Part B2: General Information/Health History B2

Full name: High-adventure base participants:
Expedition/crew No.:
Date Of b|rth: or staff position:

Allergies/Medications
DO YOU USE AN EPINEPHRINE I YES 7'NO DO YOU USE AN ASTHMA RESCUE T YES ' NO
AUTOINJECTOR? Exp. date (if yes) INHALER? Exp. date (if yes)

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

Explain 1SGIE

I_ ‘ I_ ‘ Food ‘ I_ | [_ ‘ 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 list on a separate sheet and attach.
Medication Dose Frequency Reason
l_ YES |_ 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. Tetanus immunization is required and must have been received within the last 10 N . _ X

years. If you had the disease, check the disease column and list the date. If immunized, check yes and provide the year received. Plea_se ||St_ any additional information about your

medical history:
Yes No Had Disease Immunization Date(s)

Tetanus
Pertussis
Diphtheria

Measles/mumps/rubella

Polio DO NOT WRITE IN THIS BOX.
Review for camp or special activity.
Chicken Pox
Reviewed by:
Hepatitis A
Date:
Hepatitis B
Further approval required: [_ Yes I— No
Meningitis
Reason:
Influenza

Approved by:

Other (i.e., HIB)

Date:
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