know, and the person herein described has permission to engage in all prescribed activities, except as noted by me.  In the event that the above names cannot be reached in an emergency, I hereby give my permission to the physician selected by the Camp Director to secure proper treatment including hospitalization, anesthesia, surgery, or injections of medication for my child (or for me, if an adult).

	Parent Signature: ________________________________________
	Date: _______________________








