Girl Scouts of Kentuckiana
www.kyanags.org

GENERAL PERMISSION AND HEALTH HISTORY

Troop # Leader

Meeting Place Meeting Day & Times

PLEASE COMPLETE BOTH SIDES OF FORM
GENERAL PERMISSIONS:

Written permission from parent or guardian is necessary for the following:

- participation in any activity throughout the troop year that takes place during the regular meeting time and
at the regular meeting place

- use of photos of your daughter by Girl Scouts of Kentuckiana

- administration by troop leader of acetaminophen (Tylenol or similar product)

Please sign the form below and return to the troop leader. Cross out any section for which you withhold permission.

BLANKET PERMISSION

My daughter, , has permission to participate in the activities of

(name)
Troop # which take place during the usual meeting time and the usual meeting place throughout the current
troop year. | understand that the leaders will request additional written parent or guardian permission for all other

troop activities.

The following people have my permission to pick up my daughter from her Girl Scout meeting:

Name Relationship to Child

Signed Phonett Date
(Parent or Legal Guardian)

PERMISSION TO ADMINISTER ACETAMINOPHEN

| give permission for acetaminophen (Tylenol or other product) to be administered to my

daughter, , in case of need.
Signed Date
(Parent or Legal Guardian)
#27
5/02 (Please complete hedth history on reverse side)




GIRL & ADULT HEALTH HISTORY
To: Participant

Thehealthof any childisprimarily theresponsibility of theparent/guardian. TheGirl Scout organization strongly recommendsannual heal thexaminations, dental check-
ups, andimmunizationagainst preventablediseases. TheGirl Scout policy of healthand saf ety impliesaresponsibility totheparticipantsfor their protection. Italsoimplies
theright of theorganizationtobeassured, asfar aspossibl e, that the participantsarephysically abletotakepartinactivities.

Date: Troop# PART I Illness & Injuries (Check those that apply)
Member's
Name: Asthma Heart Disease/Defect
Address Seizures Hypertension
Street
__ Diabetes __ Bleeding/Clotting Disorder
City Sae Zip
) Ear Infection Other (specify)
Dateof Birth: Age
Musculoskeletal Disorders
PARENT/GUARDIAN (if member isnot an adult): PART 1l: Allergies (Check those that apply and specify nature)
Name: Animals
Phone: (home) Food
BusinessAddress: Insect Sting
Medicine/Drugs
Phone: (business) Plants
Pollen
FAMILY PHYSICIAN:
Hay Fever
Name:
Other
Phone:
Treatment Used
EMERGENCY CONTACT (in case parent cannot bereached):
Name: Relationship PART III: Immunization Year
Address: Phone Tuberculin Test: (year) Results:
INSURANCE Primary Series Booster
FamilyMedical/Hospita Tnsurance D.P.T.
Policy or GroupNo.: Td I -
Measles
LAST HEALTH EXAMINATION:
Mumps
Date: Werethereany complicatingmedical
problemsnoted at that time? Polio I -
Specify: Rubella
Sincelast healthexamination, hastheperson had: Hib
(Yes) (No) Other:
- Aseriousinjury requirin
medical attejnti gngq 9 - N
- Anillnesslastingmorethan .
fivedays? PART 1V: Other Hedth Conditions (Check those that apply)
- Asurgical operationor .
fracture? — Bed Wetting — Nosehleeds
- Any prescribedor over-the- o _ _
counter medication? _ _ ——— Constipation __ SickleCéll Disease
- Treatmentinahospital ) ) ) )
emergencyroom? — Emotiona Disturbances __ Specid Diet
- Anyrestrictionsconcerning o
physical activities? — Fainting — Contact Lenses
Pleaseexplain"yes' toabove . .
questions. — Hearing Impairment — Glasses
_ Menstrual Cramps — Sleep Disturbances
Isperson currently under thecareof aphysicianor psychol ogist? — Motion Sickness Other:
Specify: Indicate information that would be useful to the adult in charge regarding the
Y above coérigitions Also indicate any activities to be encouraged ogr;ere&i.!iacrtedn.g

| know of noreason(s), other thantheinformationindicated onthisform, why my child shoul d not partici pateinprescribed activitiesexcept asnoted.

Signatureof Parent/L egal Guardian Date
(Pleasecompletegeneral permissionsonreverseside)




