	Emergency Contact

Name  






Relationship 





Phone (day) 





Phone (night) 





Physician 





Phone 
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Adult Health History Card

Keep this card with you.
Remember to update information.
(cut along dotted lines, then fold in half)
	Emergency Contact

Name  






Relationship 





Phone (day) 





Phone (night) 





Physician 





Phone 







	
Adult Health History Card

Keep this card with you.
Remember to update information.

(cut along dotted lines, then fold in half)

	Emergency Contact

Name  






Relationship 





Phone (day) 





Phone (night) 





Physician 





Phone 







	
Adult Health History Card

Keep this card with you.
Remember to update information.

(cut along dotted lines, then fold in half)
	Emergency Contact

Name  






Relationship 





Phone (day) 





Phone (night) 





Physician 





Phone 







	
Adult Health History Card

Keep this card with you.
Remember to update information.

(cut along dotted lines, then fold in half)


	Personal Information
Name 







Address 






Phone 






Birthdate 


Troop # 


Do you wear contacts?     
(  Yes         (  No

Any hearing impairment?   
(  Yes         (  No

Blood type 


Health History
Date of last physical exam 




Allergies (please list) 











Medication currently taken 











Special health considerations 










Medical problems or surgery since last exam

Date of last tetanus shot 
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	Personal Information
Name 







Address 






Phone 






Birthdate 


Troop # 


Do you wear contacts?     
(  Yes         (  No

Any hearing impairment?   
(  Yes         (  No

Blood type 


Health History
Date of last physical exam 




Allergies (please list) 











Medication currently taken 











Special health considerations 










Medical problems or surgery since last exam

Date of last tetanus shot 
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	Personal Information
Name 







Address 






Phone 






Birthdate 


Troop # 


Do you wear contacts?     
(  Yes         (  No

Any hearing impairment?   
(  Yes         (  No

Blood type 


Health History
Date of last physical exam 




Allergies (please list) 











Medication currently taken 











Special health considerations 










Medical problems or surgery since last exam

Date of last tetanus shot 
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	Personal Information
Name 







Address 






Phone 






Birthdate 


Troop # 


Do you wear contacts?     
(  Yes         (  No

Any hearing impairment?   
(  Yes         (  No

Blood type 


Health History
Date of last physical exam 




Allergies (please list) 











Medication currently taken 











Special health considerations 










Medical problems or surgery since last exam

Date of last tetanus shot 
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