CONFIDENTIAL – PERSONAL INFORMATION

	Civil Air Patrol / U.S. Air Force Auxiliary
MINOR/WARD HEALTH FORM
Principal Purpose: The purpose of this form is to clearly document parent/guardian consent, approval of over-the counter medications, allergies, health-based reasonable accommodations, and to communicate with CAP about concerns that may affect the successful participation of a CAP Cadet below the age of majority or a ward in a CAP activity.    
Age of Majority: The age that the threshold of adulthood as recognized or declared by the state of residence.  
Ward: a person, usually a minor or person who has reached the age of majority without legal competence, who has a guardian appointed by the court to care for and take responsibility for that person. 
Routine use: This form will be completed by a parent/guardian, retained by the minor under the age of majority or adult ward as part of their property and kept available to be temporarily provided to the health services officer, commander, activity director, or tasked incident commander, upon a valid request. It is recommended that this form be updated annually or when a temporary or permanent condition would affect participation. 
Disclosure: Voluntary. However, failure could result in not being able to participate in a CAP activity.
Note: The over-the-counter/non-prescription medication portion of this form may not be usable in some states due to statutes concerning who can administer medications and administration conditions.  Wings with such restrictions will publish appropriate additional guidance in a supplement to CAPR 79-1.

	Name (Last, First, Middle)
	Grade
	CAPID
	Unit Charter # 

	     
	     
	     
	     

	Over-The Counter/Non-Prescription Medications
The following over-the counter medications may be administered according to package directions by a CAP health services officer. If a health services officer is not immediately available, the CAP adult will make their best effort to consult one, but if it is time sensitive, the CAP adult will provide the over-the counter medication.  
        __________I understand the minor/ward’s health history and consent to all medications. 
                               Initial        
        __________I will cross out medications that I do not want to be administered
                              Initial

	Acetaminophen (Tylenol©) for fever or pain
Ibuprofen (Advil©, Motrin©) for fever or pain
Bacitracin or Neosporin© topical antibiotic
Hydrocortisone anti-inflammatory rash cream
Calamine for poison ivy itch relief
Antifungal creams and sprays for treatment of fungal rashes
Visine© eye drops for dry/irritated eye relief
Orajel for tooth or gum pain. 
	Antihistamine eye drops for allergic conjunctivitis (e.g., Op-Con A©)
Claritin© or Allegra© antihistamine for seasonal allergies or minor allergic reactions. 
Robitussin© products for relief of cough and cold symptoms
Imodium for diarrhea.  
Tums© or Maalox© for stomach upset
Sunscreen as directed


	Allergies
I have the following allergies and typical reactions to: 
Over-the-counter medications: (list)    	typical reaction includes:      
Foods: (list)                                             	typical reaction includes:      
Insects: (list)                                            	typical reaction includes:                
Environmental allergens:                          	typical reaction includes:                

I have an epinephrine auto injector (e.g.; Epipen)
I have an albuterol inhaler 

	Are there physical, emotional, psychosocial, and/or cognitive items you want a CAP adult to know so the minor / ward is successful?

	Need for Health-based Reasonable Accommodation 
My child/ward requires the following health accommodation to best succeed in CAP (list):

	Other________________________________
Other________________________________
Additional instructions are attached 
Walk/run at own pace and distance
Avoid excessive sun exposure
	Stand for no longer than ___minutes at a time
No lifting of greater than ____________ lbs. 
Provide redirection when distracted
Dietary limitations:______________________
Provide both verbal and written instructions

	CONSENT FOR MINOR/WARD PARTICIPATION, MEDICATIONS, AND TREATMENT
I give permission for full participation in CAP programs, subject to any accommodations noted herein.
My signature below evidences my consent for my child/ward to possess and self-administer their legally prescribed medications. I understand that a CAP senior member may not administer any medication to my minor/ward that I have not given my consent for. 

In case of emergency, I understand every effort will be made to contact me.  In the event I cannot be reached, I hereby give my permission to the licensed healthcare practitioner selected by the CAP adult leader in charge to secure proper treatment, including hospitalization, anesthesia, surgery, or injections of medication for my child.  All medical providers are authorized to disclose to the adult in charge exam/test results and treatment provided.

	Name of Guardian / Parent
	Signature and Date of Guardian / Parent

	Primary Insurance Information 
(Please attach copy of insurance cards, front and back)

	Healthcare Provider 

	Name
	(Area Code) Phone

	     
	     

	Mailing Address (Number and Street)
	City
	State
	Zip Code

	     
	     
	  
	     

	Emergency Contact (to be notified in case of emergency)

	Emergency Contact Name
	Relationship to Applicant

	     
	     

	Mailing Address (Number and Street)
	City
	State
	Zip Code

	     
	     
	  
	     

	 (Area Code) Cell/Mobile Phone
     
     
	(Area Code) Day Phone
	(Area Code) Night Phone

	
	     
	     

	Unit Commander Name and Grade
	Unit Name

	     
	     

	(Area Code) Unit Commander Day Phone
	(Area Code) Unit Commander Night Phone
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