SUPPLEMENTAL PATHFINDER HEALTH INFORMATION
*This form is required for each trip along with the Permission Form. 
Thank you for completing this form and giving us additional medical information so we can provide quality medical care for your child during the 2010-2011 Pathfinder Year. 
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Pathfinder’s Name: 

Age: ______________ 

Please Print

Pathfinder Club Name: 

How do you rate the general health of your child?  _____ Excellent   _____ Good  _____ Fair  _____ Poor

Are there any present health concerns? 

	MEDICATIONS:  Please list, in as much detail as possible, any/all meds that the Pathfinder is taking.
Prescription / Non-prescription / Over-the-Counter Medicine / Vitamins / Home Remedies / Herbs / Etc.


	Medication


	   Dose (eg. mg/pill)
	     How many times per day?
	
Date started?
 


	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


NOTE:  All medications (prescription, non-prescription, and/or herbs) must be in their original containers. By signing below you give consent for a designated Pathfinder staff member to administer medication; or if you prefer, your Pathfinder will be responsible for his/her own medications.
NOTE:  By signing below you also give consent for a designated Pathfinder staff member to give your child general 
over-the-counter medicines, such as Tylenol, Ibuprofen, and/or Benedryl, on an as-needed basis.
I, ____________________________________ , the parent/legal guardian of Pathfinder named above, do give consent for a designated Pathfinder staff member to administer my child’s medications.

Please place a check ( ( ) next to any conditions listed below that your son/daughter may have:



Anemia


Anesthesia Problem



Asthma


Autoimmune Disorder



Birth Defects


Bleeding Problem


Cancer/Please specify:


Depression





Epilepsy (seizure disorder)



Diabetes/Type l (childhood onset)


Food Allergies:




Hearing Problems


Mental Retardation



Other Conditions.  Please be specific:






