GIRL SCOUTS OF NORTHERN CALIFORNIA
Adult Health Record

Your Camp Name_____________________________________



Session:___________
Name____________________________________________ Birthdate           /           /__________   Sex:______
Address:___________________________________________________ Phone: (           )__________________

                    street address                                          city                       state             zip

In emergency, notify:  Name:___________________________________Phone: (           )__________________

Address:___________________________________________________ cell/wk: (           )_________________

                    street address                                          city                       state             zip


You can help us insure that our programs are meeting the needs of girls coming to our camps by providing the 


The following voluntary information.  Please check the ethnic group that best applies to you:

____ White
____ Black
____ Hispanic
____ Native American
____ Japanese
____ Chinese

____ Filipino
____ Other Asian

____ Other __________________

HEALTH HISTORY (write YES or NO)
ALLERGIES:

OTHER:

___ Sickle Cell

IMMUNIZATIONS:  (year primary

___ Hay Fever

___ Asthma

___ Lyme Disease
   completed or year of last booster)

___ Poison Oak

___ Heart Disease
___ Chicken Pox

Adult Tetanus  ______________________

___ Insect Stings

___ Arthritis

___ Hypertension

Diptheia           ______________________

___ Penicillin

___ Ear Infection

___ Glasses

Oral Polio        ______________________

___ Other Drugs

___ Menstrual Problems
___ Hearing Aid

Measles
          ______________________

___ Foods (kinds)
___ Diabetes

___ Contact Lenses
Mumps            ______________________

___ Animals (kinds)
___ Dizziness

___ Dental Braces/
Rubella (German Measles)_____________




___ Seizures

            Retainer

Hepatitis B      ______________________




___ Fainting

___ Other

Hib
          ______________________







_________________
Other
          ______________________

Details of any YES answers above:_____________________________________________________________

Known recent exposure to contagious disease?_____ What?_________________________________________

Recent hospitalizations, operations, serious injuries, or illnesses lasting more than 5 days:

______________________________ Date ____________ __________________________ Date____________

Any chronic disease? ________ If yes, describe:___________________________________________________

Are you currently taking any medication?_____ If yes, state what it is and for what, as well as potential side effects:____________________________________________________________________________________
__________________________________________________________________________________________

Are you currently under care of a physician or psychologist? _____ If yes, details:________________________
__________________________________________________________________________________________
Any special diet requirements? ____ If yes, describe:_______________________________________________

Any activity restrictions at camp? ______________________________________________________________

Adult must have written permission from a licensed physician for adult to participate in camp program.
Date:__________________________

PHYSICIAN’S STATEMENT

I have examined __________________________ within the past 24 months.  In addition, the health history and immunizations have been reviewed.  There are no apparent contra-indications to participating in routine camp activities.  There are no recent operations, illnesses, or injuries, other than noted below.

Special problems:
______________________________________________________________________




______________________________________________________________________
Allergies:

______________________________________________________________________

Medications:

______________________________________________________________________




______________________________________________________________________

Physician’s signature: _______________________________________________________________________

Name (print):

______________________________________________________________________

Address:

______________________________________________________________________

Phone:


(______)_______________________________________________________________




Please note that Tuberculin test is only required for kitchen staff.




Required within 24 months for all kitchen staff:  Cook, Assistant Cook, Dining Hall Director.



TUBERCULIN TEST:  Skin Test __________   X-ray____________ Result_____________

I am covered by health insurance (other than Girl Scouts):  Yes _____  No _____

If yes, Company:
______________________________   Policy/Member #_________________________

Name of Subscriber:
______________________________________________________________________

HEALTH INFORMATION PRIVACY STATEMENT

The Adult Health History Record is for health care concerns at the specified events only. All records will be handled by staff/volunteers whose job includes processing or using this information for the benefit of the participant. All medical records will be held in limited access by the health care supervisor of the specific event. Minimal necessary information may be shared with event staff/volunteers in order to provide adequate participant safety and health care. The health history record will be retained by the sponsoring council until it is destroyed. All forms/records with noted treatment will be retained for seven years. Access to the information will be limited, but copies may be requested from the event sponsor, by the participant or their legal representative.

I have read the above procedures for handling the health history record information and I agree to the release of any records necessary for treatment, referral, billing or insurance purposes.  I hereby give permission to the physician, selected by the camp, to render emergency medical/surgical treatment on my behalf.
Signed:____________________________________________________ Date:__________________



                      Staff member

Please return by June 1 to:

Butano Creek Girl Scout Camp






       2909 Yorkshire Court





      Pleasanton, CA  94588




                        (925) 899-4022
