
Annual Health and Medical Record
(Valid for 12 calendar months)

Policy on Use of the Annual Health and Medical Record

In order to provide better care for its members and to assist them in better understanding their own physical 
capabilities, the Boy Scouts of America recommends that everyone who participates in a Scouting event have 
an annual medical evaluation by a certified and licensed health-care provider—a physician (MD or DO), nurse 
practitioner, or physician assistant. Providing your medical information on this four-part form will help ensure 
you meet the minimum standards for participation in various activities. Note that unit leaders must always 
protect the privacy of unit participants by protecting their medical information.

Parts A and B are to be completed at least annually by participants in all Scouting events. This health history, 
parental/guardian informed consent and hold harmless/release agreement, and talent release statement is to be 
completed by the participant and parents/guardians. 

Part C is the physical exam that is required for participants in any event that exceeds 72 consecutive hours, 
for all high-adventure base participants, or when the nature of the activity is strenuous and demanding. Service 
projects or work weekends may fit this description. Part C is to be completed and signed by a certified and 
licensed heath-care provider—physician (MD or DO), nurse practitioner, or physician assistant. It is important 
to note that the height/weight limits must be strictly adhered to when the event will take the unit more than 
30 minutes away from an emergency vehicle–accessible roadway, or when the program requires it, such as 
backpacking trips, high-adventure activities, and conservation projects in remote areas. See the FAQs for when 
this does not apply.

Part D is required to be reviewed by all participants of a high-adventure program at one of the national high- 
adventure bases and shared with the examining health-care provider before completing Part C.

Philmont Scout Ranch. Participants and guests for Philmont activities that are conducted with limited 
access to the backcountry, including most Philmont Training Center conferences and family programs, 
will not require completion of Part C. However, participants should review Part D to understand potential 
risks inherent at 6,700 feet in elevation in a dry Southwest environment. Please review specific registration 
information for the activity or event.

Northern Tier National High Adventure Base.

Florida National High Adventure Sea Base. The PADI medical form is also required if scuba diving  
at this base.

Risk Factors
Based on the vast experience of the medical community, the BSA has identified the following risk factors that 
may limit your participation in various outdoor adventures.

For more information on medical risk factors, visit Scouting Safely on www.scouting.org.

Prescriptions

The taking of prescription medication is the responsibility of the individual taking the medication and/or that 
individual’s parent or guardian. A leader, after obtaining all the necessary information, can agree to accept the 
responsibility of making sure a youth takes the necessary medication at the appropriate time, but BSA does not 
mandate or necessarily encourage the leader to do so. Also, if state laws are more limiting, they must be followed.

Frequently Asked Questions (FAQs)

www.bsajamboree.org

 

Excessive body weight
Heart disease
Hypertension (high blood pressure)
Diabetes

Seizures
Lack of appropriate immunizations 
Asthma
Allergies/anaphylaxis

Muscular/skeletal injuries
Psychiatric/psychological and 
emotional difficulties
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Annual BSA Health and Medical Record
Part A
GENERAL INFORMATION

Nam e  ___________________________________________________________________ D ate of b irth   ________________________________ A g e  _____________    M ale  F em ale 

A ddress _________________________________________________________________________________________________________________________  G rade com pleted (y ou th  only ) __________

C ity   _____________________________________________________________________ S tate ____________  Z ip  ____________________________ P h one No.  ________________________________

U nit leader  ______________________________________________________ C ou ncil nam e/No.  ___________________________________________ U nit No.  ___________________

S ocial S ecu rity  No. (optional; m ay  b e req u ired b y  m edical facilities for treatm ent) _______________________ R elig iou s preference  ______________________________

H ealth /accident insu rance com pany   __________________________________________________________ P olicy  No.  ________________________________________________________ 

A T T A C H A  P HO T O C O P Y  O F  B O T H S ID E S  O F  IN S U R A N C E  C A R D . IF  F A M IL Y  HA S  N O  M E D IC A L  IN S U R A N C E , S T A T E  “ N O N E .”  

In case of em erg ency , notify : 

Nam e  _________________________________________________________________________________  R elationsh ip  _____________________________________________________________

A ddress  _________________________________________________________________________________________________________________________________________________________________

H om e ph one  _________________________________________ B u siness ph one  _______________________________  C ell ph one  ___________________________________________

A lternate contact  _________________________________________________________________________ A lternate’s ph one  ___________________________________________________

HEALTH HISTORY

A re y ou  now, or h av e y ou  ev er b een treated for any  of th e following : A llergies o r R eactio n to :

Y es N o C o nditio n E x plain M edication ____________________________________

F ood, P lants, or Insect B ites _________________

_________________________________________________

Im m uniz atio ns:

T h e following  are recom m ended b y  th e B S A . 

T etanus im m uniz atio n is req uired and m ust 

have been received w ithin the last 1 0  y ears. If 

h ad disease, pu t “ D ”  and th e y ear. If im m u niz ed, 

ch eck  th e b ox and th e y ear receiv ed.

 Y es N o  D ate

 T etanus ________________________

 P ertu ssis _______________________

 D iph th eria ______________________

 M easles ________________________

 M u m ps _________________________

 R u b ella _________________________

 P olio ____________________________

 C h ick en pox____________________  

 H epatitis A  _____________________

 H epatitis B  _____________________

 Infl u enz a  _______________________

 O th er (i.e., H IB )  ________________

  Exem ption to im m u niz ations claim ed  

(form  req u ired).

A sth m a L ast attack : ____________

D iab etes L ast H b A 1 c: ____________

H y pertension (h ig h  b lood pressu re)

H eart disease (e.g ., C H F , C A D , M I)

S trok e/T IA

L u ng /respiratory  disease

Ear/sinu s prob lem s

M u scu lar/sk eletal condition

M enstru al prob lem s (wom en only )

P sy ch iatric/psy ch olog ical and 
em otional diffi cu lties

B eh av ioral disorders (e.g ., A D D , 
A D H D , A sperg er sy ndrom e, au tism ) 

B leeding  disorders

F ainting  spells

T h y roid disease

K idney  disease

S ick le cell disease

S eiz u res L ast seiz u re: ____________

S leep disorders (e.g ., sleep apnea) U se C P A P : Y es  No 

A b dom inal/dig estiv e prob lem s

S u rg ery  

S eriou s inju ry

O th er

MED IC ATIONS

L ist all m edications cu rrently  u sed. (If additional space is needed, please ph otocopy   
th is part of th e h ealth  form .) Inh alers and EpiP en inform ation m u st b e inclu ded, ev en 
if th ey  are for occasional or em erg ency  u se only .

M edication  _____________________________

S treng th   ________  F req u ency   ____________

A pproxim ate date started  ________________

R eason for m edication ___________________

________________________________________

M edication  _____________________________

S treng th   ________  F req u ency   ____________

A pproxim ate date started  ________________

R eason for m edication ___________________

________________________________________

M edication  _____________________________

S treng th   ________  F req u ency   ____________

A pproxim ate date started  ________________

R eason for m edication ___________________

________________________________________

M edication  _____________________________

S treng th   ________  F req u ency   ____________

A pproxim ate date started  ________________

R eason for m edication ___________________

________________________________________

M edication  _____________________________

S treng th   ________  F req u ency   ____________

A pproxim ate date started  ________________

R eason for m edication ___________________

________________________________________

M edication  _____________________________

S treng th   ________  F req u ency   ____________

A pproxim ate date started  ________________

R eason for m edication ___________________

________________________________________

A dm inistration of th e ab ov e m edications is approv ed b y  (if req u ired b y  y ou r state): ________________________ / _______________________
 P arent/g u ardian sig natu re and/or M D /D O , NP , or P A  sig natu re

B e sure to  bring m edicatio ns in suffi cient q uantities and the o riginal co ntainers. M ak e sure that they  are N O T   
ex pired, including inhalers and E piP ens. Y o u S HO U L D  N O T  S T O P  tak ing any  m aintenance m edicatio n.

(For more information about immunizations, 
as well as the immunization exemption form, 
see Scouting Safely on Scouting.org.)
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Part B

INFORMED CONSENT AND HOLD HARMLESS/RELEASE AGREEMENT

I u nderstand th at participation in S cou ting  activ ities inv olv es a certain deg ree of risk  and can b e ph y sically , m entally , and em otionally  
dem anding . I also u nderstand th at participation in th ese activ ities is entirely  v olu ntary  and req u ires participants to ab ide b y  applicab le 
ru les and standards of condu ct. 

In case of an em erg ency  inv olv ing  m e or m y  ch ild, I u nderstand th at ev ery  effort will b e m ade to contact th e indiv idu al listed as th e 
em erg ency  contact person. In th e ev ent th at th is person cannot b e reach ed, perm ission is h ereb y  g iv en to th e m edical prov ider 
selected b y  th e adu lt leader in ch arg e to secu re proper treatm ent, inclu ding  h ospitaliz ation, anesth esia, su rg ery , or injections of 
m edication for m e or m y  ch ild. M edical prov iders are au th oriz ed to disclose protected h ealth  inform ation to th e adu lt in ch arg e, cam p 
m edical staff, cam p m anag em ent, and/or any  ph y sician or h ealth  care prov ider inv olv ed in prov iding  m edical care to th e participant. 
P rotected H ealth  Inform ation/C onfi dential H ealth  Inform ation (P H I/C H I) u nder th e S tandards for P riv acy  of Indiv idu ally  Identifi ab le 
H ealth  Inform ation, 4 5  C .F .R . § § 1 6 0 .1 0 3 , 1 6 4 .5 0 1 , etc. seq ., as am ended from  tim e to tim e, inclu des exam ination fi nding s, test resu lts, 
and treatm ent prov ided for pu rposes of m edical ev alu ation of th e participant, follow- u p and com m u nication with  th e participant’s 
parents or g u ardian, and/or determ ination of th e participant’s ab ility  to continu e in th e prog ram  activ ities.

I h av e carefu lly  considered th e risk  inv olv ed and g iv e consent for m y self and/or m y  ch ild to participate in th ese activ ities. I approv e 
th e sh aring  of th e inform ation on th is form  with  B S A  v olu nteers and professionals wh o need to k now of m edical situ ations th at m ig h t 
req u ire special consideration for th e safe condu cting  of S cou ting  activ ities.

I release th e B oy  S cou ts of A m erica, th e local cou ncil, th e activ ity  coordinators, and all em ploy ees, v olu nteers, related parties, or oth er 
org aniz ations associated with  th e activ ity  from  any  and all claim s or liab ility  arising  ou t of th is participation.

 W ith ou t restrictions.

 W ith  special considerations or restrictions (list)  ____________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________

TALENT RELEASE AGREEMENT

I h ereb y  assig n and g rant to th e local cou ncil and th e B oy  S cou ts of A m erica th e rig h t and perm ission to u se and pu b lish  th e ph otog raph s/
fi lm /v ideotapes/electronic representations and/or sou nd recording s m ade of m e or m y  ch ild at all S cou ting  activ ities, and I h ereb y  
release th e B oy  S cou ts of A m erica, th e local cou ncil, th e activ ity  coordinators, and all em ploy ees, v olu nteers, related parties, or oth er 
org aniz ations associated with  th e activ ity  from  any  and all liab ility  from  su ch  u se and pu b lication.

I h ereb y  au th oriz e th e reprodu ction, sale, copy rig h t, exh ib it, b roadcast, electronic storag e, and/or distrib u tion of said ph otog raph s/
fi lm /v ideotapes/electronic representations and/or sou nd recording s with ou t lim itation at th e discretion of th e B oy  S cou ts of A m erica, 
and I specifi cally  waiv e any  rig h t to any  com pensation I m ay  h av e for any  of th e foreg oing .

 Y es  No

I understand that, if any  info rm atio n I/ w e have pro vided is fo und to  be inaccurate, it m ay  lim it and/o r elim inate the o ppo rtunity  
fo r participatio n in any  event o r activity . 

If I am participating at Philmont, Philmont Training Center, Northern Tier, or Florida Sea Base: I have also read and 
understand the risk advisories explained in Part D, 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 specifically noted by me or the 
health-care provider.

P articipant’s nam e  _______________________________________________________________________________________________________

P articipant’s sig natu re  __________________________________________________________________ D ate  ____________________________

P arent/g u ardian’s sig natu re  ______________________________________________________________ D ate  ____________________________
 (if participant is u nder th e ag e of 1 8 )

S econd parent/g u ardian sig natu re  ________________________________________________________ D ate  ____________________________
 (if req u ired; for exam ple, C A )

T his A nnual Health and M edical R eco rd is valid fo r 1 2  calendar m o nths.

ADU LTS AU THORIZ ED TO TAK E Y OU TH TO AND FROM EV ENTS: 

Y ou  m u st desig nate at least one adu lt. P lease inclu de a teleph one nu m b er.

1 . Nam e _________________________________________________________________ T eleph one  ______________________________________

2 . Nam e _________________________________________________________________ T eleph one  ______________________________________

3 . Nam e _________________________________________________________________ T eleph one  ______________________________________

A du lts NO T  au th oriz ed to tak e y ou th  to and from  ev ents: 

1 . Nam e __________________________________________________________________________________________________________________

2 . Nam e __________________________________________________________________________________________________________________

3 . Nam e __________________________________________________________________________________________________________________

P art B   F ull nam e:  ___________________________________________________________  D O B :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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Part C 
T O  T HE  E X A M IN IN G  HE A L T H-C A R E  P R O V ID E R  (C ertifi ed and licensed ph y sicians [M D , D O ], nu rse practitioners, and ph y sician’s assistants)

Y ou  are b eing  ask ed to certify  th at th is indiv idu al h as no contraindication for participation in a S cou ting  experience. F or indiv idu als wh o will b e attending  a 

h ig h -adv entu re prog ram  at one of th e national h ig h -adv entu re b ases, please refer to P art D  for additional inform ation. 

(P art D  was m ade av ailab le to m e. o Y es o No)

PHYSICAL EXAMINATION

H eig h t (inch es) ____________  Weig h t (pou nds)______________  M axim u m  weig h t for h eig h t __________ M eets h eig h t/weig h t lim its  Y es   No 

B lood pressu re _______________________  P u lse  __________________  P ercent b ody  fat (optional) __________________

If y ou  exceed th e m axim u m  weig h t for h eig h t as explained on th is pag e and y ou r planned h ig h -adv entu re activ ity  will tak e y ou  m ore th an 3 0  m inu tes 

away  from  an em erg ency  v eh icle– accessib le roadway , y ou  w ill no t b e allowed to participate. A t th e discretion of th e m edical adv isors of th e ev ent 

and/or cam p, participation of an indiv idu al exceeding  th e m axim u m  weig h t for h eig h t m ay  b e allowed if th e b ody  fat percentag e m easu red b y  th e 

h ealth -care prov ider is determ ined to b e 2 0  percent or less for a fem ale or 1 5  percent or less for a m ale. (P h ilm ont req u ires a water-displacem ent 

test to b e u sed for th is determ ination.) P lease call th e ev ent leader and/or cam p if y ou  h av e any  q u estions. Enforcing  th e h eig h t/weig h t g u idelines is 

strong ly  encou rag ed for all oth er ev ents.

N o rm al A bno rm al E x plain A ny  
A bno rm alities R ange o f M o bility N o rm al A bno rm al E x plain A ny  

A bno rm alities

Ey es K nees (b oth )

Ears A nk les (b oth )

Nose S pine

T h roat

L u ng s

Neu rolog ical O ther Y es N o

H eart C ontacts

A b dom en D entu res

G enitalia B races

S k in Ing u inal h ernia E x plain

Em otional 
adju stm ent

M edical eq u ipm ent 
(i.e., C P A P , oxy g en)

T u b ercu losis (T B ) sk in test (if req u ired b y  y ou r state for B S A  cam p staff) Neg ativ e P ositiv e

A llergies (to wh at ag ent, ty pe of reaction, treatm ent): ____________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________
R estrictio ns (if none, so state)  ____________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

E X A M IN E R ’S  C E R T IF IC A T IO N
I certify  th at I h av e rev iewed th e h ealth  h istory  and exam ined th is person 

and fi nd no contraindications for participation in a S cou ting  experience. 

T h is participant (with  noted restrictions ab ov e)

T rue F alse

 M eets h eig h t/weig h t req u irem ents

 D oes not h av e u ncontrolled h eart disease, asth m a, or 

h y pertension

 H as not h ad an orth opedic inju ry , m u scu losk eletal 

prob lem s, or orth opedic su rg ery  in th e last six m onth s 

or possesses a letter of clearance from  th eir orth opedic 

su rg eon or treating  ph y sician

 H as no u ncontrolled psy ch iatric disorders

 H as h ad no seiz u res in th e last y ear

 D oes not h av e poorly  controlled diab etes

 If less th an 1 8  y ears of ag e and planning  to scu b a div e, 

does not h av e diab etes, asth m a, or seiz u res

P rov ider printed nam e  _______________________________________________________

A ddress  _________________________________________________________________________

C ity , state, z ip  __________________________________________________________________

O ffi ce ph one  ___________________________________________________________________

S ig natu re  ________________________________________________________________________

D ate  ______________________________________________________________________________

Height
(inches)

R eco m m ended
W eight (lbs)

A llo w able
E x ceptio n

M ax im um
A cceptance

6 0 9 7 - 1 3 8 1 3 9 - 1 6 6 1 6 6

6 1 1 0 1 - 1 4 3 1 4 4 - 1 7 2 1 7 2

6 2 1 0 4 - 1 4 8 1 4 9 - 1 7 8 1 7 8

6 3 1 0 7 - 1 5 2 1 5 3 - 1 8 3 1 8 3

6 4 1 1 1 - 1 5 7 1 5 8 - 1 8 9 1 8 9

6 5 1 1 4 - 1 6 2 1 6 3 - 1 9 5 1 9 5

6 6 1 1 8 - 1 6 7 1 6 8 - 2 0 1 2 0 1

6 7 1 2 1 - 1 7 2 1 7 3 - 2 0 7 2 0 7

6 8 1 2 5 - 1 7 8 1 7 9 - 2 1 4 2 1 4

6 9 1 2 9 - 1 8 5 1 8 6 - 2 2 0 2 2 0

7 0 1 3 2 - 1 8 8 1 8 9 - 2 2 6 2 2 6

7 1 1 3 6 - 1 9 4 1 9 5 - 2 3 3 2 3 3

7 2 1 4 0 - 1 9 9 2 0 0 - 2 3 9 2 3 9

7 3 1 4 4 - 2 0 5 2 0 6 - 2 4 6 2 4 6

7 4 1 4 8 - 2 1 0 2 1 1 - 2 5 2 2 5 2

7 5 1 5 2 - 2 1 6 2 1 7 - 2 6 0 2 6 0

7 6 1 5 6 - 2 2 2 2 2 3 - 2 6 7 2 6 7

7 7 1 6 0 - 2 2 8 2 2 9 - 2 7 4 2 7 4

7 8 1 6 4 - 2 3 4 2 3 5 - 2 8 1 2 8 1

7 9  &  ov er 1 7 0 - 2 4 0 2 4 1 - 2 9 5 2 9 5

T h is tab le is b ased on th e rev ised D ietary  G u idelines for A m ericans from  th e U .S .  
D ept. of A g ricu ltu re and th e D ept. of H ealth  &  H u m an S erv ices.

P art C   F ull nam e:  ______________________________________________________________  D O B :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

D O  N O T  W R IT E  IN  T HIS  B O X
R EV IEW F O R  C A M P  O R  S P EC IA L  A C T IV IT Y
R ev iewed b y   ____________________________________________________________________________________________________ D ate  _______________________________

F u rth er approv al req u ired o Y es o No R eason  ________________________________________________________________________________________________________
B y   ______________________________________________________________________________________________________________ D ate  _______________________________


