	[image: image1.jpg]



	Girl Health Information 

for Council Program
	Girl Scouts of

Hawai`i




To be completed and signed by parent/legal guardian and returned to Council office no later than 1 week prior to activity.
	PART I   Girl, Parent(s)/Guardian(s) Information

	Section A   Activity / Troop Information

	1. Name of Activity:         
	2. Troop # :        
	3. Troop Level:        

	Section B   Girl Information

	1. Name of Girl:  
	     

	2. Date of Birth:                 /        /      
	3. Age:        

	4. Address:
	     

	Section C   Parent/Guardian Information

	1. Parent/Guardian’s Name:
	     

	2. HM Phone: (       )        -       
	3. WK Phone:  (       )         -       

	4. Mobile Phone:  (       )         -       
	

	5. Parent/Guardian’s Name:
	     

	6. HM Phone: (       )         -              (if different)
	7. WK Phone:  (       )         -       

	8. Mobile Phone:  (       )         -       
	

	

	PART II   Emergency Contact/s and Physician / Insurance Information

	Section A   Emergency Contact/s

	In the event of an emergency and the parent(s)/guardian(s) is/are not reachable, please contact the following:

	1. Contact Name:
	     

	2. Relationship:
	     
	3. HM Phone:  (       )         -       

	4. WK Phone:  (       )         -       
	5. Mobile Phone:  (       )         -       

	6. Contact Name:
	     

	7. Relationship:
	     
	8. HM Phone:  (       )         -       

	9. WK Phone:  (       )         -       
	10. Mobile Phone:  (       )         -       

	Section B   Physician / Insurance Information

	1. Please check appropriate box.
	 FORMCHECKBOX 
I have medical insurance coverage.  FORMCHECKBOX 
I do not have medical insurance coverage.

	2. Family Physician:
	

	3. WK Phone:  (       )         -       
	4. Mobile/Pager Phone:  (       )         -       

	5. Preferred Hospital:
	     
	6. Hospital Phone:  (       )         -       

	7. Name of Family Medical/Hospital Insurance Carrier:        

	8. Insurance Phone:  (       )         -       
	9. Policy/Group #:        

	10. Military Dependent?    FORMCHECKBOX 
  YES – if ‘yes’, continue to # 11      or         FORMCHECKBOX 
  NO - if no, continue to # 13

	11. Sponsor’s Name: 
	     

	12. Sponsor’s Social Security Number:        (last 4 digits)      

 FORMTEXT 
      

	13. Duty Station: 
	     
	14. Duty Phone:   (       )         -       

	

	PART III   Health History 

	Section A   Allergies

	1. Please check and explain the specific nature, reaction, and treatment of any allergies your daughter has:

	 FORMCHECKBOX 
 Insect Stings / specify and explain:       

	 FORMCHECKBOX 
 Food / specify and explain:       

	 FORMCHECKBOX 
 Medication/Drugs / explain:       

	 FORMCHECKBOX 
 Other / specify and explain:       

	Girl’s Name: 
	     

	

	Section B  Restrictions

	2. Any restrictions concerning physical activities?    FORMCHECKBOX 
 YES – if ‘yes’, continue to # 3  or    FORMCHECKBOX 
 NO – if ‘no’, continue to # 4

	3. Please explain:      

	4.  I will provide the following special equipment for my child’s use:      

	5. Is there any medical, physical, emotional, and or spiritual reason why your daughter cannot participate in this program?   FORMCHECKBOX 
 YES – if ‘yes’, continue to # 6  or    FORMCHECKBOX 
 NO – if ‘no’, continue to Part III

	6. Please explain:      

	

	PART IV   Medication Information

	1. Please list all daily and as needed medications that your daughter will be bringing on the trip. Include amounts taken, number of daily doses and routine administration times. 

	Name of Medication
	Dose
	Number of Times Per Day to Administer
	Time of Day to Administer
	Comments

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	2. Check “YES” or “NO” for the over the counter medications that your daughter may or may not be given if needed by the nurse/first aider in charge according to package directions for age and weight.

	 FORMCHECKBOX 
 YES   or    FORMCHECKBOX 
 NO    Advil (Motrin, Ibuprofen)

	 FORMCHECKBOX 
 YES   or    FORMCHECKBOX 
 NO    Acetaminophen (Tylenol, Tempra, etc.)

	 FORMCHECKBOX 
 YES   or    FORMCHECKBOX 
 NO    Benadryl (allergy and anti itch medication)

	

	PART V  Consent to Participate in Activity

	1. Please read, fill in information, and sign below:

	My child/dependent minor   FORMCHECKBOX 
 has permission or   FORMCHECKBOX 
 does not have permission to participate in this activity.

	                                                                                                                                  

	Signature of Parent/Legal Guardian                                                                                                     Date

	

	PART VI  Consent for Emergency Treatment of Minors

	1. Please read, fill in information, and sign below:

	In case an emergency occurs while my child/dependent minor is participating in this activity and I cannot be reached to give consent for her medical care, I hereby  FORMCHECKBOX 
 authorize or   FORMCHECKBOX 
 do not authorize the group leader/adult-in-charge or in their absence or disability, any adult accompanying or assisting the group leader/adult-in-charge, to seek treatment for my child and/or dependent minor by a licensed physician. I know of no reason(s), why my child/dependent minor should not participate in the prescribed activity except as noted above.

	                                                                                                                                           

	Signature of Parent/Legal Guardian
	Date

	

	PART VI  Photo Release for Minors

	1. Please read, fill in information, and sign below:

	I hereby  FORMCHECKBOX 
 consent or   FORMCHECKBOX 
 do not consent that the videotapes, photographs, motion pictures, electronic images and/or audio recordings of my daughter/dependent may be used by Girl Scouts for Public Relations and Publicity purposes.

	                                                                                                                                          

	Signature of Parent/Legal Guardian
	Date
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