Medication Authorization Form
Scout Name ________________________________________________

Date __________

Troop # ________________
District ____________________
Site __________________

Medication Being Taken

Please list ALL medication (including over the counter or nonprescription drugs) taken routinely.  Bring enough medication to last the entire time at camp.  Mediation must be in original packaging/bottle that identifies the prescribing physician (if prescription drug), the name of medication, the dosage and the frequency of administration.

This camper takes medication(s) as follows:


Med#1 ___________________________________
Dosage ____________


Specific times __________________________ 
Instructions _ ________________________


Reason for taking medication ___________________________________________________


Med#2 ___________________________________
Dosage ____________


Specific times __________________________ 
Instructions _ ________________________


Reason for taking medication ___________________________________________________


Med#3 ___________________________________
Dosage ____________


Specific times __________________________ 
Instructions _ ________________________


Reason for taking medication ___________________________________________________


Med#4 ___________________________________
Dosage ____________


Specific times __________________________ 
Instructions _ ________________________


Reason for taking medication ___________________________________________________

List any additional information for Camp Staff or limitations/restrictions on activities:

____________________________________________________________________________________

List any allergies to medications __________________________________________________________
Parent’s or Guardian’s Emergency Authorization Release Agreement

I hereby give permission to BSA approved camp medical officer to administer prescribed medications and seek emergency medical treatment including ordering x-rays or routine tests.  I agree to the release of any records necessary for treatment, referrals, billing or insurance purposes. I give permission to the camp to arrange necessary transportation for my child.  In the event I can not be reached, I give permission to the physician selected to secure and administer treatment for the person named above.
 _____________________________

_____________________________

_________________
    Signature of Parent or Guardian

Printed Name of Parent or Guardian

       Date Signed
