Parent/guardian Authorization to Administer Medication - Philmont 2002

The following over-the-counter medications might be available from the crew first aid kits.  Please signify your authorization by initialing each space for the adult leaders to administer these medications to your son based on need and/or their judgement or, if appropriate, whether your permission is granted for your son to carry medications for self-administration.

Scout's Name_______________________________________

Medication




By Adult


Self Medicate

(Brand names are listed only for illustration - generics or other brands might be used)

Acetaminophen (Tylenol)


__________


__________

Antacids (Tums, Rolaids)


__________


__________

Antihistamine (Benadryl)


__________


__________

Antibiotic ointment



__________


__________

Decongestant (Sudafed)


__________


__________

Ibuprofen (Advil)



__________


__________

Steroid cream




__________


__________

Please list any medications that you will provide.

____________________


__________


__________

____________________


__________


__________

____________________


__________


__________

____________________


__________


__________

____________________


__________


__________

Are there any allergies or other medication related problems that we should know about?

(Give details - use back or additional page if necessary)

______________________________
__________________________________

Printed Parent's Name       


Parent's  Signature                          Date

