Part A: Informed Consent, Release Agreement, and Authorization

Full name:

A

High-adventure base participants:

DOB:

Expedition/crew No.:
or staff position:

Informed Consent, Release Agreement, and Authorization

lunderstand that participation in Scouting activities involves the risk of personal
injury, including death, due to the physical, mental, and emotional challenges in the
activities offered. Information about those activities may be obtained from the venue,
activity coordinators, or your local council. | also understand that participation in
these activities is entirely voluntary and requires participants to follow instructions
and abide by all applicable rules and the standards of conduct.

In case of an emergency invelving me or my child, | understand that efforts will

be made to contact the individual listed as the emergency contact person by

the medical provider and/or adult leader. In the event that this person cannot be
reached, permission is hereby given to the medical provider selected by the adult
leader in charge to secure proper treatment, including hospitalization, anesthesia,
surgery, or injections of medication for me or my child. Medical providers are
authorized to disclose protected health information to the adult in charge, camp
medical staff, camp management, and/or any physician or health-care provider
involved in providing medical care to the participant. Protected Health Information/
Con:dential Health Information (PHI/CHI) under the Standards for Privacy of
Individually Identi’able Health Information, 45 C.FR. §§160.103, 164.501, etc.

seq., as amended from time to time, includes examination (ndings, test results, and
treatment provided for purposes of medical evaluation of the participant, follow-up
and communication with the participant's parents cr guardian, and/or determination
of the participant’s abifity to continue in the program activities.

(If applicable) | have carefully considered the risk involved and hereby give my
informed consent for my child to participate in all activities offered in the program.

| further authorize the sharing of the information on this form with any BSA volunteers
or professionals who need to know of medical conditions that may require special
consideration in conducting Scouting activities.

With appreciation of the dangers and risks associated with programs and
activities, on my own behalf and/or on behalf of my child, | hereby fully and
completely release and waive any and all claims for personal injury, death, or
loss that may arise against the Boy Scouts of America, the local council, the
activity coordinators, and all employees, volunteers, related parties, or other
organizations associated with any program or activity.

| also hereby assign and grant to the local council and the Boy Scouts of America,
as well as their authorized representatives, the right and permission to use and
publish the phetographs/[Im/videotapes/electronic representations and/or sound
recordings made of me or my child at all Scouting activities, and | hereby release
the Boy Scouts of America, the local council, the activity coordinators, and all
employees, volunteers, related parties, or other organizations associated with

the activity from any and all liabiity from such use and publication. | further
authorize the reproduction, sale, copyright, exhibit, broadcast, electronic storage,
and/or distribution of said photographs/ dm/videotapes/electronic representations
and/or sound recordings without limitation at the discretion of the BSA, and |
specil cally waive any right to any compensation | may have for any of the foregoing.

NOTE: Due te the nature of programs and
activities, the Boy Scouts of America and local
councils cannot continually monitor compliance
of program participants or any limitations
imposed upon them by parents or medical
providers. However, so that leaders can be as
familiar as possible with any limitations, list any
restrictions imposed on a child participant in
connection with programs or activities below.

D None

List participant restrictions, if any:

| understand that, if any information l/we have provided is found to be inaccurate, it may limit and/or eliminate the opportunity for participation in any event or activity. if |
am participating at Phimont, Phimont Training Center, Northern Tier, Florida Sea Base, or the Summit Bechtel Reserve, | have also read and understand the supplemental
risk advisories, including height and weight requirements and restrictions, and understand that the participant will not be allowed to participate in applicable high-adventure
programs if those requirements are not met. The participant has permission to engage in all high-adventure activities described, except as speci zally noted by me or the
health-care provider. If the participant is under the age of 18, a parent or guardian’s signature is required.

Participant's signature:

Date:

Parent/guardian signature for youth:

Date:

(If participant is under the age of 18)

Second parent/guardian signature for youth:

Date:

(If required; for example, California)

Complete this section for youth participants only:

Adults Authorized to Take to and From Events:

You must designate at least one adult. Please include a telephone number.
Name:

Telephone:

Adults NOT Authorized to Take Youth To and From Events:

Name:

Telephone:
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Part B: General Information/Health Hstory B

High-adventure base participants:
Full name: Expedition/crew No.:
DOB: or staff position:
Age: Gender: Height (inches). Weight (bs.)
Address:
City: State: ZIP code: Telephone:
Unit leader: Mobie phone:
Council Name/No.: Unit No.:
Health/Accident Insurance Company: Policy No.:

Please attach a photocopy of both sides of the insurance card. If you do not have medical insurance,
enter “none” above.

In case of emergency, notify the person below:

Name: Relationship:
Address: Home phone: Other phone:
Alternate contact name: Alternate’s phone:

Health History

Do you curently have or have you ever bean treated for any of the following?

Yes HNo Condilion Exphin
i ] | Diabetes Last HbA1c percentage and date:
e _' Hypertension {high blood pressurm) '

. ] Adul or congental heart dissase/heart attackichast paln
71T | anginayhean murmur/coronary artery disaasa. Any haart
| | surgery or procedure. Explain all *yas” answers.

Family history of heart disease or any sudden heart-
relatad daath of a famlly member before age 50.

| Stroka/TiA _ .
Asthma Last attack date:

Lung/respiratory disease
COPD

177

Ear/eyes/nose/sinus probiems

O
i

Muscular/skelketal condit bn/muscle or t'OﬁB Bsues

Head Injury/concussion
Mllyde'shmass _

Psychiatric/psychological or emotional dificulties
Bahavioralneurological disordars

Bload dfsordgfsfsk:kle cel disease

Falnting spels and dmnéss

i

-r»w;‘

Kidney disease

5

Selzures Last seizure date:

-

Abqomimb‘stomacwaigasﬂ\}e problems

Thymold disease
Excassiva fatigue _ _
Obstructive sieep apnea/sieep disorders CPAP: Yes/I NolOl
List a%isﬁrgéﬁgs and hospltalzatons _ E.a_mt surgery date:

CHCHCHOC O YT ORI T O CH Y O O O SN T 1

List any other medical contitions not covered above

iniimiinlim|
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Part B: General Information/Health Hstory B

High-adventure base participants:
Full name: Expedition/crew No.:
DOB: or staff position:

Allergies/Medications

Are you alBigh: 1o or do you have any adversa reaction 1o any of the foliowing?

No Allergies or Reactions

i | ™) | Food I [ I ™ t Insect bites/stings I
List all medications currently used, including any over-the-counter medications.

'] CHECK HERE IF NO MEDICATIONS ARE ROUTINELY TAKEN. [ jiF ADDITIONAL SPACE IS NEEDED, PLEASE
INDICATE ON A SEPARATE SHEET AND ATTACH.

Doze Freguency

E] YES E] NO  Non-prescription medication administration is authorized with these exceptions:

Administration of the above medications Is approved for youth by:

Parent/guardian signabure MD/DO, NP, or PA signature (if your state recuiires signature)

Bring enough medications in sufficient quantities and in the original containers. Make sure that they
are NOT expired, including inhalers and EpiPens. You SHOULD NOT STOP taking any maintenance
medication unless instructed to do so by your doctor.

immunization

The foliowing Immunizations am recommended by the BSA. Telanus immunization Is required and must have been recelvad within the last 10 years. If you had the disease,
check the disease column and ist the date. If mmunized, check yes and provide the year received.

Please list any additional information

Yax', !-hd Disease Immunization about your medical history:
i1t Tetanus

U Pertussis

i Diphtheria

it Measles/mumps/rubela _

miin Polo " | i S
nin ChckenFox R ey oty
r, er' E: Hepatitis A _ _ ) ) _ | Reviewed by:

o Hepattls B _ .  Date:

E“* {w Meningltis Further approval required: L Yes | Mo
E’" r Influenza . _ _ e Reason:

1] | ctrer e, HiEy . | Aparoved by,

N Exempiion to mmunizations (form required) | . Date:
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Part C. Pre-Participation Physical C

This part must be completed by certiled and licensed physicians (MD, DO), nurse practitioners, or physician assistants.

High-adventure base participants:
Full name: Expedition/crew No.:
DOB: or staff position:

You are being asked to certify that this individual has no contraindication for participation inside a
Scouting experience. For individuals who will be attending a high-adventure program, including one
of the national high-adventure bases, please refer to the supplemental information on the following
pages or the form provided by your patient.

Examiner: Please fill in the following information:

Explxin

Medical restrictions to participate

pies or Reactions

[ | [ | weskaton ST [ [pane
[ | [ | Food g [ | [T | msectbitessstings
Height (inches):; - Weight (Ibs.): __ BML: __ Biood Pressure;____ ! : Pulse:,

Normal Abnormal . Explain Abnormalitiss Examiner’s certiﬁcation

' i I centify that | have rviewed the haalth history and examined this person and find
Eyes § {_ no contraindications for participation ina Scouting experience. This particlpant
i i with noted restrictionsy:
Ears/mose’ = %—“’-" True Faise Exphin
thwoat ' | - : s
L | T | Mests regntveight requirements.
- r""* =t fw 3:“ Coes not have uncontoled heart disease, asthima, of hypetension.
e i ; | Has ot had an orthopeadic Injury, muscuoskeketal probkems, or
- f- ?‘ orthopedic surgery Inthe last six months or possesses a ketter of
s — 1 clearance from his or her orthopedic surgeon or tratihg physiclan.
i i S
e i i [ 1 1 | Has no uncontroliad psychiatric disorders.
_ i jﬁw gﬂ | Has had no sozurs In the last year.
3 = .
Abdomen i i, { 3 r Does not have poorly controled diabetes. _ -
) ™ | r— {fksstiants yéatsd age and planning to scuta dive, doos not have
i = e i - diabetas, asthma, or selzures.
n ¥ R 2 '
Seabtame § i ; it == | For high-adventure participants, | have reviewed with them the
¢ i important supplemental risk advisery provided.
iy P
Musculoskeietal
) 2 i Examiner’s Signature: Date:
P — e 1 : Provider printed name:
Neuological § i
! Addrass:
e i Clty: State: ZIP code:
o P i
Office phone:

Height/Weight Restrictions
If youexceed the maximum welght for height as explained In the foliowing chart and youwr planned high-adventure activity will take you mors than 20 minutes away from an
emergency whiclk/accessible roadway, you may not be allowad to participate.

Maximum weight for height

Height finches) Max. Weight Height inches) Max. Weaight Height finches) Max. Weight @ Height finches) Max. Weight

0 e TRl 5 195 0 228 i 260
&1 172 _ 89 2o 7 - m R 267
62 178 ' 87 o 72 mm 77 274
- 153 a8 24 7a 245 a | 281
64 189 ' &9 ] 20 74 252 74 and over 2%

SR
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