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ADULT APPLICATION


28-312


Youth Protection Training
All volunteers are expected to complete Youth Protection training. It is available online on the Web site  


www.learningforlife.org, and each local office provides training to leaders on a regular basis throughout the year.  
As a volunteer, you are expected to complete the training within 90 days of assuming a leadership position.


BY SUBMITTING THIS APPLICATION YOU ARE AUTHORIZING A CRIMINAL BACKGROUND CHECK OF YOURSELF.  
THIS CHECK WILL BE MADE FROM PUBLIC RECORD SOURCES.  


YOU WILL HAVE AN OPPORTUNITY TO REVIEW AND CHALLENGE ANY ADVERSE INFORMATION DISCLOSED BY THE CHECK.


IF YOU WOULD LIKE A COPY OF YOUR CRIMINAL BACKGROUND REPORT, PLEASE CONTACT YOUR LOCAL OFFICE.


It is the mission of Learning for Life to enable young people to become responsible individuals 
 by teaching positive character traits, career development, leadership, and life skills  


so they can make ethical choices and achieve their full potential.







Learning for Life Privacy Policy. Learning for Life protects the confidentiality of the names 
and personal information of those who are affiliated with the organization. No commercial 
or unauthorized use is made of the names, addresses, and other confidential information of 
members. Access to this information is strictly limited.


Ethnic Background Information. Learning for Life receives inquiries from various agencies  
regarding racial composition. Please fill in the appropriate circle on the application to indicate  
ethnic background.


This application is designed to be an information-gathering aid. Answers given by the 
applicant are to be verified in those instances where a legitimate question arises as to his  
or her qualifications.


InsTrucTIons
Post Leader Applicants


Read, review, complete, and sign the Disclosure/Authorization Form.  1. 
note: The completed and signed Disclosure/Authorization and Learning for Life  
Adult Application forms must be turned in together.
Complete and sign the local office copy of the Learning for Life Adult Application.  2. 
Keep the applicant copy, and give the rest to the post committee chairman with  
the proper fees.
The post committee chairman should review the completed Disclosure/Authorization  3. 
and Learning for Life Adult Application forms, then secure approvals.
The post committee chairman keeps the post committee copy, gives the post  4. 
organization copy to the proper representative, and forwards the local office copy  
and the Disclosure/Authorization form to the local Learning for Life office for approval  
and processing.


Learning for Life committee Applicants
Read, review, complete, and sign the Disclosure/Authorization Form.  1. 
note: The completed and signed Disclosure/Authorization and Learning for Life  
Adult Application forms must be turned in together.
Keep the applicant copy, and send the remaining three copies to the local  2. 
Learning for Life office for approval and processing.


Tips for Completing the Learning for Life Adult Application


 Print—do not use cursive.
 Use black or dark blue ink.
 Press firmly when printing.
 Print one letter only in each box.
 Use upper-case letters and stay within the blue boxes for legibility.
 Fill in circles; do not use check marks.
 Make sure you have all needed signatures on application.
 Don’t alter the application—it could affect the quality of the scan.


Mailing address example:


7 0 3 F I R S T S T


Position Codes


PCC Post Committee Chairman


PMC Post Committee Member


EA Explorer Post Advisor


AA Explorer Post Associate Advisor


34 Council Learning for Life Committee Chair


34M Council Learning for Life Committee Participant


63 District Learning for Life Committee Chair


63M District Learning for Life Committee Participant


Fee Chart


Months Participant Fee


1 0.85


2 1.70


3 2.55


4 3.40


5 4.25


6 5.10


7 5.95


8 6.80


9 7.65


10 8.50


11 9.35


12 10.00







Disclosure/Authorization Form


NOTICE TO APPLICANT REGARDING BACKGROUND CHECK


In order to safeguard the youth in our care, Learning for Life will procure consumer reports on you in 
connection with your application to serve as a volunteer, and Learning for Life may procure additional 
consumer reports at any time during your service as a volunteer in order to evaluate your continued 
suitability for volunteer service.  Learning for Life has contracted with ChoicePoint, a consumer  
reporting agency, to provide the consumer reports. ChoicePoint may be contacted by mail at  
ChoicePoint, 1000 Alderman Drive, Alpharetta, GA 30005, or by telephone at 800-845-6004.


The consumer reports may contain information bearing on your character, general reputation, 
personal characteristics, and mode of living.  The types of information that may be obtained 
include but are not limited to Social Security number verification, sex offender registry checks, 
criminal records checks, inmate records searches, and court records checks.  The information 
contained in these consumer reports may be obtained by ChoicePoint from public record sources.  
The consumer reports will not include credit record checks or motor vehicle record checks.


The nature and scope of the consumer reports are described above.  Nonetheless, you are 
entitled to request a complete and accurate disclosure of the nature and scope of such reports 
by submitting a written request to ChoicePoint at the address listed above.  Additional notices 
for applicants in California, New York, Minnesota, and Oklahoma are provided.


APPLICANT’S ACKNOWLEDGMENT AND AUTHORIZATION


I have carefully read this notice and authorization form and I hereby authorize Learning for Life and 
ChoicePoint to procure a consumer report, which as described above will include information relating 
to my criminal history as received from reporting agencies. I understand that this information will be 
used to determine my eligibility for a volunteer position with Learning for Life.  I also understand that 
as long as I remain a volunteer, additional consumer reports may be procured at any time. I understand 
that if Learning for Life chooses not to accept my application or to revoke my membership based on 
information contained in a consumer report, I will receive a summary of my rights under the Fair Credit 
Reporting Act and contact information for the reporting agency, ChoicePoint. 


ADDITIONAL NOTICES TO CALIFORNIA, MINNESOTA, OKLAHOMA,  
AND NEW YORK APPLICANTS


California


Under California law, the consumer reports described above that Learning for Life will procure on you  
are defined as investigative consumer reports.  These reports will be procured in connection with your 
application to serve as a volunteer, and additional reports may be procured at any time during your service 
as a volunteer in order to evaluate your continued suitability for volunteer service.  The reports may include 
information on your character, general reputation, personal characteristics, and mode of living.


Under section 1786.22 of the California Civil Code, you may inspect the file maintained on you by Choice-
Point, during normal business hours and with proper identification.  You may also obtain a copy of this file, 
upon submitting proper identification and paying the costs of duplication, by appearing at ChoicePoint’s 
offices in person, during normal business hours and on reasonable notice, or by certified mail upon 
making a written request.  You may also receive a summary of the information contained in this file by 
telephone.  ChoicePoint will provide trained personnel to explain any information furnished to you and will 
provide a written explanation of any coded information.  This written explanation will be provided when-
ever a file is provided to you for visual inspection.  If you appear in person, you may be accompanied by 
one other person of your choosing, who must furnish reasonable identification.


For Applicants in California, Minnesota, and Oklahoma Only


 You have the right to request a free copy of any report procured on you.  If you wish to receive a free 
copy of any report procured on you, check the box below.


  I request a free copy of any report procured on me.


New York


As explained above, a consumer report will be requested in connection with your application, and additional 
consumer reports may be requested during the course of your service with Learning for Life.  You have the 
right, upon request, to be informed whether or not a consumer report was requested and, if a consumer 
report was request, of the name and address of the consumer reporting agency that furnished the  
consumer report.


First name (No initials or nicknames) Please print. Middle name Last name Suffix


Signature of applicant Date


My signature below indicates that I have read, understand, and accept the accompanying disclosures and acknowledgments.







LOCAL OFFICE COPY


learning for life aDUlT aPPliCaTion 28-312


Post 
No.





African American


Caucasian/White


Native American


Hispanic/Latino


Alaska Native


Pacific Islander


Asian


Other


 Yes No


















New leader  Former leader


The information obtained in this form is for the  
internal use of Learning for Life only.


TRANSFER FROM: COUNCIL NO. POST NO. 


Please print one letter in each space—press hard; you are making three copies.


Have you completed Youth Protection training?


Country Mailing address City State Zip code


First name (No initials or nicknames) Middle name Last name Suffix


/ /


Date of birth (mm/dd/yyyy) Ethnic background: Driver’s license No. State


ExPIRE DATE


Gender Social Security number (required) Occupation Employer


Or


Home phone Business phone Ext. Cell phone


- -- -


/ /


Country Business address City State Zip code 


- - X


Retain on file for three years.  28-3127001 Registration fee $ .


TERM MONTHS


U S


U S


Council/district position


District name


- -


Position code Post position (description)


If applicant has an unexpired membership certificate; registration may be accomplished in this post by paying $1 for processing the transfer. Mark and attach certificate. It will be returned by the council.


 M  F


Signature of participating organization officer Date


We are unaware of anything contrary to the information stated in this application.  
This application has been reviewed according to procedures, and this applicant meets  
the leadership qualifications of Learning for Life.


Signature of applicant Date


@
E-mail address Work
(Select one)  Home






1 2 3 4 5 6 7 8 9 0 A B C D E F G H I This form is read by machine. Please print the numbers and letters as shown:












ARMY CADETS OF AMERICA 


ADULT LEADER APPLICATION 
FOR OFFICIAL USE ONLY 


INSTRUCTIONS: PLEASE PRINT OR TYPE ONLY FILL IN ALL BLOCKS THAT APPLY, THOSE THAT DO NOT, ENTER "NOT APPLICABLE" OR N/A 


1. APPLICANT INFORMATION 


1a. Last Name 


 
1b. First Name 


 
1c. Middle Name 


 
1d. Sex 


 Male  Female 
1e. Date of Birth (DD MMM YY) 


 
1f. Home Address (your physical address is required for processing) 


 
1g. City 


 
1h. State 


 
1i. Zip Code + 4 


 
1j. Mailing Address (if different than above)  


 
1k. City 


 
1l. State 


 
1m. Zip Code + 4 


 
1n. Home Phone 


 
1o. Work Phone 


 
1p. Social Security Number 


 
1q. Citizenship  


 U.S. Citizen  Legal Resident - Registration Number:   
1r. Email Address 


 
1s. State Drivers License Number 


 


2. EMPLOYMENT INFORMATION (Active duty military may skip this section.) 


2a. Employer Name 


 
2b. Occupation/Job Title 


 
2c. No. of Yrs. at Current Job 


 
2d. Location of Employment (Address, City, State, Zip) 


 


3. EMERGENCY CONTACT INFORMATION (will be listed as next of kin and first contact in case of an emergency) 
3a. Name 


 
3b. Relationship 


 Spouse   Parent   Friend   Other:     
3c. Address 


 
3d. City 


 
3e. State 


 
3f. Zip Code + 4 


 
3g. Day Phone 


 
3h. Evening Phone 


 
3i. E-Mail Address 


 


4. PHOTO 5. EDUCATION & EXPERIENCE 


Current 3/4-length side view  
photo in appropriate  


attire/uniform. 
 


5a. Level of Education (Check all the apply) 


 GED   High School Graduate   Some College, No Yrs:     College Graduate   Post-Grad. Degree
5b. Please list any degrees, special licenses, current memberships (community, religious, fraternal, professional, etc.),    
       and experience working with youth in other organizations. 


 


6. MILITARY EXPERIENCE 


6a. Branch 
 Air Force  Army  Marine Corps  Navy  Coast Guard  USPHS  NOAA Corps 


6b. Status 
 Active  Reserve  Inactive Reserve  Retired  Veteran 


6c. Pay Grade 


 
6d. Years of Service 


 
6e. Current Command (active & reserve only) 


 
6f. Date & Type of Discharge 


 


7. DEMOGRAPHICS 
7a. Ethnicity 


 White (Non-Hispanic)    Black (Non-Hispanic)    Hispanic    Asian    Native American/Alaskan Eskimo    Pacific Islander    Other    Decline to State 


7b. Community Profile 
 Inner City    Urban    Suburban    Rural     Other    Decline to State 


ACA FORM 3 (11/10) PREVIOUS EDITIONS ARE OBSOLETE  
 
 







 ADULT LEADER APPLICATION  


8. QUESTIONNAIRE (Attach separate page if more room is needed for responses.) 
8a. Have you lived at your current address for three or more years? 


 Yes   No     If NO, please list your last address:            


8b. Have you ever been arrested for or charged with contributing to the delinquency of a minor, child neglect, child endangerment, or spousal/child abuse? 
 Yes   No     If YES, explain:  


8c. Are there any other facts or circumstances involving you that might call into question you’re being entrusted with the supervision, guidance, and care of minors? 
 Yes   No     If YES, explain:  


8d. Do you use controlled substances? 
 Yes   No     If YES, explain:   


8e. Do you drink alcoholic beverages? 
 No   Socially   Moderate   Heavy 


8f. Has your driver's license ever been restricted, suspended or revoked?  
 Yes   No     If YES, explain:   


8g. Have you ever been charged OR convicted of a criminal offense? 
 Yes   No     If YES, explain:   


9. MEDICAL INSURANCE INFORMATION 
9a. Medical Insurance Provider Name 


 
9b. Medical Insurance Policy Number 


9c. Medical Insurance Provider Address 


 
9d. Medical Insurance Provider Phone 


 
10. AGREEMENT AND CERTIFICATION  


I consent to the following as being a member of the Army Cadets of America(hereinafter referred to as ACA) and in consideration of my acceptance of membership.  I hereby release 
from any and all claims, demands, actions or causes of action due to death, injury or illness, the government of the United States and all its officers, representatives and agents, acting 
officially or otherwise, and the local regional and national Army Cadets of America, Inc., or other sponsoring organization and the ACA and its officers and officials; and further I hereby 
release the Army Cadets of America Inc., Boy Scouts of America Learning For Life or other sponsoring organization, and all officers thereof from any and all responsibilities arising from 
my membership in the ACA. 
 


I certify that, to the best of my knowledge and belief, I am physically and mentally fit to take part in physical activities and am not suffering from any communicable disease.  I further 
consent to my treatment by medical facilities of the Department of Defense, Coast Guard, Public Health Service or civilian physicians/medical facilities as may be required in the event of 
any illness or accident arising while at Department of Defense facilities or  during other authorized ACA activities.  This consent includes any medical, anesthesia or surgical treatment or 
hospital services rendered under the general and special instructions of the attending physician or other physicians assigned to my care.  This consent does not include major surgery 
unless, in the opinion of two physicians, it is reasonably necessary that such surgery be performed to remove a threat of life or loss of limb or such other serious bodily injury.  In the 
event that the treating physicians consider that immediate surgery is necessary to save life or where second opinions are similarly impracticable or impossible, the concurring opinions of 
other physicians may be excused.   
 


I agree to abide by all regulations for the administration of the Army Cadets of America, including the purchase of necessary uniforms, my responsibilities regarding the loan, treatment 
and return of ACA property, and abide by all lawful orders and instructions from superior officers.  I understand that while participating in ACA activities, I will be expected to abide by 
military customs and courtesies and US Army traditions.  If terminated for cause, I agree to waive all rights to file a lawsuit against the Army Cadets of America Inc., Boy Scouts of 
America Learning For Life, or other sponsoring organization. 
 


I agree to serve in any capacity directed and to strive to improve my knowledge of US Army subjects and procedures.  I will conduct myself in a manner as to set an example of honor, 
integrity, obedience, and loyalty to the United States of America and the Army Cadets of America.  Further, I understand that whenever I am acting in an official capacity, engaging in 
ACA activities, or wearing the Army Cadets of America uniform, my conduct and appearance shall be a credit to the U.S. Army and the Army Cadets of America.  If relieved for cause in 
the ACA, I agree to waive all rights to file a lawsuit against the ACA or BSA LFL. 
 


I fully understand that I must be free of criminal convictions and failure to disclose such is grounds for my immediate termination from the Army Cadets of America. 
 


I understand that as an adult leader I may be entrusted with documents that may contain personal, sensitive and/or proprietary information.  I agree to never disclose information from 
such documents or documents labeled "For Official Use Only" (FOUO) without proper authority. Specifically, I shall never release personal information of a member of the Army Cadets 
of America without his/her permission or in the case of cadets the permission of his/her parent/guardian. 
 


I hereby agree to the taking of any videotape records or photographs of myself and to the reproduction, publication of same, or of any other videotapes or photographs by any 
photographic facility of the Department of Defense/Coast Guard or Boy Scouts of America Learning For Life, its regional organization or local councils, or other sponsoring organization, 
or by the ACA or its divisions, or to their use in connection with education programs or activities of the said organizations, and I further assign to the said organizations all right, title and 
interest in the above described videotape recordings or photographs for any further use. 
 


I certify that the information I have provided is true and complete to the best of my knowledge.  I give the Army Cadets of America and its authorized agents permission to verify and/or 
disclose any information given in connection with this application.  I acknowledge that any misstatement or omission in the application materials may be cause for dismissal from the 
Army Cadets of America.  I hereby authorize any and all persons and agencies to furnish the Army Cadets of America any information, including documents in my personnel file and 
criminal record that may be necessary to verify this application and any other materials submitted.  Further, I waive any rights of privacy to the information or documents that I may have 
under any federal, state, local law, ordinance or rule.  I also understand that an incomplete application packet may delay or prevent my becoming a member of the Army Cadets of 
America.  I authorize facsimiles of this authorization to be made and they shall be considered as valid as the original signed by me. 
 


I understand that I am not a member of the Army Cadets of America until officially appointed by ACA Headquarters.  I am therefore NOT authorized to participate in any ACA activities or 
wear the ACA uniform, until the unit CO notifies me, and I am in receipt of an ACA ID Card.  I understand that I am NOT authorized to enter into any contract for services, facilities or 
goods for the Army Cadets of America unless authorized by ACA HQ. 


10a. Applicant Signature 


 
10b. Date 


 
11. ENDORSEMENTS (To be completed by Commanding Officer) 
11a. Recommended Rank (Initial appt. to ENS & above requires waiver) 


 MAJ    CPT    1LT    2LT    CWO    WO    INST 


 SFC    SSG    SGT    CPL    SPL   PFC    PVT 


11b. Billet Considered For 


 
11c. Body Fat % 


 


11d. Unit Strength
Officers   CWO   WO:  SR ENL: JR ENL: INST: CADETS:  RECRUITS : 


11e. Unit Name 


 
11f. UIC 11g. Unit Location 


11h. Commanding Officer Signature 


 
11i. Date 


 


ACA FORM 3 (11/10), Reverse PREVIOUS EDITIONS ARE OBSOLETE  
 





		1a Last Name: 

		1b First Name: 

		1c Middle Name: 

		1e Date of Birth DD MMM YY: 

		1f Home Address your physical address is required for processing: 

		1g City: 

		1h State: 

		1i Zip Code + 4: 

		1j Mailing Address if different than above: 

		1k City: 

		1l State: 

		1m Zip Code + 4: 

		1n Home Phone: 

		1o Work Phone: 

		1p Social Security Number: 

		1q Citizenship † US Citizen † Legal Resident - Registration Number: 

		1r Email Address: 

		1s State Drivers License Number: 

		2a Employer Name: 

		2b OccupationJob Title: 

		2c No of Yrs at Current Job: 

		2d Location of Employment Address, City, State, Zip: 

		3a Name: 

		3c Address: 

		3d City: 

		3e State: 

		3f Zip Code + 4: 

		3g Day Phone: 

		3h Evening Phone: 

		3i E-Mail Address: 

		6c Pay Grade: 

		6d Years of Service: 

		6e Current Command active & reserve only: 

		6f Date & Type of Discharge: 

		8a Have you lived at your current address for three or more years? † Yes † No If NO, please list your last address: 
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ARMY CADETS OF AMERICA 


REQUEST FOR REFERENCE 
FOR OFFICIAL USE ONLY 


1. From 
 


COMMANDING OFFICER 
 


2. To (No Relatives) 


 


3a. Applicant Name (Type of Print) 


 
3b. Applicant’s Signature 3c. Date 


 
 


The above named applicant has volunteered to become an adult leader in the Army Cadets of America (ACA).  The 
information you provide will be appreciated since it will be used to determine the applicant's suitability to work with youth. 
 
The Army Cadets of America is a non federally chartered youth program for ages 14-21 that is sponsored by the Boy Scouts 
of America Learning For Life Explorer Program and supported by the Department of the Army, Army National Guard and U.S. 
Army Reserve.  Army Cadets of America adult leader must be of high moral character, intelligent, responsible, and mature. 
 
Your statements will not be shared with the applicant at anytime. Also, you will not be considered personally or legally 
responsible should the applicant not be accepted, so please be as frank in your opinions as possible.  
 
 Your answering of this request is very important, so please complete and return it as soon as possible.  For your convenience 
a postage paid envelope has been enclosed.  Your cooperation is appreciated. 
 


4. QUESTIONAIRE 
4a. How long have you known the applicant? 
 


4b. What is your relationship to the applicant? (No Relatives) 
 


4c. Do you consider the applicant to be a responsible and reliable person? 
 YES  NO, if NO please explain:  


4d. To the best of your knowledge, has the applicant ever been convicted of a criminal act or had his/her driver’s license revoked? 
 YES  NO, if YES please explain:  


4e. Have you ever observed the applicant working with children? 
 YES  NO, if YES, in what capacity?:  


4f. Do you recommend the applicant to be entrusted with the supervision, guidance, and care of youth? 
 YES  NO, if NO please explain: 


4g. Do you recommend this applicant to be accepted as an adult leader? 
 YES  NO 


5. ENDORSEMENT 
By signing you certify that to the best of your knowledge all of the information provided on this form is truthful and accurate. 


5a. Full Name (Print of Type) 


 
5b. Signature 5c. Date 


 


ACA FORM 5 (11/10) PREVIOUS EDITIONS ARE OBSOLETE  


 





		1 From COMMANDING OFFICER: 

		2 To No Relatives: 

		3a Applicant Name Type of Print: 

		3c Date: 

		4a How long have you known the applicant: 

		4b What is your relationship to the applicant? No Relatives: 

		4c Do you consider the applicant to be a responsible and reliable person? † YES † NO, if NO please explain: 

		4d To the best of your knowledge, has the applicant ever been convicted of a criminal act or had hisher driver’s license revoked? † YES † NO, if YES please explain: 

		4e Have you ever observed the applicant working with children? † YES † NO, if YES, in what capacity: 

		4g Do you recommend this applicant to be accepted as an adult leader? † YES † NO: 

		5a Full Name Print of Type: 

		5c Date: 

		Check Box1: Off

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off

		Check Box5: Off

		Check Box6: Off

		Check Box7: Off

		Check Box8: Off

		Check Box9: Off
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Army Cadets of America  
Application Package — Officer, NCO, Civilian Instructor 


 
Please fill out this page and complete checklist on reverse.  Failure to include all information will disqualify 
this application 


 
 


 


DIRECTIONS                                                                                                                    
 


Attach completed ACA Form 3 (Adult Leader Application) 
Attach completed ACA Form 2 (Report of Medical History) 
Complete and attach ACA Form 2-1 (Report of Medical Examination) 
Complete and attach three references using ACA Form 5 (Request For Reference) 
Complete and attach Learning For Life Adult Application  


o Complete and Sign the Disclosure Page 
Submit full photograph dressed in shorts and tee shirt 
Submit whatever additional documentation as required  


 
Please feel free to include any additional information that you think might help the selection committee. 


 


Emailed and Faxed applications not accepted.   
 
 Submit original to: Mail copy to: 


Army Cadets of America 
P.O. Box 29 
DeFuniak Springs FL 32435 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


I submit this application to the Army Cadets of America Selection Committee and verify that all information in this 
application is true.  I understand that I am not to participate in any ACA training or activities until notification of my 
approval. 
 
I certify that, to the best of my knowledge and belief, I am physically and mentally fit to take part in physical activities and 
am not suffering from any communicable disease.   
 
I agree to abide by all regulations for the administration of the Army Cadets of America, including the purchase of 
necessary uniforms, my responsibilities regarding the loan, treatment and return of ACA property, and abide by all lawful 
orders and instructions from superior officers.  I understand that while participating in ACA activities, I will be expected to 
abide by military customs and courtesies and US Army traditions.  If terminated for cause, I agree to waive all rights to file 
a lawsuit against the Army Cadets of America Inc., Boy Scouts of America Learning for Life, or other sponsoring 
organization. 


 
I agree to serve in any capacity directed and to strive to improve my knowledge of US Army subjects and procedures.  I 
will conduct myself in a manner as to set an example of honor, integrity, obedience, and loyalty to the United States of 
America and the Army Cadets of America.  Further, I understand that whenever I am acting in an official capacity, 
engaging in ACA activities, or wearing the Army Cadets of America uniform, my conduct and appearance shall be a 
credit to the U.S. Army and the Army Cadets of America.  If relieved for cause in the ACA, I agree to waive all rights to 
file a lawsuit against the ACA or BSA LFL 
 
    
Signature of applicant  Date 


OFFICE USE ONLY                                                                                                            
 


 


Selection Committee Approve  Disapprove  
 
      
Committee Chairperson Signature Date 


 
 
 
 
 
 
 


ACA FORM 4 (11/10) 





		DIRECTIONS                                                                                                                                                              

		OFFICE USE ONLY                                                                                                                                                              



		Check Box1: Off

		Check Box2: Off
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ARMY CADETS OF AMERICA REPORT OF MEDICAL HISTORY 
AUTHORIZATION, CONSENT AND RELEASE 


FOR OFFICIAL USE ONLY 


NOTICE 


Upon enrollment, the information requested below is required to provide the medical examiner an accurate history of illnesses and injuries that may 
affect the applicant's ability to perform the strenuous physical exercise and exposure to living and working environments that are a part of the Army 
Cadets of America (ACA) training program.  Also this information will be provided to medical examiners in case of injury or illness while participating 
in NSCC/NLCC activities.  If taking medications at time of enrollment, list in Block 9. 
 


THE INFORMATION YOU PROVIDE MUST BE ACCURATE AND COMPLETE.  You are encouraged to consult your private medical provider 
regarding past illnesses.  Proof of immunization for polio, measles, mumps, rubella hepatitis B, pertussis and tetanus plus diphtheria and Menactra 
vaccine for Meningitis must be attached.  
After enrollment, use this form to screen cadets for continued medical fitness before sending to Orientation, Recruit, Advanced and/or other trainings. 
 


Commanding Officer’s (CO) and Brigade Operations Officer (S-3) retain the obligation to deny acceptance for enrollment or training to any cadet if 
upon review of this form, it is determined that the cadet is not physically/medically qualified for participation unless Medical Condition and/or disability 
accommodation per ADA guidelines has been requested and approved. 


1. UNIT INFORMATION 


1a. Unit Name 
 


1b. Region 
 


2. PERSONAL INFORMATION 


2a. Last Name 


 
2b. First Name 


 
2c. MI 


 
2d. Social Security Number 


 
2e. Age 


 
2f. Date of Birth (DD MMM YY) 


 
2g. Sex 


 Male  Female 
2h. Parent/Guardian Name (cadets only) 


 
2i. Home Address 


 
2j. City 


 
2k. State 


 
2l. Zip Code + 4 


 
2m. Home Phone 


 
2n. Date of Physical Examination (DD MMM YY) 


 
3. MEDICAL PROVIDER/INSURANCE INFORMATION 


3a. Medical Insurance Provider Name 


 
3b. Medical Insurance Policy Number 


 
3c. Medical Insurance Provider Address 


 
3d. Medical Insurance Provider Phone 


 
3e. Medical Provider Name 


 
3f. Medical Provider Phone Number 


 


4. MEDICAL HISTORY (Mark each item “YES” or “NO” Every item marked YES must be fully explained in block 9: explain treatment to return cadet to medically fit for NSCC) 


HAVE YOU EVER HAD OR DO YOU NOW HAVE 
ANY OF THE FOLLOWING CONDITIONS: YES NO 


 
YES NO 


4a. Tuberculosis or live with someone with tuberculosis   4n. Head injury or concussion   


4b. Chronic or recurrent abdominal or stomach pain   4o. Seizures, convulsions, epilepsy, or fits   


4c. Asthma or breathing problems related to exercise, pollen, etc.   4p. Car, train, sea, and/or air sickness   


4d. Been prescribed or use an inhaler   4q. A period of unconsciousness   


4e. Loss of vision in either eye   4r. Heart trouble or murmur   


4f. Loss of hearing or wear a hearing aid   4s. Received counseling for emotional or behavior disorder   


4g. Impaired use of arms, legs, hands, feet   4t. Eating disorder (bulimia, anorexia)   


4h. Knee problems   4u. Sleepwalking   


4i. Broken bones(s) (cracked or fractured)   4v. Bedwetting   


4j. Diabetes   4w. Been hospitalized (if yes, why, when, where)   


4k. Anemia (including sickle cell)   4x. Any illness or injury not mentioned above (if yes, explain)   


4l. Dizziness or fainting spells (including after exercise)   4y. Advised to avoid certain physical activities (if yes, explain)   


4m. Frequent or severe headaches   4z. FEMALES ONLY: At what age did you begin menstrual cycle:  
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 REPORT OF MEDICAL HISTORY  


5. IMMUNIZATION RECORDS (attach copy of immunization record to this form) 


5a. Date of last tetanus or booster 5b. Date of Menactra Vaccine for Meningitis 


 
5c. Date of negative PPD or Medical Provider Clearance for TB 


 


6. ALLERGIES (Mark each item “YES” or “NO” Every item marked yes must be fully explained in block 9) 


DO YOU NOW HAVE ANY OF THE FOLLOWING ALLERGIES: YES NO  YES NO 


6a. Bee or Wasp Sting   6e. Latex   


6b. Hay Fever or seasonal allergies   6f. Any drug, E-mycin antibiotic, or sulfa allergies, list in Block 9   


6c. Insect Bites   6g. Other Allergies, list in Block 9   


6d. Iodine/seafood   6h. Food allergies, list in Block 9   


6i. Describe the allergic reaction and what condition occurs: (Include comment if mild or seasonal, or life threatening requiring immediate medical attention) 


 


7. OVER THE COUNTER MEDICATIONS (for ACA orientation, ACA recruit, and Advanced Training.  NOT Unit Training Assemblies (UTA). 


7a. Over the Counter (OTC) medications that may be administered at training evolutions by our staff when requested, for these conditions: 


1. Allergies 
2. Colds: 
3. Constipation: 
4. Cuts and Scraps: 
5. Diarrhea: 
6. Headache 
7. Indigestion: 
8. Itch/Rash: 
9. Sea/Motion Sickness: 
10. Sprains: 
11. Sunburn: 
12. Wounds: 


Benydryl 
Cough Medicine (Robitussin DM, Dimetapp, etc.), Throat/Cough Drops (Chloraseptic, Halls, etc.), Decongestant (Sudafed, etc.) 
Milk of Magnesia, Dulcolax, Ex-Lax, or Glycerin Suppository 
Bacitracin ointment, Betadine, Neosporin ointment 
Pepto Bismol, Kaopectate, Immodium AD , etc. 
Tylenol or Ibuprofen (Motrin, Advil, Aleve) 
Calcium Carbonate (Tums, Rolaids, etc.) 
Cortisone Cream or Calamine Lotion 
Dramamine, Bonine, etc. 
Acetaminophen (Tylenol) or Ibuprofen (Motrin, Advil, Aleve) 
Calamine Lotion, Topical Lidocaine Spray or Aloe Vera Gel 
Bacitracin ointments, Betadine, Neosporin Ointment 


Other medications not listed above may be administered if so recommended by qualified medical staff.  
Parents will be contacted directly when over the counter medications need to be administered during unit drills 


8. STATEMENT OF UNDERSTANDING AND CONSENT  
BY INITIALING YOU CERTIFY YOUR UNDERSTANDING & CONSENT TO THE FOLLOWING PARAGRAPHS: 


Parent/Guardian 
Initial Below 


8a. I understand that all medications will be administered to the cadet based on dosing instructions on the medication bottle/package. In no instance 
will cadets be allowed to self-medicate with any over the counter medication. 


 


8b. I understand and consent that these written instructions my be superceded if, in the opinion of a medical provider, not doing so would place the 
cadet in a medically compromised condition. 


 


8c. If you do not want your child to be administered over the counter medications, or certain medications concurrent with other medications, use Block 
9 to specify those medications or write, “Do not medicate my child with any over the counter medications”.  


9. REMARKS (please include comments as required by Blocks 4, 6, and/or 8. Also provide any other medical history that you or your physician deems important) 


 


10. AUTHORIZATON AND RELEASE 
I certify that to the best of my knowledge that the information provided is true and accurate and that I have disclosed all pertinent medical history. 
Furthermore, I authorize the Army Cadets of America (ACA), its agents, officials, and training staff members, to dispense medication listed on this 
Authorization. I “Hold Harmless” the Army Cadets of America (ACA) from any and all liability, actions, or causes of action for damages or injury that 
may arise, directly or indirectly, from my son/daughter’s use of medication while participating in Army Cadets of America (ACA) Activities. I understand 
that training staff members may not be medical professionals and that medication will be dispensed according to the manufacturer’s instructions 
and/or the instructions I provided on this authorization. 
10a. Parent/Guardian (for cadets) or Member Name (Type of Print) 


 
10b. Signature 10c. Date (DD MMM YY) 
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		1a Unit Name: 

		1b Region: 

		2a Last Name: 

		2b First Name: 

		2c MI: 

		2d Social Security Number: 

		2e Age: 

		2f Date of Birth DD MMM YY: 

		2h ParentGuardian Name cadets only: 

		2i Home Address: 

		2j City: 

		2k State: 

		2l Zip Code + 4: 

		2m Home Phone: 

		2n Date of Physical Examination DD MMM YY: 

		3a Medical Insurance Provider Name: 

		3b Medical Insurance Policy Number: 

		3c Medical Insurance Provider Address: 

		3d Medical Insurance Provider Phone: 

		3e Medical Provider Name: 

		3f Medical Provider Phone Number: 

		5a Date of last tetanus or booster: 

		5b Date of Menactra Vaccine for Meningitis: 

		5c Date of negative PPD or Medical Provider Clearance for TB: 

		6i Describe the allergic reaction and what condition occurs: Include comment if mild or seasonal, or life threatening requiring immediate medical attention: 

		10a ParentGuardian for cadets or Member Name Type of Print: 

		10c Date DD MMM YY: 
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ARMY CADETS OF AMERICA 


REPORT OF MEDICAL EXAM 
FOR OFFICIAL USE ONLY 


INSTRUCTIONS 


Acceptance criteria for applicants the Army Cadets of America (ACA) are listed on the reverse side.  No one will be denied admission to the program 
due to a medical disability, however participation may be limited if the cadet is not able to meet the medical standards necessary to FULLY  
participate in training activities involving strenuous physical exercise and activities such as long marches, running, and training in hot and 
humid environments.  The examiner should list any condition(s) that could interfere with full, unrestricted, participation in the Army Cadets of 
America.  Conditions that will or are likely to require treatment particularly unresolved injuries and recurrent illness must be listed.  The history of 
immunization should be verified to the satisfaction of the medical examiner.  A licensed medical provider must complete this examination. 


1. UNIT INFORMATION 


1a. Unit Name 
 


1b. UIC 
 


2. PERSONNEL INFORMATION 


2a. Last Name 


 
2b. First Name 


 
2c. MI 
 


2d. Social Security Number 


 
2e. Age 


 
2f. Date of Birth (DD MMM YY) 


 
2g. Sex 


 Male  Female 
2h. Parent/Guardian Name (cadets only) 


2i. Home Address 2j. City 2k. State 


 
2l. Zip Code + 4 


 
2m. Home Phone 


 
2n. Date of Physical Examination (DD MMM YY) 


 
2o. Location of Physical Examination 


 
4. CLINICAL EVALUATION 


Anatomy Normal Abnormal NOTES: (Describe every abnormality in detail. Enter pertinent item number before each comment) 


4a. Head, Face, Neck, and Scalp    
4b. Nose   


4c. Sinuses   


4d. Ears – General (Internal and External Canals)   


4e. Drum (Perforation)   


4f. Eyes- General   


4g. Ophthalmoscopic   


4h. Pupils (Equality and Reaction)   


4i. Heart (Thrust, Size, Rhythm, and Sounds)   


4j. Lungs and Chest   


4k. Abdomen and Viscera (Include Hernia)   


4l. External Genitalia (Genitourinary)   


4m. Upper Extremities   


4n. Lower Extremities   


4o. Feet   


4p. Spine and other Musculoskeletal   


5. LABORATORY FINDINGS (only required for those with a history of urinary tract infections or anemia, enter N/A if tests were not administered) 


5a. Urinalysis  5b. Blood  
(1) Albumin:  (2) Sugar: (1) Hemoglobin: (2) Hematocrit: 


6. MEASUREMENTS AND OTHER FINDINGS 


6a. Height 6b. Weight 6c. Obese 6d. Pulse 6e. Blood Pressure  
inches lbs.  Yes  No  (1) Systolic: (2) Diastolic: 


6f. Audiogram (if available) 6g. Wears Glasses 6h. Wears Contacts 6i. Uncorrected Vision


HZ 500 1000 2000 3000 4000 6000  Yes         No  Yes        No (1) Left: 20/ (2) Right: 20/ 


Right       6k. Color Vision 


Left       
6l. Other Findings (if more room is needed, continue on reverse) 
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 REPORT OF MEDICAL EXAM  
7. CLINICAL SCREENING (Please check if the patient has any of the following conditions and whether it will affect the ability to participate in Army Cadets of America activities.) 


Condition(s) Pre-Existing NOTES: (Describe every condition in detail. Enter pertinent item number before each comment) 


7a. Seizure or convulsion disorder  Yes        No  
7b. Asthma  Yes        No 


7c. Symptomatic/recurring orthopedic injury  Yes        No 


7d. Diabetes, Type I  Yes        No 


7e. Diabetes, Type II  Yes        No 


7f. Hypersensitivity to Food  Yes        No 


7g. Insect bites/stings sensitivity  Yes        No 


7h. Head injuries resulting in residual impairment  Yes        No 


7i. Neurological Impairment  Yes        No 


7j. History of recurring loss of consciousness  Yes        No 


7k. History of debilitating motion sickness  Yes        No 


7l. Sleepwalking  Yes        No 


7m. Bedwetting  Yes        No 


8.
 


 NOTES, REMARKS, AND OTHER FINDINGS (Use additional sheets of paper if needed) 


9. MEDICAL PROVIDER ENDORSEMENT (Check all that apply): 


I have reviewed the data above, reviewed the patient’s medical history form and make the following recommendations for his/her participation in the Army Cadets of America  


9a.  CLEARED WITHOUT RESTRICTIONS 


9b.  Cleared AFTER further evaluation or treatment for:  
9c.  Cleared for LIMITED participation 


  Not cleared for (specify activities):  


  Cleared only for (specify activities):  


 Reasons:  
9d.  NOT CLEARED FOR PARTICIPATION 


 Reasons:  
9e.  OTHER RECOMMENDATIONS 


  Recommend close monitoring during conditioning because of weight/fitness/other. 


  Recommend restrictions or monitoring of weight loss/gain or fitness concerns. 


  Recommend participations under following condition(s):  


  Other:  


10. MEDICAL PROVIDER 


10a. Name of Medical Provider (Type or Print) or Medical Provider Stamp 


 
10b. Signature (MD, DO, PN, PA) 10c. Date (DD MMM YY) 


 


10b. Medical Provider Address 


 
10c. City 


 
10c. State 


 
10c. Zip Code +4 


 
10c. Phone 
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		ARMY CADETS OF AMERICA

		REPORT OF MEDICAL EXAM

		FOR OFFICIAL USE ONLY

		INSTRUCTIONS

		Acceptance criteria for applicants the Army Cadets of America (ACA) are listed on the reverse side.  No one will be denied admission to the program due to a medical disability, however participation may be limited if the cadet is not able to meet the medical standards necessary to FULLY  participate in training activities involving strenuous physical exercise and activities such as long marches, running, and training in hot and humid environments.  The examiner should list any condition(s) that could interfere with full, unrestricted, participation in the Army Cadets of America.  Conditions that will or are likely to require treatment particularly unresolved injuries and recurrent illness must be listed.  The history of immunization should be verified to the satisfaction of the medical examiner.  A licensed medical provider must complete this examination.

		1. UNIT INFORMATION

		1a. Unit Name

		1b. UIC

		2. PERSONNEL INFORMATION

		Right

		Left









		1a. Unit Name: 

		1b. UIC: 

		2a. Last Name: 

		2b. First Name: 

		2c. MI: 

		2d. Social Security Number: 

		2e. Age: 

		2f. Date of Birth (DD MMM YY): 

		2h. Parent/Guardian Name (cadets only): 

		2i. Home Address: 

		2j. City: 

		2k. State: 

		2l. Zip Code + 4: 

		2m. Home Phone: 

		2n. Date of Physical Examination (DD MMM YY): 

		2o. Location of Physical Examination: 

		6d. Pulse: 

		(500, Right): 

		(1000, Right): 

		(2000, Right): 

		(3000, Right): 

		(4000, Right): 

		(6000, Right): 

		(500, Left): 

		(1000, Left): 
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		(4000, Left): 

		(6000, Left): 

		6k. Color Vision: 

		6l. Other Findings (if more room is needed, continue on reverse): 

		TextField4: 

		CheckBox1: 0

		TextField3: 

		10a. Name of Medical Provider (Type or Print) or Medical Provider Stamp: 

		10c. Date (DD MMM YY): 

		10b. Medical Provider Address: 

		10c. City: 

		10c. State: 

		10c. Zip Code +4: 

		10c. Phone: 

		TextField2: 

		TextField1: 

		9b. † Cleared AFTER further evaluation or treatment for:: 

		9c. † Cleared for LIMITED participation † Not cleared for (specify activities): † Cleared only for (specify activities): Reasons:: 

		9d. † NOT CLEARED FOR PARTICIPATION Reasons:: 

		9e. † OTHER RECOMMENDATIONS † Recommend close monitoring during conditioning because of weight/fitness/other. † Recommend restrictions or monitoring of weight loss/gain or fitness concerns. † Recommend participations under following condition(s): † Other:: 







