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Girl Scouts.

Wamre Birs Geew Srmnge

G RL SCOUTS OF GENESEE VALLEY, |NC
PARENT/ GUARDI AN CONSENT, PHOTO RELEASE & HEALTH HI STORY FORM

FI LL OUT COVPLETELY AND RETURN TO YOUR DAUGHTER S TROOP LEADER. PLEASE PRI NT.

Grl's Nane: Birth date:
Grl's Address: Phone #:
Street Cty State Zip

Mot her' s/ Guardi an' s Nare: Phone #: Day
Addr ess: Phone #: Evening

Street (If different fromabove) City State Zip
Fat her' s/ Guardi an's Narme: Phone #: Day
Addr ess: Phone #: Evening

Street (If different fromabove) City State Zip
In case of enmergency, person to notify if parent/guardi an cannot be reached:

Nane:

Rel ati onship to girl: Phone #: Day

Eveni ng

PHOTO RELEASE AND CONSENT TO JO N G RL SCOUTS
My daughter/ward may be included in photographs taken during troop/group or council-w de
activities. Grl Scouts of Genesee Valley may use these photographs for pronotional purposes
only.

_____Yes _____No
HEALTH HI STORY RECORD (This health history is to be conpleted and signed by parent/guardi an of
the girl)

Nane of Fanmily Physician: Phone #:

Fam |y nmedi cal / hospital insurance carrier:

Policy or group nunber:

Dat e of | ast health exam nation: Were any conplicating nmedi cal problenms noted in |l ast
heal th exam nation?

Yes No If yes, please explain:

- OVER-



PLEASE EXPLAI N ANY AREAS | N PARTS | -1V THAT ARE CHECKED. | NDI CATE ANY | NFORMATI ON USEFUL TO THE
ADULT I N CHARGE THAT W LL ENHANCE YOUR DAUGHTER S TIME IN G RL SCOUT ACTI VI TI ES.

Part 1: |LLNESS AND CHRONI C OR RECURRI NG I NJURI ES (pl ease check those that apply and give
appropri ate dates)

[ 1] Asthma [ ] Bleeding/Clotting Disorders [ ] Constipation

[ ] Diabetes [ 1] Ear infection [ ] Fainting

[ 1 Nosebl eeds [ ] Heart Defect Disease [ 1 Seizure Disorder

[ 1] Oher (specify):

Part 11: Medications (presently taking):

Part 111: ALLERGES *(check those that apply and specify nature of allergic reaction)

[ 1] Animals [ 1] Hay Fever [ ] Pollen [ 1] Food

[ ] I'nsect sting [ 1 Medicines/drugs [ ] Plants

[ 1] Oher (specify):

Part 1V: OTHER CONDI TI ONS (check those that apply)

Attention Deficit Disorder
Bed Wetting/ Sl eep Di sturbances

[ 1] Attention Deficit/Hyperactive Disorder
[ ]

[ 1] Menstrual Cranps

[ ]

[ ]

Hearing Disability [ ] Learning Disabilities
Mobi lity [ 1] Mtion Sickness
Speci al Dietary Needs

—r—e——
—_———

Sight/Vision Disability
O her (specify):

Part V: | MVUNI ZATI ON HI STORY (Pl ease conplete this section in detail, give approximate dates)

| mruni zati on Month & Year Primary Series Conpleted Month & Year of Last Booster
D. T. P. [Diphtheria, Tetanus,
Pertussis (Woopi ng Cough)]

Td (Adult tetanus diphtheria)

Measl es

Munps

Rubel | a (German Measl es)

Oral Polio

Hi b (Haenophilius influenza B)

Tubercul in Test (Most Recent) Resul t

O her

This health history is conplete and accurate. M daughter/ward has nmy perm ssion to engage in
all prescribed activities, except as noted. | give consent for ny daughter to be a Grl Scout.
Par ent / Guar di an Si gnat ure: Dat e:

Parent/ Guardi an Initials & Date Updated:

Form 2025
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