The Center for Courageous Kids
Volunteer Medical History Form
Name: ________________________________Birth Date: ________________ Age:_____ Sex:    M      F

Address:______________________________________________________________________________
Telephone Number:_____________________________  Cell Phone Number:_____________________
Emergency Contact Person:

Name: ___________________________________________
Relationship to you: _________________________________

Address: _________________________________________
Home Phone: ______________________________________

_________________________________________________ 
Work Phone: ______________________________________

Ht: _______
Wt: ____________
Last Tetanus booster: ______________       
Significant Medical History (surgery, serious injuries, hospitalizations): _______________________________________________
________________________________________________________________________________________________________
Allergies (medication, foods, and contact items like insect bites):  ____________________________________________________ 
_________________________________________________________________________________________________________
Physical restrictions or limitations to activity:  ____________________________________________________________________
________________________________________________________________________________________________________
Prescription medications or over the counter medications: (Lodge personnel will have their meds stored in the medical center.)  _________________________________________________________________________________________________________
_________________________________________________________________________________________________________

Primary Care Physician:_____________________________________________ Telephone Number:________________________

Hospital of Choice:_________________________________________________ Telephone Number:________________________


Center for Courageous Kids
Tuberculosis (TB) Risk Factor Screening

Universal tuberculin testing is not recommended in the US and other low-incidence countries due to the high rate of false positive results.  Tuberculin testing is, however, indicated for children/individuals with risk 
factors for TB.   Please answer the following questions.

YES
NO
1. Are you an immigrant from a country with a high incidence of TB? (Countries not listed in 


table below).

YES
NO
2. Have you traveled to a high-incidence country (Not listed in table below) within the past year?

YES
NO
3. Have you had household contact with an individual who immigrated from a country with a 


high incidence of TB or an individual who has TB?

YES
NO
4. Have you had exposure to individuals in the past year who are HIV-infected, homeless, 


institutionalized, users of illicit drugs, or incarcerated?

YES 
NO
5. Do you have HIV infection, diabetes mellitus, chronic renal failure, malnutrition, 



reticuloendothelial diseases, other immunodeficiencies, or receiving immunosuppressive 



therapy?
YES
NO
6. Do you work in any type of healthcare facility where you share air space with patients (ex: 


nurses, therapists, housekeeping, etc…)? 
If you answered YES to any of the questions above, please submit documentation of a TB skin test (Mantoux) with your medical form. If the TB skin test is positive, you will need to submit evidence of a chest x-ray report.
If you answered NO to all the above questions, please sign below:


I have none of the identified risk factors: ______________________/__________________​​​​_____







(Signature)


(Printed Name)
Countries/Areas with LOW RATES of Tuberculosis (TB)

(WHO 2005 data – incidence of <20/100,000 all TB cases)

http://www.who.int/globalatlas/dataquery/default.asp
	Australia
	Denmark
	Israel
	Monaco
	Sweden

	Austria
	Finland
	Italy
	Netherlands
	Switzerland

	Belgium
	France
	Jordan
	New Zealand
	USA

	Canda
	Germay
	Lebanon
	Norway
	Arab Emirates

	Chile
	Greece
	Libya
	Oman
	U.K.

	Cyprus
	Iceland
	Luxembourg
	Slovakia
	

	Czech Republic
	Ireland
	Malta
	Slovenia
	





MEDICAL RELEASE


	In case of accident or illness, medical services may be provided by camp medical/nursing staff.  In the event of an emergency and you are unable to give consent for care, the medical center staff is authorized to carry out any procedures deemed necessary.  Staff members and volunteers assume financial responsibility for all medical expenses incurred while at camp.  Medical insurance information is requested in the event referral of an injured or ill staff /volunteer becomes necessary.


	I have read, understand and agree by the above.  I attest that I am physically fit for camp and there are no medical restrictions that would prevent me from performing the essential functions of my job.  I understand that the Center for Courageous Kids assumes no responsibility for any preexisting injury or illness.








__________________________		_______________________________		_________


	(Print name)					(Signature)					   (Date)


�


If under the age of 18, signature of parent or legal guardian is required.





__________________________		_______________________________		__________


	(Print name)					(Signature)					   (Date)








