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

Policy on Use of the Learning for Life and Exploring 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,
Learning for Life recommends that everyone who participates in a Learning for Life or Exploring 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 form will help ensure you meet the minimum standards for participation in various
activities. Note that adult 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 Learning for Life and Exploring 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 G is the physical exam that is required for participants in any event that exceeds 72 consecutive hours 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 post/club/group more than
30 minutes away from an emergency vehicle or an accessible roadway, or to remote areas.

Risk Factors

Based on the vast experience of the medical community, Learning for Life has identified that the following risk factors may define
your participation in various outdoor activities.

e Excessive body weight e Lack of appropriate immunizations

* Heart disease * Asthma

e Hypertension (high blood pressure) ¢ Allergies/anaphylaxis

¢ Diabetes ¢ Muscular/skeletal injuries

e Seizures ¢ Psychiatric/psychological and emotional difficulties

For more information on medical risk factors, visit the Safety First Guidelines on www.learningforlife.org.

Prescriptions

The taking of prescription medication is the responsibility of the individual taking the medication and/or that individual’s parent
or guardian. An adult 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 Learning for Life does not mandate or necessarily encourage
the leader to do so. Also, if state laws are more limiting, they must be followed.
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Part A: Informed Consent, Release Agreement, and Authorization

Full name:

Outing participants:
Post/club/group No.:

DOB:

or staff position:

Informed Consent, Release Agreement, and Authorization

| understand that participation in Learning for Life activities involves a
certain degree of risk. | have carefully considered the risk involved and
have given consent for myself and/or my child to participate in these
activities. | understand that participation in these activities is entirely
voluntary and requires participants to abide by applicable rules and
standards of conduct. | release Learning for Life, the local council, the
activity coordinators, and all employees, volunteers, related parties, or
other organizations associated with the activity from any and all claims
or liability arising out of this participation.

| approve the sharing of the information on this form with Learning
for Life volunteers and professionals who need to know of medical
situations that might require special consideration for the safe
conducting of Learning for Life activities.

In case of an emergency involving me or my child, | understand

that every effort will be made to contact the individual listed as the
emergency contact person. 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 treatment, including
hospitalization, anesthesia, surgery, or injections of medication for
me or my child. Medical providers are authorized to disclose to the
adult in charge 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

Iﬁ Without restrictions

[ﬁWith special considerations or restrictions (list)

Talent Release Agreement

| hereby assign and grant to Learning for Life the right and permission
to use and publish the photographs/film/videotapes/electronic
representations and/or sound recordings made of me or my child by
Learning for Life, and | hereby release Learning for Life from any and all
liability from such use and publication.

| hereby authorize the reproduction, sale, copyright, exhibit, broadcast,
electronic storage, and/or distribution of said photographs/fim/
videotapes/electronic representations and/or sound recordings without
limitation at the discretion of Learning for Life, and | specifically waive
any right to any compensation | may have for any of the foregoing.

[ Yes [ No

ADULTS AUTHORIZED TO TAKE YOUTH TO AND FROM EVENTS

You must designate at least one adult. Please include a telephone number.

1. Name Telephone
2. Name Telephone
3. Name Telephone

Adults NOT authorized to take youth to and from events:

1. Name

2. Name

3. Name

| understand that, if any information I/we have provided is found to be inaccurate, it may limit and/or eliminate the opportunity for

participation in any event or activity.

Participant’s name:

Date:

Participant’s signature:

Date:

Date:

Parent/guardian signature for youth:

(If participant is under the age of 18)

Second parent/guardian signature for youth:

Date:

(If required; for example, CA)

This Annual Health and Medical Record is valid for 12 calendar months.
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Part B: General Information/Health History

Outing participants:
Full name: Post/club/group No.:

or staff position:
DOB: P

Age: Gender: Height (inches): Weight (Ibs.):

Address:

City: State: ZIP code: Telephone:

Post/club/group leader: Mobile phone:

Council Name/No.: Post/club/group No.:

Health/Accident Insurance Company: Policy No.:

Please attach a photocopy of both sides of the insurance card. If you do not have medical insurance,
enter “none” above.

In case of emergency, notify the person below:

Name: Relationship:
Address: Home phone: Other phone:
Alternate contact name: Alternate’s phone:

Health History

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

Condition Explain

Diabetes Last HbA1c percentage and date:

Hypertension (high blood pressure)

Adult or congenital heart disease/heart attack/chest pain
(angina)/heart murmur/coronary artery disease. Any heart
surgery or procedure. Explain all “yes” answers.

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

Stroke/TIA

Asthma Last attack date:

Lung/respiratory disease

COPD

Ear/eyes/nose/sinus problems

Muscular/skeletal condition/muscle or bone issues

Head injury/concussion

Altitude sickness

Psychiatric/psychological or emotional difficulties

Behavioral/neurological disorders

Blood disorders/sickle cell disease

Fainting spells and dizziness

Kidney disease

Seizures Last seizure date:

Abdominal/stomach/digestive problems

Thyroid disease

Excessive fatigue

Obstructive sleep apnea/sleep disorders CPAP: Yes l]_ No l]_
List all surgeries and hospitalizations Last surgery date:

O|0|0/0(0(00(0(00/00000/00(00o0 0o O |00
| A o A [ i e R R W (1] &

List any other medical conditions not covered above
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Part B: General Information/Health History

Outing participants:
Full name: Post/club/group No.:

or staff position:
DOB: P

Allergies/Medications

Are you allergic to or do you have any adverse reaction to any of the following?

Yes No Allergies or Reactions Explain Yes No Allergies or Reactions Explain
l_ l_ Medication
[— | [_ |Food l— | [— |Insect bites/stings

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

[]CHECK HERE IF NO MEDICATIONS ARE ROUTINELY TAKEN. [ ]IF ADDITIONAL SPACE IS NEEDED, PLEASE
INDICATE ON A SEPARATE SHEET AND ATTACH.

Medication Dose Frequency Reason

D YES D NO  Non-prescription medication administration is authorized with these exceptions:

Administration of the above medications is approved for youth by:

Parent/guardian signature MD/DO, NP, or PA signature (if your state requires signature)

Bring enough medications in sufficient quantities and in the original containers. Make sure that they
are NOT expired, including inhalers and EpiPens. You SHOULD NOT STOP taking any maintenance
medication unless instructed to do so by your doctor.

Immunization

The following immunizations are recommended by Learning for Life. Tetanus immunization is required and must have been received within the last 10 years. If you had the
disease, check the disease column and list the date. If immunized, check yes and provide the year received.

Please list any additional information

Yes No Had Disease Immunization Date(s) about your medical history:
[_ l_ Tetanus

[_ I_ Pertussis

1] Diphtheria

[_ I_ Measles/mumps/rubella

1 Polio

mjln Ghicken Pox P o o o s A
[_ l_ Hepatitis A Revi d by:

[_ I_ Hepatitis B Date:

[_ l_ Meningitis Further approval required: [ |Yes [ |No
[_ l_ Influenza Reason:

11 Other (i.e., HIB) Approved by:

|_ l— Exemption to immunizations (form required) Date:
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Part C: Pre-Participation Physical

This part must be completed by certified and licensed physicians (MD, DO), nurse practitioners, or physician assistants.

Full name:

Outing participants:
Post/club/group No.:

DOB:

or staff position:

Examiner: Please fill in the following information:

Medical restrictions to participate

Explain

You are being asked to certify that this individual has no contraindication for participation in a
Learning for Life or Exploring experience.

Allergies or Reactions Explain Allergies or Reactions Explain

Medication Plants
|_ |_ Food |_ |_ Insect bites/stings
Height (inches):_ Weight (Ibs.): BMI: Blood Pressure: / Pulse:

Examiner's Certification

| certify that | have reviewed the health history and examined this person and find

Does not have poorly controlled diabetes.

If less than 18 years of age and planning to scuba dive, does not have

Eyes nolcontreliirjdicatiorlls for panicipatiqn in a Learning for Life and/or Exploring experience.
This participant (with noted restrictions):
Ears/nose/ True False Explain
throat l— l_ Meets height/weight requirements.
l— l_ Does not have uncontrolled heart disease, asthma, or hypertension.
Lungs
< Has not had an orthopedic injury, musculoskeletal problems, or
I— l_ orthopedic surgery in the last six months or possesses a letter of
clearance from his or her orthopedic surgeon or treating physician.
e l_ l_ Has no uncontrolled psychiatric disorders.
I_ l_ Has had no seizures in the last year.
Abdomen |_ |_

Genitalia/hernia

Musculoskeletal

Neurological

O O O O oy Oy o e o
LI OO O O O O O E E

Other

Height/Weight Restrictions

diabetes, asthma, or seizures.

Examiner’s Signature: Date:
Provider printed name:

Address:

City: State: ZIP code:
Office phone:

If you exceed the maximum weight for height as explained in the following chart and your planned program or special activity will take you more than 30 minutes away from

an emergency vehicle/accessible roadway, you may not be allowed to participate.

Maximum weight for height:

Height (inches) Max. Weight Height (inches) Max. Weight Height (inches) Max. Weight Height (inches) Max. Weight
60 166 65 195 70 226 75 260

61 172 66 201 7 233 76 267
62 178 67 207 72 239 7 274
63 183 68 214 73 246 78 281
64 189 69 220 74 252 79 and over 295
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EXPLORING
YOUTH APPLICATION

E Real-World Career lExperiem:es®
loring

The Exploring Learning for Life career education program is for young men and women who
are at least 14 (and have completed the eighth grade) and not yet 21 years old.

Exploring’s purpose is to provide experiences to help young people mature and become
responsible and caring adults. Explorers are ready to explore the meaning of interdependence
in their personal relationships.

Exploring is based on a unique and dynamic relationship between youth and the organizations
in their communities. Local community organizations initiate a specific Explorer post by matching
their people and program resources to the interests of young people in the community. The result
is a program of activities that helps youth pursue their special interests, grow, and develop.

Explorer posts can specialize in a variety of career skills. Exploring programs are based upon
five areas of emphasis: career opportunities, life skills, citizenship, character education, and
leadership experience.
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Tips for completing the Application for Exploring Youth Participant: — Pra'ﬁcipa"t gh:/t — F o — - — Cutalong dotted line. _~ _ _ _ _ _ _ .
, , Moot paricipant fee I TEMPORARY PARTICIPANT CERTIFICATE I
>Print—do not use cursive. - o (Good for 60 days)

>Use black or dark blue ink. 2 2.50 I This certifies that I
>Press firmly when printing. ; e I I
>Print one letter only in each box. 5 6.25 | |
>Use upper-case letters and stay within the blue boxes for legibility. 3 ;?2 | isamember of |
>Fill in circles; do not use check marks. 8 10.00 | |
>Make sure you have all needed signatures on application. 190 11222 I Post leader signature |
>Don't alter the application—it could affect the quality of the scan. 11 13.75 | |
Mailing address example: I [ | Date :

14 17.50
[7]of3] [r|[i|[Rr]s]|T| [s|T] | . e | Eplnrmg |
16 20.00 L e e e e e e e e e e e e e e e — — — — J

17 21.25

r 18 22.50

Post

SooaTr USE BLACK OR BLUE INK ONLY. romser: |11 ||

Print—do not use cursive.

Print one letter or number

N4 only in each box. ht one letter in each space—press hard, you are making a copy.)

Fir ‘ ILejjtee'r:Jspg:cri-g?:;within the Middle name Last name ”Suffilx i

E blue boxes for legibility.  |K|A[T|H|L[E]EIN] | |{u[A]N]E] |Ci|ty| [ L sImffeful T 1L L1 AT Fil n radio buttons completely,

[uls] NRe 4] TAINIY] [sTTIRTETElT] T T T T T T ] [AINDYITloIwIN] [ [ [ [T [ [ BT T TINY) [1]2]3]4]5]

Phone \ Date of birth (mm/dd/yyyy) Grade Ethnic background: ./

|5|5 5|— 1|2|3|—|4|5|6|7| |0|1|/|0|1|/|1|9|9|5| |1|0| O Black/African A Native American O Alaska Nativ O hsian

SCh°°|/ \ O Caugasin/White O Hispanic/Latino O Pacific Island O other

LoJAIKI [TIRIE[E] [H[1fafH] [sfc[Hlofofcf | [ [T [ [ [ || gder:. O Male O Female

Email/addres

LA L Lt il el I ATT TP LTEET Y ]]

Pargnt/guardign information \

Sfctrelatio hip: O Parent O Guardian Grandparent O Other(specify)l | | | | | | | | | | | | | |

Figst name (Nq initials or nicknames Middle name Last name Suffix

[olefBlofmriafvl [ [ T [ ¢ ¢ [0 I [ [ ffsfulel [ 0 ¢ P [ Jlsimirfoful T T T P PP PP T T T II\I ||

Country  Mxjling address City State Zip code\

ulsf[1]2]3f4] [A[N]Y] [s{TIR{EJEfT] [ [ [ [ [ T [([A[nfy[r]ofw{n] [ [ [ T I [ [ [ [ [ | [[nfv|[1]2})3[4]5] 8

Home phone Date of birth (mm/dd/yyyy) Occupation Employer ender: g'r,
n

[slsfs]-[a]2s]|-[afsfefz|fola/folafsafolrfof T [ [ I I T T T T TP JCLTTITTTITTTITITIT] g

Business phone Ext. Previous Scouting experience Cellphone

|- L i d
Parent/guardian email address

e Make sure you have all needed
signatures on application.

I have read the attached information sheet and approve the application
(signature of parent/guardian required if applicant is under 18 years of age).

Bill Taylor

Signature of post leader Date

Participation fee $ |:I:| ’ |:I:|

Paid: |:| Cash |:| Check No.

[ Deborah Sue Smith

Signature of parent/guardian
[~

Retain on file for three years.

|:| Credit card

Signature of Explorer

L



LOCAL COUNCIL COPY

524-309

YOUTH Post
PARTICIPANT number:
If applicant has an unexpired participant certificate, participation may be accomplished in this unit by paying $1 for processing the transfer. Mark and attach certificate. It will be returned by the council.
Post
QO Transfer application Transfer from council No.: number:
Name and address information (Please print one letter in each space—press hard, you are making a copy.)
First name (No initials or nicknames) Middle name Last name Suffix
Country  Mailing address City State Zip code
Phone Date of birth (mm/dd/yyyy) Grade Ethnic background:
- - / / O Black/African American O Native American O Alaska Native O asian
School QO Caucasian/White QO Hispanic/Latino QO Pacific Islander O other
Gender: O Male O Female
Email address
LIttt e PPt PPt iid]
Parent/guardian information
Select relationship: O Parent QO Guardian O Grandparent QO Other (specify)
First name (No initials or nicknames) Middle name Last name Suffix
Country  Mailing address City State Zip code
Home phone Date of birth (mm/dd/yyyy) Occupation Employer Gender:
- - / / Owm
OF
Business phone Ext. Previous Exploring experience Cellphone
- - X - -
Parent/guardian email address
AEEEEEEEEEREE RN EEEEEEEEEEEEEN
| have read the attached information sheet and approve the application
(signature of parent/guardian required if applicant is under 18 years of age).
/ /
Signature of post leader Date , ,
9 p Signature of parent/guardian

Participation fee $ : Paid: |:|Cash |:| Check No. |:| Credit card Signature of Explorer

Retain on file for three years.

L



YOUTH Post
PARTICIPANT number:
If applicant has an unexpired participant certificate, participation may be accomplished in this unit by paying $1 for processing the transfer. Mark and attach certificate. It will be returned by the council.
Post
QO Transfer application Transfer from council No.: number:
Name and address information (Please print one letter in each space—press hard, you are making a copy.)
First name (No initials or nicknames) Middle name Last name Suffix
Country  Mailing address City State Zip code
Phone Date of birth (mm/dd/yyyy) Grade Ethnic background:
- - / / O Black/African American O Native American O Alaska Native O asian
School QO Caucasian/White QO Hispanic/Latino QO Pacific Islander O other
Gender: O Male O Female
Email address E
(db)
LL ittt ffef I PPt iiliry 2
o
Parent/guardian information =
Select relationship: O Parent QO Guardian O Grandparent QO Other (specify)
First name (No initials or nicknames) Middle name Last name Suffix
Country  Mailing address City State Zip code
Home phone Date of birth (mm/dd/yyyy) Occupation Employer Gender: g
- - / / Owm 3
o]
OF
Business phone Ext. Previous Exploring experience Cellphone &
(3~
- - X - - £
83
Parent/guardian email address £
(=}
LLL Ittt fel PP PP PP PPty s
| have read the attached information sheet and approve the application S5
(signature of parent/guardian required if applicant is under 18 years of age). £
/ / 2
Signature of post leader Date , ,
9 p Signature of parent/guardian

Participation fee $ : Paid: |:|Cash |:| Check No. |:| Credit card Signature of Explorer

L



EXPLORER COPY/RECEIPT

524-309

YOUTH Post
PARTICIPANT number:
If applicant has an unexpired participant certificate, participation may be accomplished in this unit by paying $1 for processing the transfer. Mark and attach certificate. It will be returned by the council.
Post
QO Transfer application Transfer from council No.: number:
Name and address information (Please print one letter in each space—press hard, you are making a copy.)
First name (No initials or nicknames) Middle name Last name Suffix
Country  Mailing address City State Zip code
Phone Date of birth (mm/dd/yyyy) Grade Ethnic background:
- - / / O Black/African American O Native American O Alaska Native O asian
School QO Caucasian/White QO Hispanic/Latino QO Pacific Islander O other
Gender: O Male O Female
Email address
LIttt e PPt PPt iid]
Parent/guardian information
Select relationship: O Parent QO Guardian O Grandparent QO Other (specify)
First name (No initials or nicknames) Middle name Last name Suffix
Country  Mailing address City State Zip code
Home phone Date of birth (mm/dd/yyyy) Occupation Employer Gender:
- - / / Owm
OF
Business phone Ext. Previous Exploring experience Cellphone
- - X - -
Parent/guardian email address
AEEEEEEEEEREE RN EEEEEEEEEEEEEN
| have read the attached information sheet and approve the application
(signature of parent/guardian required if applicant is under 18 years of age).
/ /
Signature of post leader Date , ,
9 p Signature of parent/guardian

Participation fee $ : Paid: |:|Cash |:| Check No. |:| Credit card Signature of Explorer

Retain on file for three years.

L
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