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Health Information Privacy Statement
The Girl Health History Form is for health care concerns at the specified meeting or event only. All records will be handled by 
staff/volunteers whose job includes processing or using this information for the benefit of the participant. All medical records 
will be held in limited access by the health care supervisor of the specific meeting or event. Minimal necessary information 
may be shared with event staff/volunteer(s) in order to provide adequate participant safety and health care. The health 
history record will be retained by Girl Scouts of Northern California, the sponsoring council, or GSUSA until it is destroyed. All 
forms/records with noted treatment will be retained for seven years past the age of maturity of the participant. Access to the 
information will be limited, but copies may be requested from the event sponsor, by the participant or their legal 
representative. 

Consent to Treat: I hereby give permission to the physician selected [by the trip coordinator] to order x-rays, routine tests and 
treatment for the health of my child, in the event I cannot be reached in an emergency. I hereby give permission to the 
physician selected by the first aider/trip coordinator to hospitalize, secure proper treatment for and to order injection and/or 
anesthesia and/or surgery for my child as named above. I also give my consent for my child to be tested for the COVID-19 virus 
while participating at a trip or overnight event by the event First Aider, using an over-the-counter test, should my child become 
ill or exhibit COVID symptoms. If permission is not given for COVID-19 testing, I agree to pick up my child as soon as possible 
after the First Aider has contacted me. 

The information disclosed on this form may be released to Volunteer/Staff responsible for this activity including, but not limited 
to troop/group leaders, drivers, medical personnel, etc. 

Parent’s/Legal Guardian’s Authorization: This health history is correct so far as I know, and the person herein described has 
permission to engage in all planned activities except as noted by the examining physician or me. By allowing my child to 
participate in Girl Scout activities and events: a) I acknowledge that an inherent risk of exposure to COVID-19 exists for any in-
person activity, including meetings, activities, events, and trips; and b) I am voluntarily assuming all risks related to exposure to 
COVID-19 and agree not to hold Girl Scouts of Northern California, or any of its directors, employees, agents or volunteers, liable 
for any illness or injury. I have read the above procedures for handling the health history form information and I agree to the 
release of any records necessary for treatment, referral, billing or insurance purposes. 


	YEAR 1: 
	YEAR 2: 
	Girl Scout Name: 
	Troop Number: 
	Girl Scout's Phone number: 
	Girl Scout's Address: 
	GS City/State: 
	GS Zip Code: 
	Girl Scout's Birth Date: 
	Last Health Exam: 
	Girl's Physician/Clinic: 
	Girl's Physician/Clinic Phone Number: 
	Parent/Legal Guardian: 
	Parent/Legal Guardian Phone Number: 
	Name of Carrier: 
	Policy Number: 
	Insured Name: 
	Insurance Member ID Number: 
	Insured's Employer (if through work): 
	Other Emergency Contact !: 
	Relationahip to Girl 1: 
	Other Emergency Contact 1 Phone: 
	Employer's Phone Number: 
	Other Emergency Contact 2: 
	Relationship to Girl 2: 
	Other Emergency Contact 2 Phone: 
	Allergies - Animals: 
	Allergies - Hayfever: 
	Allergies - Plants/Trees: 
	Allergies - Pollen: 
	Allergies - Food: 
	Allegies - Insect Sting: 
	Allergies - Others: 
	Allergies - Medicine/Drugs: 
	Allergies - How to respond: 
	Please explain: 
	Dietary Needs/Restrictions: 
	Text38: 
	She cannot have: 
	Relationship to Girl Scout: 
	Parent Phone Number: 
	Parent's Email: 
	Printed Name: 
	Medical History: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	13: Off

	Medical HIstory 2: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off

	Medical History 3: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off

	Other Medical History: Off
	Medical History - OTHER: 
	Bronchial Inhaler: 
	0: Off

	Diabetic Medication: Off
	Epi-pen: Off
	Medications - Other: Off
	Pain medications: Off
	Cough Syrup: Off
	Antibiotic ointment: Off
	Fever reducer: Off
	Digestive relief: Off
	Other Over-The Counter Medications: Off
	Immunization Year: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 

	3: 
	0: 
	1: 

	4: 
	0: 
	1: 

	5: 
	0: 
	1: 

	6: 
	0: 
	1: 

	7: 
	0: 
	1: 

	8: 
	0: 
	1: 

	9: 
	0: 
	1: 

	10: 
	0: 
	1: 

	11: 
	0: 
	1: 

	12: 
	0: 
	1: 

	13: 
	0: 

	14: 
	0: 

	15: 
	0: 


	Disease: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	14: 
	0: 

	0: 

	MedList: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 


	How often?: 
	How often?2: 
	How often 3?: 
	Initials: 
	0: 
	1: 
	2: 
	3: 

	Name of Girl Scout with medication: 
	Disease 12: 
	0: 

	COVID-19 Medical History: Off
	date: 
	signature of parent/legal guardian: 


