
Please cut and distribute to adults in your Troop and Service Team. 

Card should be carried in your wallet at all times. 

(800) 922-2770 

Adult Health History  

 

Name:______________________________________________________ 
Any chronic or recurring illness (convulsions, diabetes, asthma, etc.) 

____________________________________________________________ 

 
Date of last tetanus shot:________________________________________ 

List any allergies (penicillin, aspirin, insect bites, etc.) 

____________________________________________________________ 
 

Note any medication normally carried and for what and how it should be 

administered:_________________________________________________ 
____________________________________________________________ 

   Girl Scouts of Connecticut, Inc. 
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GIRL SCOUTS OF CONNECTICUT  

Person to call in case of an emergency:______________________________ 

Day phone:____________________Evening phone:___________________ 

Alternate person to call:__________________________________________ 

Day phone:____________________Evening phone:___________________ 
 

In case the people listed above can not be reached, do you give permission 

to have any necessary medical treatment administered, including surgery or 
anesthesia? 

YES_________________ NO________________ 

 
Signature:_______________________________Date:_________________ 

Physician:_______________________________Phone:________________ 

Insurance Carrier:______________________________________________ 
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