Medication Administration Permission Form

This form must be given to the Health Supervisor at Resident Camp check-in. Do not return to GSLE!
Place all medication and this form in a zip-lock bag.

Camper’s Name Camp Session
Last name First Name Dates of Session
Emergency Contact: Phone 1 ( )
Last name First Name Phone 2 ( )

All medications and this form are to be given to camp staff upon arrival at camp. Please do not pack medications
in your camper’s suitcase. All medications at camp must be administered under direction of the camp Health Supervisor.
This includes all over the counter medications such as aspirin, Tylenol, ointments and vitamins, AND prescription drugs.
If your child is taking medications to camp they must be clearly marked with her name and the name of the medication
listed on this form. Review with Health Supervisor upon check in. All medications must be sent to camp in the original
container. * Most over the counter medication (aspirin, Tylenol, Benadryl, etc.) will be on hand at all camps and
will only be administered with your written permission.

If severe allergic reaction occurs — is Epi-pin necessary? o Yes 0 No
If yes, Epi-pin must be included with medications.

Check all that apply:
Q Camper has permission to self-administer inhaler as needed and is responsible for its use.
Q Camper has Epi-pen and has permission to self-administer as needed and is responsible for its use.
Q Camper requires assistance from personnel specifically trained to perform procedure (such as giving
injections, testing blood sugar, etc.)
Specity:

O Camper is bringing the following medical equipment to camp:

O Camper has permission to receive over the counter medications such as Tylenol, Benadryl, etc, please
specify which medicines she may take:

Q Camper CANNOT take the following medications:

The medications indicated on this form are to be administered to my camper while at camp.

In the event of illness or injury of my daughter while under supervision of the Girl Scouts Louisiana East, I authorize the
Council’s staff and/or leadership to obtain and/or provide medical treatment and services deemed necessary and
appropriate under the circumstances. In connection with my authorization, I understand that the insurer of the Girl Scouts
Louisiana East provides secondary coverage to the family’s insurance coverage.

Parent/Guardian / Date
(please print) (signature)

Special comments / instructions (if necessary)/ Please let us know if your camper wets the bed, sleep walks, or has
frequent occurrences that we should be aware:

CAMP USE ONLY
Incoming Temperature:

Lice Check: OVER




PARENT USE CAMP USE ONLY—INDICATE TIME ADMINISTERED AND INITIAL
Medication 1 Time: Sunday Monday Tuesday Wednesday Thursday Friday
Name of Medicine:
BREAKFAST
Prescribed for:
LUNCH
Dosage:
How often: DINNER
Comments:
NIGHTTIME
PARENT USE CAMP USE ONLY—INDICATE TIME ADMINISTERED AND INITIAL
Medication 2 Time: Sunday Monday Tuesday Wednesday Thursday Friday
Name of Medicine:
BREAKFAST
Prescribed for:
LUNCH
Dosage:
How often: DINNER
Comments:
NIGHTTIME
PARENT USE CAMP USE ONLY—INDICATE TIME ADMINISTERED AND INITIAL
Medication 3 Time: Sunday Monday Tuesday Wednesday Thursday Friday
Name of Medicine:
BREAKFAST
Prescribed for:
LUNCH
Dosage:
How often: DINNER
Comments:
NIGHTTIME
PARENT USE CAMP USE ONLY—INDICATE TIME ADMINISTERED AND INITIAL
Medication 4 Time: Sunday Monday Tuesday Wednesday Thursday Friday
Name of Medicine:
BREAKFAST
Prescribed for:
LUNCH
Dosage:
How often: DINNER
Comments:
NIGHTTIME

Please Attach Additional Sheets for Additional Medications
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