
Troop 91 2024
Part A: lnforrned Consent, Release Agreemeilt,

Fullname: . - . --".,,, .-.-.--,- . -,-.*..,, -,,. -, "-,,- -*--
Date of birth:

lnformed Consent, Helease Agreemont, and Authorization

I rrnrJerstand that participation in Scouting activities involves the risk of personal injury, including

rleath, due to the physicil, mental, ancl einutional challonges in the activities offered. lnformation

about those activitiei may be ohtained from the venue, activity coordinators, or your local council.

I also understand that participation in these activities is entirely voluntary and requires participants

to follow instructions and abido by all applicable rules and ths standards of corldust'

ln case of an emergency lnvolving me 0r my child, I understand that efforts wilt be made to

contact the individual listed as the emergericy contact person by the medical provider and/or

arlult leader. ln the event that this person cannot be reached, permission is herehy given to the

merlical provitler selected try the adult leader in charge to secure proper treatnient, ittcluding

hospitalizatlon, anosthcsia, surgery, or injections of medlcation for rne 0r my chiltl. Medical

prouiders are authorized to disClose protected health inlormation to the adult in charge, camp

medical staff, camp management, and/or any physician or health-care provldor involved in

provicting rnedical care to itre participant. Protectsd l{ealth lnformationl0onfidential Health

lnformation (pHl/CHl) under the Standards for Privacy of lndividrrally ldentifiable Health lnformation,

45 C.F.R. $Si60.10g, t OO.SO1 , etc, seq., as amenrled from tirne to time, includes examination

findings, tiit resultr, and trsatrnent providecl for purposes of rnedical evaluation of the participant,

followlup and communication with the participant's parents or guardian, and/or determination of

the participant's abili\to continue in the program activities.

(lf applicable) I have carefully considered the risk involved anrl hereby give my informerJ consent

ior ,ry child io participatc in att activities offered in the program,l furtfrer authoilze the sharing

of the infonnation on this fornr with any BSA volunteers or professionals who noed to know of

medical conditions that may require special consideration in conducting Scoutlng acLivities.

With appreciation of the dangen and risks associated with programs and activities,0n rny

own behall andlar on behalf of my child, t herehy lully and completaly relsase and waive

ani anu all claims for personal iniury, dsath, or loss that may ariso against the Boy Scouts

of America, the local qouncll, the activity coordlnalors, and all enrployee$, u0lunteers,

related parties, or other organizations as$oclated nrith any program or activity.

and Authorization

High-adventure

Expeclitionlcrew No.:

base participants:

or staff position:

List participant restrictions, if any: [] None

I also heretiy assign and grant to the local council and the Boy Scottts of Arnerica, as urell as their

authorized representative-s, the right and permisslon to use and publish the photographsitilm/

vicleotapes/electrgnic representatiorrs arrcl/or sounrl recorclings made of me 0r nly ottitd at all

Scoutirrg activities, and i hereby release the Boy Scouts of Arnerica, the local council, the activity

coordinators, ancl all employeei, volunteers, related parties, or other organizations associated

with lre activity frorn any anU ,tt liability from such use and ptrblication, I fuftlrer authorize the

reproduction, sale, copyriglrt, exhifiit, bruarlcast, electronic storage, and/0r rlistribution of said

pnotograpr,stfitm/vidirotairvrl*rtronlc reprcscntations and/or sound recordings without limitation

at the discretion of if,e g$R, anO I specifically waive any rightto any compensation I may have for

any of the foregoing.

Every person wlto funtishes ury) BB device to any minq wtthout the express or impliect permisslon

of the parent or legal guardian of the ntinoG is guilty of a misrtemeanlr, (Califonia Penal Code

Secfion l ggl S[al My signaturo below orr this fonn indicates my permissiott'

I give permission for my chilclto use a BB device. (Note: Not all events will inclucte BB devices.)

fJ Ctrecking this box indicates you D0 HOT want your child to use a llB device.

NQTE: Due to the nature of programs and activities, the Boy Scottts of

America anrl local councils cannot iontinually monitor compliance of prograrn

participants 0r any linritations imposed upon thern by parents .nr merjical

[roriOirs, Howevei so that leaders can be as familiar as possihle with any

iinritations,list any iestrictions imposed on a chiltt participant itt connection with

flrograms or actlvities belou

parent or guardian's signaturg ls roquired.

Participant's sig natu re:

ParenUguardian signature for youth:
(lf participant is under tha age of 18)

Complete this section for youth participants only:

Adults Authorized to Take Youth to and From Events:

You must designate at least one adult. Please include a phone number.

Arlulb NOT Authorized to Take Youth to and From Events:

Name:

Phono:

Name:

Name:

Phone:
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Part 81: General lnformationlHealth History

Full name:

Date of birth:

Gender: Heiglit (inches):

ffi$
High-adventure base participants;

Expedition/crew No.:

or staff position:

Weight (lbs.):
Age:

Address:

City:

Unit leader's mobile #:
Unit leader:

Unit No.:
Council Name/No.:

Health/Acciderit lnsurance 0om pany: Policv No.:

$ rtease attach a photoc0py of both sidss ol tho Insurance card. lf you d0 not have msdical insuranca, snler 'nonen above.

ln case of ernergency, notify the person bolow:

Name: Relationship:

Honre phone: 0ther phone:
Adclress:

Alternate contact ltamo:

Do you cunently have or have you ever becn treated for any of the following?

Alternate's phone:

Health Histury

tl
ffi

il
il

311:1- d@
Hyperlension {hi0h btood f,re$$ur(}

Laet tfbAlc porcentego a*tl datu: Insulin pump: Yes [: Hs fJ

tl r:
fu[ or c+ngenital heart diseaseitreart attac]dchest paln (anginaii

hoart murmur/coronary artary disease.Any heart surgery 0r

procedure. Erplain all "yes' an$wer$.

r: r:l Family history of haart disense or any sudclen hearl'rel'tted

deatlr of a familv memhtr hrlore a0e 50.

G
il
r:

il
r:

Strske/TlA

Last attack tlate:

m Lung/respi ratory disease

r: m n0pD

ri fl Earlryos/noselsinus probl enu

r: m folusrxrlar/sl{0!€tal conditiunlnrumle or lrone lssues

r: l*r Head injury/concussion/fBl

ffi r:I Altitudr sicknuss

r: n PsyctriatricJpsyu lrolog i cal or omotion al ditfi cul ti e s

r__i r: lleurologicallbehavioral disorrlers

ffi t^l Btoorl disordet$/sickle cell disease

tf m Fainting spslls ancl dizziness

r: m Kidney disease

ti r: Seizures or epitBlisy Last aoizure dsle:

m m AlrrluminaUstonrach/digestive pro$lems

m m
m n ,$kin issues

t: ,[:J 0bstructive sloop aprullt/sleep rJisnnlert CFAP: VCS il N' IJ

m ffi List all surgeries and hospitalirations Last surgerY date:

I*i r:i Liut nny other medicat conditiolu not covered abovs
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Part 82:

Full name:

General lnformation/Health History B2
High-adventure

Expeclition/crew No,:

base participants;

or staff position:Date of birth:

AI Ie rg ies/Med icati ons
DO YOU USE AN EPINEPHRIHE

AUTOIHJECT0R? Exp. date (if Yes)

fl yrs il trto DO YOU USE AH A$THMA RE$CUE r: YES ffiNo

TNHALER? Exp. date (if yes)

List all medications currently used, including any over-the-counter medications.

I I check here ii no medication$ are routinely taken, n ff additional space is needed, please list 0n a separato sheet and attach.

Administation 0t the abovo medications ls appr0ved l0( youth by:

puenuguaruian elgnatr:it M0/00, Nq 0r PA signature (f ,our sute requimo siqnaturei

Immunization
The following lrnrnunizatisns ar$ recomtnencjed" "Ietanus immuniuation is n:quired irnd must have been received within tho la$t 10

ysar$. lt ynu had ttre rlis*ase, check tm ilHeasii colurnn and list the date. lf immunizecl, check yes anrl provide the year received.

Prepared. For Lite..

Pleaee lirt any additlonal information about your

nredical history;

680"001
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Ara you allorgic to or do yuu lmve uny adverue reactlon to any 0f ttta following?

fl Check here if no medications are routinely taken,

anv iruinro-n.nce medlcatlon unless Institrctod to do so by youidoctor' I

r: L:]
'letanus

L] ,f: f'ertussis'

r:l m Diphtheria

ti ri til easlewtnu m ps/ruhella

t_l r:i Polio

r: ffi Cnicken Pox '

L: I*l Herpatitis A

r*l t_i He[ratitis P

m r:i Meningitis

r_i ffi ln{lusnzil

I*l ffi 0ther (i.e,, HIB)

r: r: txemption to imntunizations (form required)

n0 ilsT r/{Rr
Rsvigvl for calttp

TE ffi THI$ BOX.
or $psclal activitY,

liovinqod byr

r-i [l *u[-tir'1]rt:r approval required: l*..1 Yes

Reagon: .

Approvecltry:

Dalu:



Part G: Pre-Participation Physical
This part must be conrpleted by certified and licensed physicians (MD, D0), nurse practitioners, 0r physician assistants.

Full narne: High-adventure

Expedition/crew No.:

base pafiicipants:

or staff position:Date of birth:

wwwsB0uting,orgrh0alth-and-safoty/ahmr t0 view this lnformation onlins.

Please fill in the follouting information:

Examiner's Certification
I certifV that I have revlowod the hsalth history and exarnined this porson and fincJ no contralrtdicatlons for

particlpation in a $couting experionce. This participant (with noted restrictions):

Exanriner's si gnature:

Exanriner's prtntetl nam6:

Address:

State: ZtP code:

Hslgiuwel ght Rodrictions

accessible madway, you may not be allowsd t0 participste.

Marlmum woigtd tor hGlghh

Mosts helghUwei ght requirern ents.

Has no unconkolk:d heart disea$s, lung disease, or hypertension,

Has not had an orthopedic injury, musculoskeletal probloms, or orthoperlic

surgsry in the last six months 0r possssses a letter of cloarance frorn his or her

orthopedic $urgeon or treating physician.

Has had no seizures in the last year.

Does not hava poorly'controlled diabetes,

lf planning to scutla dive, doos not havs diabetes, asthma, or seizures.

00 166

$1
'172

at 178

183s3

65 195

66 ?01

6i 247

(i8 214

70 22{)

71 233

72 239

I3 24t;

260

267

?14

281
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lffilm

Eyes il r_l
Ears/noselthroat t*j ffi
Lungs t: ffi
Heart m m
Abdomen t*i [:i

Musculosl<eletal [:i m
Neurological r
Skin lssues ffi m

m m
City:

0ffice phone:

L;
I;;]

t*: Has no uncontrolled psychiatrlc disorders.

r*:
l:*:

Helglrt {lnehes}

75

'76

77

'78


