BOY SCOUT TROOP #29

MEDICATION/ALLERGY FORM

This form is required for every participant on every Boy Scout Troop #29 event.  The purpose of this form is to inform the Adult Leader in charge of the need for medication of all Scouts and Leaders at the time of the event. Also required is a list of known Allergies. If there are no medications or allergies fill out the form and note it as “none”.

Camper’s Name:____________________________________  Date of Birth: ____________________
Name of Parent or Guardian: __________________________________  Phone: (     )  ______________________

MEDICATION:   Medication / Strength: ____________________________  Dosage: _______________________

____________________________________________________________________________________________

Reason for medication:_________________________________________________________________________

When was medication started?:  ______________  Temporary: _____________  Permanent: _________________

Side Effects (reactions to food, dehydration, stress, iodine, other medications, decreased balance, motor activity, concentration, drowsiness, lethargy, etc.)  __________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List other important information about this medication since access to medical information or facilities could be delayed 6 – 10 hours due to remote wilderness setting.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Special Storage instructions: ________________________________________________________________________________________________________________________________________________________________________________________

Expected action if medicine is not taken as directed: ________________________________________________________________________________________________________________________________________________________________________________________

ALLERGIES:      Please list below all allergies (food, bites, etc.):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This information is confidential and is provided 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. It will be returned to me at the end of camp.

Signature Camper:  ___________________________________________  Date:__________________

Signature of Parent (if camper is under 18 years of age):  _________________________________  Date:__________________

(This form may be copied and reused if the above information has not changed)
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