Routine Drug Administration Record

Campsite:

Name:

Classification:

Date of birth:

Troop No.:

Weight:

Drug hypersensitivity:

INSTRUCTIONS: Sheet is for reproduction as needed. It should be three-hole punched and kept in a
binder during camp week. Use one sheet for each camper with a prescription. Record all medicines
brought to camp (up to FOUR medications per sheet). The medication, dosage and dosage schedule
should be copied from the prescription. Record dispensing times and days in the blocks provided for
each medication as they are dispensed. After camp, place sheet(s) inside the first aid log.

Please send the quantity needed for the course ONLY

Prescribing Physician:

Rx: _H_ZO [ ves Number(s):

Date Filled:
Route: 0. IM. [Js.c. [Os.L. [ Topical [] mhalation []Rectal
Times: [ ] PRN [ Daily [(]B.LD. [] T.ILD. [JQ.ID. [Ja.c. [ r.c.[Jus.

Amount in bottle:

Medications:

Dosage:

Comments:

Prescribing Physician:

Medications: Rx: _H_Zo_H_<om Number(s):
Dosage: Date filled:

Route: [] p.o. [] 1M. [Osc [sL O Topical [J mhalation [ Rectal
Times: [ PRN [ Daily [(dB.1.D. [ 110, (] Q1p. O Ac. d p.c. O us.

Amount in bottle:

Comments:

Prescribing Physician:

Rx: _H_Zo_H_<mm Number(s):
Dosage: Date filled:

Route: [J po. [J M. [Is.c. [ s.L. [ Topical [ mhalation [ Rectal
Times: [J PRN [ paitly (dB.L.D. [] T.1D. [J Q1D. [ Ac. [d p.c. Cd us.

Amount in bottle:

Medications:

Comments:

Prescribing Physician:

Rx: _H_Zo_H_<om Number(s):

Dosage: Date filled:

Route: [] pro. []1Mm Osc. Osc. OO Topical [ mhatation [ Rectal
Times: [J PRN [ Daily (dB.1D. [J 11p. (J Qb dac. O pc. Ons.

Amount in bottle:

Medications:

Comments:

L.M. = intermuscular S.C. = sub-cutaneous

B.L.LD. = two times a day

P.O. = by mouth
PRN = as needed

T.L.D. = three times a day

FOR STAFF USE ONLY

Med
Time| S | M| T|(W|T|F|S

Med
Time| S | M| T|(W|T|F|S

Med
Time| S | M| T|W|T]|F|S

Med
Time| S | M| T|(W|T|F|S

S.L. = sub-lingual-under-tongue

Q.LD. = four times a day

A.C. = before meals P.C. = after meals

H.S. = hours of sleep (taken at bedtime)

FOR STAFF USE ONLY

Initials of both Staft/Participant:

date:

Position:

Medication(s) checked in by:

Initials of both Staff/Participant::

date:

Position:

Medication(s)/Containers returned to scout by:



GREATER ST. LOUIS AREA COUNCIL BOY SCOUTS OF AMERICA

NATIONAL YOUTH
LEADERSHIP TRAINING

NATIONAL YOUTH

LEADERSH‘IPTRAINING MEDICAL PERMISSION SLIP

National Youth Leadership Training is conducted by
volunteers formed into provisional troops/crews. These
troops/crews operate as a model for all troops/crews in the
Greater St. Louis Area Council. As in your Scout’s home
troop/crew, sometimes it is necessary to provide medical attention for minor aches and pains. For
that purpose, we have listed several medications below for you to choose from should the need
arise to give them to your Child. We recommend that you use the weight based chart on the back
of this form as a guide on which dosage to select. It is also necessary that we have permission to
dispense the doctor prescribed medication that you have listed below.

Scout’s/Crew Member's Name Weight (Ibs.)

They are in good physical condition at the present time. They may receive emergency medical
treatment at my expense. | also give my permission for the Adult Leaders of his/her NYLT Troop/
Crew to dispense the listed medications to my Child. All these medications and listed strengths
are over the counter medications.

Please check all that apply.

|:|Tylenol (acetaminophen) 325mg tablets: |:|Medicated Powder

|:| Tums Tablets (calcium carbonate) |:| Hydrocortisone Ointment/Cream

|:| Ibuprofen/Advil/Motrin 200mg tablets |:| Imodium AD (loperamide)

|:| Benadryl Cream (diphenhydramine) |:|Benadryl (diphenhydramine) 25mg tablet
[ ]Triple Antibiotic Ointment

In addition, my Child is taking prescription medication listed on the previous page that is provided
for you in their original containers.

SIGNATURE OF PARENTS OR GUARDIAN

EMERGENCY ADDRESS (Fill out only if different from your own)

Phone number where | can be reached
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