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Scout last name:	______Scout first name:______________	            _________
Scout Master:__________________________Council:______________________________________Unit:_____________  
Street:	City/State: 	
Parent phone:	Date of Birth:	Weight: 	

	Oral Agents
	Dosage
	Indication and Schedule
	PARENT/GUARDIAN APPROVAL
	Comments

	
	
	
	Approval
	Initials
	

	Diphenhydramine
(e.g. Benadryl)
	6-11yo 25mg PO
12yo+ 50mg PO
	Allergic Symptoms / Reactions
Every 6 hours as needed for up to 24 hours
(max daily dose 200 mg)
	Yes
	No
	
	

	Calcium Carbonate, Magnesium Hydroxide, Simethicone
(e.g. Mylanta)
	800 mg
270 mg
80 mg
	Indigestion
One time administration
	 Yes
	No
	
	

	Magnesium Hydroxide
(e.g. Milk of Magnesia)
	6-11yo 
1200mg PO

12yo+
2400mg PO
	Constipation
Daily as needed for up to 2 total doses
	 Yes
	No
	
	

	Acetaminophen (e.g. Tylenol)
	15 mg/kg (see chart below)
	Fever, Headache, Pain
Every 6 hours as needed
(max daily dose of 60 mg/kg or 4 grams, whichever is less)
	Yes
	No
	
	

	Ibuprofen
(e.g. Motrin)
	10 mg/kg
(see chart below)
	Fever, Pain
Every 6 hours PRN
     (max daily dose of 40 mg/kg   or 800 mg, whichever is less)
	Yes
	No
	
	

	Topical Agents
	Dosage
	Indication and Schedule
	

	Pramoxine
	Per label instructions
	Insect Bites/ Suspected Dermatitis
	Yes
	No
	
	

	Miconazole
	Per label instructions
	Suspected Tinea Pedis (Athletes Foot)
	Yes
	No
	
	

	Clotrimazole
	Per label instructions
	Suspected Tinea Cruris (Jock Itch)
	Yes
	No
	
	

	[image: ]
   Known medication allergies: _________________________________________________________________________
I hereby give permission for my son/daughter to receive the listed over the counter medications as indicated by my child’s Health Care Provider and request self-administration of said medications. In addition, I give permission to carry and use sunscreen or insect repellent at camp and to use it throughout the day. If my child needs help re-applying sunscreen or insect repellent, I give permission for camp staff to provide my child with assistance if he/she requests it.
Parent or Guardian print:_____________________________________________
Signature of Parent or Guardian:	Date: 	
This authorization form is valid for 12 months from the date of signature, and must be renewed each camping season.
Please note; the above medications are specifically approved by the Twin Rivers Council Medical Director to be administered requiring only Parent or guardian permission via signature.  Any other or additional over the counter medications beyond that listed above; to include ointments or supplements must be accompanied by the child’s Physician signature on page 2. 
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	Other OTC Medication
	Dosage / Route
	Indication and Schedule
	Health Care Provider
	Comments

	
	
	
	Approval
	Initials
	

	
	
	
	Yes
	No
	
	

	
	
	
	Yes
	No
	
	

	
	
	
	Yes
	No
	
	

	
	
	
	Yes
	No
	
	




Health Care Provider:__	Phone: 	
Address:	License: 	
Signature:	Date: 	
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Acetaminophen Dosing Ibuprofen dosing
50-75 Ibs | 75-95 Ibs [95-150 Ibs weight 48-591b | 60-711b | 72-951b
325 mg 500 mg 650 mg Liguid 10 ml 125 ml 15 ml
200mg tablet 1 tab 1 tab 1.1/2 tab





