ADULT HEALTH HISTORY

Please use additional sheet to describe symptoms of allergies and details of illnesses or health restrictions.

Name: ___













Address:      












City:      





 State:      
  ZIP Code:      

Age:        Date of Birth:      



  Sex:
 FORMCHECKBOX 
 Female   FORMCHECKBOX 
 Male
Allergies:   FORMCHECKBOX 
 Insect Bites/Stings   FORMCHECKBOX 
 Hay Fever   FORMCHECKBOX 
 Poison Ivy/Oak   FORMCHECKBOX 
 Plants (specify)   FORMCHECKBOX 
 Medications (specify)  FORMCHECKBOX 
 Other      









Please specify any accommodations that are needed:       







Health Concerns:   FORMCHECKBOX 
 Ear Infections   FORMCHECKBOX 
 Asthma   FORMCHECKBOX 
 Diabetes   FORMCHECKBOX 
 Convulsions   FORMCHECKBOX 
 Skin Conditions   FORMCHECKBOX 
 Epilepsy   FORMCHECKBOX 
 Heart Disease  
 FORMCHECKBOX 
 Fainting   FORMCHECKBOX 
 Nose Bleeds   FORMCHECKBOX 
 Other      
________________________________________________________________
Please specify any accommodations needed:       






______________
Disabilities:   FORMCHECKBOX 
 ADD/ADHD   FORMCHECKBOX 
 Emotional Disability   FORMCHECKBOX 
 Learning Disability   FORMCHECKBOX 
 Physical Disability   FORMCHECKBOX 
 Visual Disability   FORMCHECKBOX 
 Deaf or Hard of Hearing   FORMCHECKBOX 
 Other      





___________________________________
Please specify any accommodations needed:       






______________
Operations or serious injuries:      








______________

Dates:       













Immunization History:  Are all immunizations up-to-date?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   DTP or DT (Tetanus) Date:       
____________
If immunizations are not up to date, including the DTP, please submit a state certificate from physician or parent stating medical or religious reason.  

Medication Information:  Any prescribed medication being taken?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 Inhaler   FORMCHECKBOX 
 Epipen   FORMCHECKBOX 
 No  
If yes, please list medication and dosage:       









General Information – Please fill out all information

Family Physician:       





  Phone:       



Health Insurance Company:       




  Policy #:       



Address:      











  
City:      





  State:      
  Zip:      


Emergency Contact Information

Name: 







 Relationship:      




Phone Day:      



  Evening:      


  Cell:      




Name: 







 Relationship:      




Phone Day:      



  Evening:      


  Cell:      







Signature






Date

IMPORTANT – THIS SECTION MUST BE COMPLETED





This health history is correct so far as I know.  I can engage in all activities except as noted.  I hereby give permission to the First Aider or Adult in charge to provide routine health care and administer prescribed medications.  I consent to receive such medical treatment and/or surgical procedures as are deemed necessary in the event of an emergency and to assume liability for any medical expenses involved.  This authorization extends to my participation in any activity sponsored by GSUSA, GSCNC or individual units.  Should a medical emergency arise during my participation in a Girl Scout sponsored activity, I understand that reasonable efforts will be made to contact my emergency contacts at the phone numbers that I have given.  If it is believed that my life or health maybe adversely affected by the delay that an attempt to my emergency contacts would cause, I consent to the administration of medical treatment and/or surgical procedure deemed necessary by the medical doctor and/or medical facility and the immediate administration of life-sustaining measures deemed necessary under the circumstances.  This form will not be returned.





____________________________________________________		________________________________________


Signature								Date








1/13/2010
SDEP

ADULT HEALTH HISTORY

