Joliet Police Explorers
Post #220

Instructions: Fill out this application completely and accurately. If you fill out
this application properly it will help to process your appiication in a timely manner. All
statements are subject to verification. If there is inadequate writing space that is
provided, then place the number to the question and the appropriate answer on the
continuation sheet that is provided. Use the sign N/A (Not Applicable) if the question

does not apply.
Date of Interview:
Date of Membership:
1. Name:
Last , First Middle
2. Address:
Street City State Zip
3. Soc. Sec. Number: - - 4. Home Tel. #
5. Date of Birth: 6. Sex: Male Female
7. Place of Birth (City, State): _ 8. Height
9. Weight Ibs. 10. Age yrs. old 11. Eye Color
12. Hair Color 13. List name you want to be called:

14, List any scars, birthmarks, or tattoos:

15. Areyoua U.S Citizen: Yes No
16. List your parents names: Father
Mother
Siblings
17. Do you have a Valid Drivers License? Yes No
18. DL# __ Date of Expiration
19. Do you have any health problems? Yes No If “Yes" list




" 20.

List the various schools you have attended: (Give name, city, and state)
Grammar School - Graduate Yes. No
Graduate Yes_ No

. Graduate Yes No
High Schoeol - Graduate Yes_ No
Graduate Yes_ No ___

21. Listany Colleges you have attended and your major: (Give name, city, and state)
College Graduate Yes No__
Graduate Yes__ No
22. List all social and academic clubs:
23, List all extra curricular activities:
24. Have you ever been arrested? Yes No
If "Yes" give details |
25. Do you use narcotics or barbiturates? Yes No {f"Yes" give details
26. Do you use alcohol habitually? Yes ~ No If “Yes" give details
27. Have you ever been reporied miésing orarunaway? Yes  No
If"Yes" give details
28. Have you ever been on probation? Yes _ No _ I1f"Yes" give details
29. Have you ever been a gangmember? Yes  No
List Name of Gang and your nickname
30. List all traffic tickets in the last 3 years:{Date and nature of violation)




31. Have you ever been fingerprinted? Yes No
32. Has any member of your immediate family been arrested? Yes No
33. Are there any court cases pending against you? Yes No

34. List all jobs you have held for the last 3 years (List present job first)
Company Name City/State How long employed? Reason for leaving?

35. Were you ever fired? Yes No

36, List the names of two adults that are not related to you or past employers that have
known you for at least onie vear. (Include name, address, city, state, telephone # and how
long they have known you)

37. List person to be notitied in case of emergency:
' Name Address Home Phone  Work PhoneRelationship

Continuation Space:

IHEREBY STATE THAT THERE ARE NO OMISSIONS, WILLFUL
MISREPRESENTATIONS, OR FALSIFICATIONS IN THIS QUESTIONNAIRE, AND
ALL MY ANSWERS ARE TRUE TO THE BEST OF MY KNOWLEDGE.

DATE

Full Signature

(W8]




Values for\ﬁ/'a Lifetime

> PERSONAL HEALTH AND MEDICAL RECORD

PART 1 AND PART 2

Part 1 {(update annually for all participants). Activity: Camping, cvernight hike, or other programs not exceeding 72 hours, with
level of activity similar to that of home or school. Medical care s readily avallable. Gurrent personal health and medical summary
{history) Is attested by parents to be accurate. This form is filled out by all participants and is on file for 2asy referance.

Part 2 (required once every 35 months for all participants under 40 years of age). Activity: Gamping or any cther activity
such as backpacking, tour camping, or recreational sports involving events lasting longer than 72 consecutive hours,
with level of activity sirnilar to that at home or school. Medical care is readily available.

Note: Some states require an annual medical evaluation. Your Learning for Life representative can advise
you about the requirements for your state,

If your child has had a medical evaluation (physical examination) within the last 35 months, a copy of the results of this exami-
nation must be attached to the health history for all participants in a camping experience lasting fonger than 72 consecutive hours,

If a copy is not available, a physical examination (using the Part 2 section ot this form) must ba scheduled by a *licensed haalth- )

care practitioner. This medical evaluation (physical examination) also is required if your child is currently under medical care, takes
a prescribed medication, requires & medically prescribed diet, has had an injury or iliness during the past 6 months that limited
activity for a week or more, has ever lost conscicusness during physical activity, or has suffered a concussion from a head injury.

*Examinations conducted by licensed healih-care practiioners. other than physicians, will be recoanized for Learning for Life pur-
poses in those states where such practitioners may perform physical examingtions within their lecally prescribed scope of practice.

THIS FORM IS NOT TO BE USED BY ADULTS OVER 40.

\ PART 1 PERSONAL HEALTH AND MEDICAL HISTORY

! : (To be filled cut annualty by ail participants)
To be filled out by parent, guardian, or adult paricipant. Piease print in ink.

IDENTIFICATION

Narme Date of birth Age Sex
Name of parent or guardian Telephone_-

Home address : City State Zip
Business address City. State Zip.

If person named above is not available in the event of an emergency, notify '

Name Relationship Telephone
Name — Relationship Telephone
Name of personal physician 7 Telephone
Personga! health/accident insurance carrier Policy No.

1 give permission for full participation in Learning for Life programs, subject to limitations noted herein.

in case of emergency, | understand every effort will be made to contact me (if participant is an adutt, my spouse or next of
kin). In the event | cannot be reached, | hereby give my permission to the licensed health-care practitioner selected by the
adult leader in charge to secure proper treatment, incifTding hospitalization, anesthesia, surgery. or injsctions of medication
for my ehild (or for me, if participant is an adult).

Date _~ _ _ _ _ Signature of parentguardian or adult

Some hespitals require the parent/guardian signature to be notarized.

FINYN

AINN

F1ISHINYD




Check all tems that apply. past or present, te your health histery. Explain any “Yes” answers.

ALLERGIES: Food, medicines, insecls, plants  Yes £ No 55 Explain:

GENERAL INFORMATION: Yes No Yes No
ADHD {Attention-Deficit

Hyperactivity Disorder) iz Conviilsions/seizures LT Hamophilia — O
Asthma Oz Diabetes P High blood pressure  — &
Cancerfleukemia =7 Heart trouble A Kidney disease =
Explain:

List any medications to be taken at camp:

List any physical or behavioral conditions that may affect or limit full pariicipaticn in swimrming, backpacking, hiking long distances,

or playing sirenuous physical games:

List equipment needed such as wheelchair, braces, glasses, contact lenses, ste.:

Immunizations: (Give date of last inoculation.}

Teianus toxoid Measles ' Polio
Diphtheria : Mumps
Pertussis Rubelia

PART 2 MEDICAL EVALUATION

(Read additional requirements outlined on front of form.)

Name - . Age

NOTE TO LICENSED HEALTH-CARE PRACTITIONERS*: The person being evaluated will be attending ong or more weeks of
camp that may include sleeping on the ground and participating in strenuous activities such as hiking, boating, and vigorous group
games. Please review the health history with the participant for any interim changes. Explain any “abnormal” evaluations.

PHYSICAL EXAMINATION (Tc be filled cut by a licensed health-care practitioner”)

Height Weight BP / Pulse

Lab: Urinalysis (dipstick) Albumin Sugar,

VISION:  Normal ‘ Glasses ‘ Contacts

HEARING: Normal Abnormal Explain

Check box: N Abn N Abn N Abn
Growth development = Teeth o= Genitalia C O
Skin o = Gardiopulmenary system . T Musculoskeletal C 0O
HEENT - = Hernia - - Neurobehavioral R
Explain:

Limitations

Activity restrictions

Diet restrictions

Signature — Date
Licensed health-care practiioner”

Address Phone

City, Stab_a, Zip

*Examinations conducted by licensad health-care practitioners, other than physicians, will be recognized for Learning
for Life purposes in those states where such practitioners may perform physical examinations within their legally pre-
scribed scope of practice,

r

INTERVAL RECORD - SCREENING EXAMINATION
Date, Time, Place, Etc. (Findings, diagnoses, treatment, instructions, disposition, etc.) By

PHOTOCOPING THIS FORBM 1S PERMITTED.

dO0HL

JALSdNYD




(

PERSONAL HEALTH AND MEDICAL RECORD FORM—Part 3 _ LEARNING FOR LIFE PLEASE TYPE
Ali Parl 3 activities requite 2 heal[h examination within the past 12 month3 by 2 OR" PRINT.
I, IDENTIFICATION Age___ Sex Date of Birlh* licensed hea'th-care pracfiioner.” This intiudes youth 2rd adull members participating
inhigh-aciventure activities, athlelic compstiian, and world armborees. = =
Name, _ o =
Lasi nzame First pamea Initral WMo Day Year — g
Acidress m m
iy & State - LEMTERGENGY MEDICAL INFORMATION § 2& ?
HealthiAccigent } Has or is subject to [check and give datals): = é aw
insurance Palicy no. T Alergy ta & medicine, food, plant, aninal, of insect todn o _{‘2 =4
i AN EMERGERCY NOTIFY: T3 Any condition that may require special care. medisation, of el 2285
Name Bt i T ADHD (Atfention Defick Hyperactiva Disorder) §~ s5P f:_i
' i I ’ TiAsthma = Convuisions T Heari froubiz " Contactlenses | = 'g @ (<]
Address romegpons L LI L1 ODbeles  CFantngspels  “Bleedingdisorders T Dentures =
iy e LTI sgsg
Statle phone EXPLAIN S8 g._ =
Persona j 55«
Physician Fhane | § 3 Je
Ill. PARENTAL STATERENT V. IAMURIZATIONS V. LICENSED HEALTH-CARE PRACTITIONER'S EVALUATION AND ADVICE 8 é g'o
Has it ever been necessary 1o restici applicant's activiies for med- | i disease, put "D” and O @ o ®
icai reasens? T No TJ¥es Dozs applicant take medficine regw- | year. Approved far pariicipation e -3 38
lerly orhave specizlcare? No —Yes liyes. explain, Lesisest | Z3Hiing and camging = Wiater activiies Zos
. Tetanus 23 Competilive sporis T Al activities 8 % @
To the best of my knowledge, the information in sectons 1L 3, ML 1V, | . ; . o =
and V1 is accura];e and complete. | request a ficensed heakh-care Diphtheria Specly axceptons 5 % 2
practiioner 1o examine epplicant. t give needad Immunization, and Partussis Recommendations {expiain any restrclions OR Imitations): 8_ th &
10 furrish retuested information 10 other agencies as needed. I ghve | Jisas o 5=
my permission far fuf parficipafion in Laarning for Lie arograms, sub- 22D i~
6ci 1o [rmitations roted herein, In the event of finess o aceident i | MUMPS sl B =
the course of such activiy, | request thal measures be nstituted with- | Rubella Date 2= e =
oit delay as judgmenl of medizal personne! dictates. Poto e = g ©
L
Parent or guardian : _ Chicken Pox ¢ “Licensed hzatn-care paciiorar 2 S g
{Musst sign # appficant s 16 of yoanger} =g 5
N . - “Examinaions conductad by lisensed heakircare practifoners other than physicians o 2
Appiicant’s signature Religious preierence will be recognized for Leaming for Life purposes i those states where such pract- 585
Date signad tionegs may perform physital examinations within thelt legally presciibed scope of 5@
practice, oo T
= 05
V1, MEDICAL HISTORY VIL HEALTH EXAMINATION
=, Patent (or applicant i 18 or older); 7 in sections [ I, L. . and V1 before sesing  fcensed heaith-care Licensed Health-Care Pracitioner:
N pracbtaonar Chack fmmunizations 10 bz given at this time. Be sure 1o incude any emergency information and
! restrigtions or spacial care that shou'd be observed. Espectal?y be swe o retord any injuries, itnesses. The appiicant witl be paricipating in & strenuous activiy thal wil insiude ane or more of the foflowt
surgery. or significani changes in condilion of neatth of zppicant since last complete examination. oonu’:é)o’?'\s: ali'ett carnpeﬁgcn, %dvenmre chaﬂeng:ym widermness expedifion {afoct or afioat) thm;%
+ Date of most recent complete physical examination fmonth and 5931‘) 20 may inchid2 high alitude, extrems waather conditions, co'd water, exposwre, fatigue, andfor remole
v Are you aware of any curtent h2alth problems? Z No T Ves conditions where readly avafiatie medical care cannel be assured.
+ Now under medical care or taking medicines? _ No T Yes -
+ Hasthere been any surgery. Injury, Eness. aliergy. or thange » Pieese insisl applicant fumish complete medical histery (V1) bafore exam.
in healh status smoe last compizte physical examinaton? C Ne T Ves | » Review immunizations; for youth {18 or younger) tetanus and diphtheria toxoids, meastes. mumps, and
. A " . " nubehia vaceines, ard tivelent oral palio vacoine are required; youths and adulis must have had tetanus
Givz dates and ful datais below for any 'yes” answars. Booster wilhin 10 years. A sties boocter i tecommended ot 2ga 12.
I8 THERE DISEASE OF * After comgiating secfion VII, summarize any restrictiens andior recommendstions n sections [l and V,
{OR BAST OR PRESENT above, and sign.
HISTORY OF): No Yas Yaar Detaiaiedizines VISION: HEARING:
Serious iness el s Date Norma?, Narmal
Serious infury 0 C HL Wt &l Abnormal
Delormity 0 - BR ! Puisa Contasts
Surgery | [ Check bax if normal; circle if abnermat and give datalls below:
Skin, giands O O R - R
Ears eyes 0O e i; Grg.'-'ﬁ-!. dexeioqmenl C Te:ﬁ. tonsils = Gertnbunrery
Nose. sim & o :Slm‘ giands, hair = Respiratory :Ske.etomuscula
052, Sinus = L = T Head, neck, thyroid D Cardovasoular T Neurppsychiatric
Teath, tonsfis g = 7~ Byzs, pars, nose T Abdomen, heria, rings  Other (specify)
gfig;;m e COMMENTS
Chest, ungs ] 8]
Heart i |
burmor [ =
Rheumatic fever = =
Stomach, bowels =] o
Appendicis 0 =
Kidneys o uring = ]
Albumia (] =} LABORATORY; Urinalysis (Dip stick) Alburmin Sugar
Sugar s =
Infection C s
Bed-wetling -z r
Menstreal problems ! o
Hetnia (rupturs) o =
Back. Embs. joints iy =
Sleepwalking = =
Nenous condition - =
Other (explain) oy =




REVIEW FOR CAMP OR SPECIAL ACTIVITY

DATE

AGENCY AND ACTIVITY

BY

"OK”

PHYSICIAN
RECHECK

RESULTS OF RECHECK

INITIAL

INTERVAL RECORD

(CAMP, CAMPOREE, TOURNAMENT, TRAVEL, ETC.)

DATE, TiME, PLACE ETC.

FINDINGS, DIAGNOSES, TREATMENT, INSTRUCTICNS, DISPOSITION, ETC.

BY:




