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Adult Health History Form
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Email:

Check those that apply. Specify cause and nature of reactions (e.g. Penicillin causes hives)
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YES or NO

COVID-19

All my vaccinations are up to date
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COVID-19

Please explain. Indicate any information in relation to any of the health conditions chosen in Part B. Indicate any activity to 
be encouraged or restricted.
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PART D
Medications

•
• To my best knowledge this health history is correct.

I am able to engage in all planned trip activities except as noted by the examining physician.
• I acknowledge that an inherent risk of exposure to COVID-19 exists for any in-person activity, including meetings, 

activities, events, and trips.
• 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.

Listed are all prescribed medications(s) that I routinely take. (Attach is a separate list, if necessary.)

I will self-administer the follwing medication(s)

I CANNOT have: 

Consent to Treat: In the event of an emergency, every effort will be made to contact an emergency contact. I hereby give authorization to Girl 
Scouts of Northern California to seek treatment for myself by a licensed physician. I hereby give permission to the licensed physician to 
hospitalize, secure proper treatment for and to order injection and/or anesthesia and/or surgery should my medical emergency require this 
treatment. Should I become ill or exhibit COVID symptoms while participating at a trip or overnight event, I agree to either be tested for the 
COVID-19 virus using an over-the-counter test or leave the event as soon as possible.

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. who have a need to know.
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