Part A: Informed Consent, Release Agreement, and Authorization

Full name:

High-adventure base participanis:

Date of birth:

Expedition/crew No.:

or staff position:

informed Gonseni, Release Agreement, and Authorization

| understand 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 ebiained from the venue, activity coordinators, er your local council.
1 alsp understand that participation in these activities is entirely voluntary and reguires participants
1o 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 efforis wili be made to
contact the individual listed as the emergency contact person by the medical provider and/er
aduit 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 freatment, including
hospitalization, anesthesia, surgsry, or injections of medication for me or my child. Medical
providers are authorized to disclose protected heaith information to the adult in charge, camp
medical staff, camp management, and/or any physician or health-care provider invoived in
providing medical care 1o the participant. Protected Health Information/Confidential Heaith
Infermation (PHY/CHI) under the Standards for Privacy of Individually Identifiable Health Information,
45 C.FR. §§160.103, 164.501, etc. seq., as amended from time to time, includes examination
findings, test results, and treatment provided for purposes of medical evaluation of the participant,
follow-up and communication with the participant's parents or guardian, and/or determination of
the participant’s ability to continue in the program activities.

{if applicable) | have carefully considered the risk invalved 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 1o know of
medical conditions that may require special consideration in conducting Sceuting activities.

With appreciaiion 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 refease and waive
any and all elaims for personal injury, death, or loss that may arise against the Boy Scouts
of America, the local council, the activity coordinators, and ail 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 photographs/film/
videatapes/electronic representations and/or sound recordings made of me or my child at all
Scouting activities, and I hereby release the Boy Scouts of America, the locat council, the activity
coordinators, and all employees, velunteers, related parties, or other arganizations associated
with the activity from any and all liability from such use and publication. | further authorize the
reproduction, sale, copyright, exhibit, broadeast, electronic storage, and/or distribution of said
photographs/film/videotapes/electronic representations and/or sound recordings withaut limitation
at the discretion of the BSA, and | specifically waive any right to any compensation | may have for
any of the foregeing.

Every person who furnishes any BB device to any minor, without the express or implied permission
of the parent or legal guardian of the minor, is guifty of a misdemeanor. {California Penal Cade
Section 19915fa]) Wy signature befow on this form indicates my permission.

| give permission for my child fo use a BB device. {Note: Not all events will include BB davices.}

] Checking this box indicates you DO NOT want your child to use a BB device.

MOTE: Due to the nature of programs and aclivilies, the Boy Scouts of
America and local councils cannot continually monitor compliance of program
par’rici:rants or any limitations imposed upon, + arents or medical

pragrams ar actsvmes below.

] None

\_/

List participant restrictions, if any:

f understand that, n‘ any mfuﬁnaﬁan lfwe hi
Philmont Scout Ranch, Phil

parent or guardign's signature is requsreg
Participant’s pignature:____

Parent/guardiagn signature forvouth:

{if participal

\as permissicn to engage in all high-adventure activities deserihed, except as specifically noted by me or the health-care provider. If the pa

Was Sl@ﬂmjﬂNe “
oenY Sianat(e

is under the age of 18)

Gamplete this section for youth participants only:
Adults Authorized to Take Youth to and From Evenis:

You must designate at least one adult. Please inclirde a phene number.

Aduits NOT Authorized to Take Youth ts and From Events:

Name: __

Phone:
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Part B1: General Information/Health History B1

Full name: High-adventure base partiicipanis:
il [ e SN S S e
Date of birth: or staff position: L
//_—
Ager . Gender_ o Height(nches: -  Weight {Ibs.):
Address: — TN~ . o
G 2 . State _ ZlPcode: __ Phone:__
Unit [fader: ,Ta,n)‘,a Chamer__“__ - ____ Unitleader's mobile #980'_8_75_"7_5_Tf1______ A
COR;FI T Name/ilo.: "f‘ec'_‘_‘e_r‘?_“rg_g‘)u’f‘[@o”“‘i" 415, . UnitNe. ,%ﬂTIP,O E 5 .
Heal y cident Insurance Company: O B R Policy No.: s

0 Please aif tocopy of both sides of the insurance card. if you do nof have medieal insurance, enter “none” above. /

in case of emergency, noiify the person helow:

Name:_ I Relationship: s
Address: - . = 1 Home phone: s e __ Otherphane: . =
Alternate contact name: . . . ) . . _ Alternate’sphone:

Health History

Do you currently have or have you ever been treated for any of the following?

R __ Condition L : _ bl
Diabetes Last HbAic perceniage and date: Insulin pump: Yes [ Ne I

Hypertension (high blood pressure}

Adult or congenital heart cisease/heart attack/chest pain (anginal/
heart murmur/coronary arfery disease. Any heart surgery or
procedure. Expiain all “yes” answers.

1]

Family history of heart disease or any sudden heari-related
death of a family member before age 50.

Strake/TIA

Asthma/reactive airway disease Last attack date:

Lung/respiratory disease
COPD

Ear/eyes/nose/sinus problems

Muscuiar/skeletal condition/muscle or bone issues

Head injury/concussion/TBI

Altitude sickness

Psychiatric/psychological or emotional difficulties

Neurological/behavioral disorders

Biood disorders/sickle cell disease ~

Fainting spells and dizziness

Kidney diseass

Seizures or epilepsy Last seizure date:

Abdominal/stomach/digestive problems

Thyroid disease

Skin issues
Obstructive sleep apnea/sieep disorders cPaP:Yes™ mel
List all surgeries and hospitalizations Last surgery date:

List any other medical conditions nat covered above

e
DO |

mﬁﬁ) Prepared. For Life. o
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Part B2: General Information/Health History

Full name:

Date of birth:

or staff pesition:

High-adventure base participants:
Expedition/crew No.. _

Allergies/Medications
DO YOU USE AN EPINEPHRINE
AUTQINJECTOR? Exp. date {if yes)

™ yES o

Are_ vou allergic tn or do you have any adverse reaction io any of the following?
Ne
f_“ MEdIG&ﬂGn

Allergies or' Reactmns

Yos

Explain

DO YOU USE AN ASTHMA RESCUE
INHALER? Exp. date (if yes)

™ YES

™ NO

Explain

M ! E_ | Foed ! i i ™ I Insect bites/stings

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

[3 Check here if no medications are routmely taken.

Medlcatmn

Frequency

[ If additional space is needed, please list on a separate sheet and attach.

v e able

= yov. Mant| \eaders

3o

admmiSyer

the above m caﬁons is a,oproved for y:juth by:

'C{’V\ S\AN e

~——auny ' 0dn- peesufipHon  wedicoins  Anede NS and %a%n
T YES ?— NO Non-preseription medication administration is authoriZEthwith these exceptions:
Administration

Parentiquardig) signature

MD/DO, NP, or PA signature (if your state reguires signature)

ing enough medications in sufficient quantities and in the originat containers/Make sure that they are NOT expired, including inhalers and EpiPens. You SHOULD NOT STOP taking
any +eqance medication unless instructed fo do so by your doctor.

immiunization

The foliowing immunizations are recommended. Tetanus immunization is required.#nd must have been received within e
years. if you had the diseasa check the eisease co!umn and fist the date. if imptnized, r:hack yes and prmrrde the year received

Please list any additional information about your

Exemption to immunizations (form requireti}‘\

| Yes  No Hadmsease . : lmmumzaimn Date(s) \medical history:

[ Tetanus \

- — [ povide \jear |\

L o / Apamutyzabions |\

L_ :-_- Measles/mumpsirubella ! ' cLiy ‘Cd oy »

= = ! send in L

LT . R ITT
L e | OF \mmuniatin

§_— r—- Hepatitis B '\.,“ (C COY. d i;?iﬁ

§"— r Meningitis t\..

!_' r_ Influenza \ =

E_m— r—— Other (i.e., HIB) \\.\ I —
o
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