 
   GIRL/ADULT HEALTH HISTORY RECORD

	r Girl     r Adult Please Print Name                                                         Birthdate                         Troop No.                          School               


	
	
	
	

	Address                                                      City                                      State                        Zip                                    Home Telephone

                                                                                                                                                                                         (         )
	
	
	
	

	Parent/Guardian(s) Name                                                                                                 Work Telephone                    Other  Telephone/Pager

1.                                                                                                                                        (          )                                  (         )

2.                                                                                                                                        (          )                                  (         )
	
	
	
	

	Name of Family Physician:                                                                                                Telephone                              Other  Telephone/Pager

                                                                                                                                           (          )                                  (         )

Family Medical/Hospital Insurance Carrier:                                                                      Policy or Group No.:
	
	
	
	

	EMERGENCY CONTACT (Other than parent):                                               Relationship                                     Telephone

                                                                                                                                                                                    (         )
	
	
	
	

	Health Considerations (Check those that apply.  Please use the back of this form if you need more space to write.)
	
	
	
	

	r Asthma

r Bed wetting

r Bleeding/Clotting disorder

r Constipation

r Dental Braces
	r Diabetes

r Ear Infection (chronic)

r Emotional disturbances

r Epilepsy/Seizures

r Fainting
	r Glasses/contact lenses

r Hearing impairment

r Heart Defect/Disease

r Hypertension

r Hypoglycemia
	r Hypertension

r Kidney Disorders

r Menstrual cycle began

r Motion sickness

r Musculoskeletal Disorder
	r Nosebleeds

r Sickle cell trait/disease

r Special dietary regimen

r Sleep disturbances

r Other (specify):

	Allergies (check &  specify nature of allergic reaction.)
	
	Immunization History
	
	

	r Animals______________________________________

r Food ________________________________________

r Hay fever_____________________________________

r Insect Stings __________________________________

r Medicines/drugs _______________________________

r Plants ________________________________________

r Pollen________________________________________

r Other (Specify) ________________________________
	
	Immunization

Primary Series Completed
Last Booster

        Month/Year
Month/Year

DTP


 _________/_________          _________/_________

  Diphtheria

 _________/_________          _________/_________

  Tetanus             

 _________/_________          _________/_________

  Pertussis(whooping cough) _________/_________          ________/_________

Hbv


 _________/_________          _________/_________

TD


 _________/_________          _________/_________

Measles 


 _________/_________          _________/_________

Mumps


 _________/_________          _________/_________

Rubella   (German measles)
 _________/_________          _________/_________

Oral Polio (OPV) 

 _________/_________          _________/_________

Hib


 _________/_________          _________/_________

Tuberculin test (most recent)_________/_________         _________/_________

Other __________________  _________/_________         _________/_________
	
	

	Date of last health examination:                            Were there any  medical problems at that time?
	
	
	
	

	Has participant had any recent injuries or surgery?     r Yes        r  No          If yes, please explain and specify date:
	
	
	
	

	Does participant take any prescribed medications on a regular basis?        r Yes        r No    If yes, please state medication and reason:


	
	
	
	

	Is participant restricted from participating in any school physical education activity?       r Yes        r No       If yes, please explain:


	
	
	
	

	On the back of this form, please explain any above items that are checked.  Indicate any information useful to the adult in charge in relation to any of these health conditions.  Also indicate any activities to be encouraged or restricted. 
	
	
	
	

	This health history is complete and accurate.  I know of no reason(s), other than the information indicated on this form, why my girl should not participate in prescribed activities except as noted. I give permission for my child to receive emergency medical treatment if needed.

Signature of Parent/Guardian(s):                                                                                                              Date:____________________________

This health history is complete and accurate.  I am able to engage in all prescribed activities except as noted.

Signature of adult:___________________________________________________________________   Date:____________________________
	
	
	
	


