Huntsville Troop 96

Boy Scouts of America

MEDICATION INFORMATION FORM

Individual Form

Please use one form per medication. Thank you.

Please PRINT CLEARLY

Camper’s Name___________________________________________   Troop No._7096________

Name of Parent/Guardian____________________________________District__TALAKTO___

Phones: Home (______)______________________     Work/Cell (______)______________________

Doctor’s Name______________________________Office Phone (______)_______________________

Medication and Strength _______________________________________________________________

Dosage ________________________________ Storage Instructions____________________________

Total Quantity Needed_____________________Quantity Sent to Camp_________________________

When was Medication Started?________________Temporary_________Permanent________________

Reason for medicaton:_________________________________________________________________

Side Effects: (reactions to food, dehydration, stress, iodine, other meds, decreased balance, more activity, concentration, drowsiness, lethargy, etc.)___________________________________________

List any other information about this medication since access to medical information or facilities might be delayed due to wilderness setting _____________________________________________

Expected action if medicine is not taken as directed  _____________________________________

Waiver: This information is confidential and is provided to (Camp Health Officer) for the express purpose of helping to ensure a healthy, safe camping experience for my child. This form may be shared with medical personnel should the necessity arise. All unused medication will be returned to me at the end of camp.

Please SIGN

Signature of Parent/Guardian______________________________________________

PRINT Date_____________________

