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Individual Health Form and Record of Treatment - CONFIDENTIAL
Please complete and sign Part A and return to the Guider-in-charge on or before (date)
PART A

	Unit
	Event
	Date(s)

	Name
	D.O.B.
	Junior   /   Adult (delete as appropriate)

	Home address

	

	Telephone
	Mobile phone

	Emergency contact name
	Relationship

	Address
	

	
	Phone

	Doctor (GP)
	Phone

	Specialist if applicable
	Phone

	Medical conditions we should be aware of please include such things as painful periods, bedwetting, sleepwalking, anxiety etc., as well as asthma, eczema, diabetes, epilepsy, heart conditions, physical mobility problems and allergies etc. 
This information will be treated in the STRICTEST CONFIDENCE.

	

	

	Any contact with any infectious diseases within the last 4 weeks?

	

	Allergies

	

	

	Regular medication with dosages and frequency

	

	Consent (to be signed by parent or guardian if Guide is under 16)

	I give my permission for                                                            (First Aider) or                                                             (Guider-in-charge)
to administer routine medication and first aid or seek medical treatment for the above–named  should the need arise and I cannot be contacted. I also give my permission for the following over-the-counter medications to be given if necessary (delete if appropriate.)

	
	
	

	
	
	

	
	
	

	(Signed)                                                                     (Guide/Parent/Guardian)                                            (Date)

	FOLD HERE IF NECESSARY
PART B

	RECORD OF TREATMENT : Regular Medication (For occasional treatment, see over.)

	Medication #1  / Treatment : _____________________________ (Dose) ____________________ (Frequency) _______________

	DAY 1 Date ________________
Administered at _____________

Signature __________________

Administered at _____________ Signature __________________

Administered at _____________ Signature __________________

Administered at _____________

Signature __________________
	DAY 2 Date _____________
Administered at __________

Signature _______________

Administered at __________

 Signature _______________

Administered at __________

 Signature _______________

Administered at __________

Signature _______________
	DAY 2 Date _____________
Administered at __________

Signature _______________

Administered at __________

 Signature _______________

Administered at __________

 Signature _______________

Administered at __________

Signature _______________
	DAY 2 Date _____________
Administered at __________

Signature _______________

Administered at __________

 Signature _______________

Administered at __________

 Signature _______________

Administered at __________

Signature _______________
	DAY 2 Date _____________
Administered at __________

Signature _______________

Administered at __________

 Signature _______________

Administered at __________

 Signature _______________

Administered at __________

Signature _______________

	Medication #2  / Treatment : _____________________________ (Dose) ____________________ (Frequency) _______________

	DAY 1 Date ________________
Administered at _____________

Signature __________________

Administered at _____________ Signature __________________

Administered at _____________ Signature __________________

Administered at _____________

Signature __________________
	DAY 2 Date _____________
Administered at __________

Signature _______________

Administered at __________

 Signature _______________

Administered at __________

 Signature _______________

Administered at __________

Signature _______________
	DAY 2 Date _____________
Administered at __________

Signature _______________

Administered at __________

 Signature _______________

Administered at __________

 Signature _______________

Administered at __________

Signature _______________
	DAY 2 Date _____________
Administered at __________

Signature _______________

Administered at __________

 Signature _______________

Administered at __________

 Signature _______________

Administered at __________

Signature _______________
	DAY 2 Date _____________
Administered at __________

Signature _______________

Administered at __________

 Signature _______________

Administered at __________

 Signature _______________

Administered at __________

Signature _______________


Continuation Sheet : Name ____________________________________ D.O.B. __________________ Unit __________________

For medical details and record of regular medication see overleaf.

	Date

Time
	
Nature of injury/illness/condition _______________________________

____________________________________________________________

Treatment __________________________________________________

____________________________________________________________

	

Was a doctor consulted? ____________

Accident form completed? ___________

Signature of First-Aider 


	Date

Time
	
Nature of injury/illness/condition _______________________________

____________________________________________________________

Treatment __________________________________________________

____________________________________________________________

	

Was a doctor consulted? ____________

Accident form completed? ___________

Signature of First-Aider 


	Date

Time
	
Nature of injury/illness/condition _______________________________

____________________________________________________________

Treatment __________________________________________________

____________________________________________________________

	

Was a doctor consulted? ____________

Accident form completed? ___________

Signature of First-Aider 


	Date

Time
	
Nature of injury/illness/condition _______________________________

____________________________________________________________

Treatment __________________________________________________

____________________________________________________________

	

Was a doctor consulted? ____________

Accident form completed? ___________

Signature of First-Aider 


	Date

Time
	
Nature of injury/illness/condition _______________________________

____________________________________________________________

Treatment __________________________________________________

____________________________________________________________

	

Was a doctor consulted? ____________

Accident form completed? ___________

Signature of First-Aider 


	Date

Time
	
Nature of injury/illness/condition _______________________________

____________________________________________________________

Treatment __________________________________________________

____________________________________________________________

	

Was a doctor consulted? ____________

Accident form completed? ___________

Signature of First-Aider 


	Date

Time
	
Nature of injury/illness/condition _______________________________

____________________________________________________________

Treatment __________________________________________________

____________________________________________________________

	

Was a doctor consulted? ____________

Accident form completed? ___________

Signature of First-Aider 



SEE OVERLEAF                                 © GuidingUK ~  www.guidinguk.com

