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GIRL SCOUT SUMMER CAMP MEDICATION FORM 
 

Name:  ___________________________________  Date of Birth:  _____________ 
 
THIS FORM MUST INCLUDE ALL MEDICATIONS (over the counter and prescriptions) A 
CAMPER NEEDS TO BE GIVEN (including vitamins, salves, ointments, drops, etc.).  The form and 
medication will be collected by the Camp Health Supervisor.  Campers are NOT allowed to keep 
any medication in units.  Any medication brought to camp WILL NOT be given unless this form has 
been COMPLETED. 
 
This form must be signed by both the parent/guardian and a physician.  A physician must sign this 
form even if your child is only taking over the counter medications! 
 

MEDICATION  
NAME, DOSAGE & ROUTE 

WHEN TAKEN 
(SPECIFIC TIMES) 

FOR WHAT PURPOSE 

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
The administration of this medication may be supervised by the Camp Director or Unit Leader if the 
Health Supervisor is unavailable:  Yes ( )  No ( ) 
 
______________________  __________________________________ 
                     Date      Parent’s or Guardian’s Signature 
 

______________________  __________________________________ 
                     Date      Physician’s Signature 
 
 
 

Stamp 
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Serving girls in seven counties throughout the Hudson Valley 
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RESIDENT SUMMER CAMP 
The Resident Summer Camp Programs will stock the following medications.  They can only be given to your child if 
this form is signed by both the parent/guardian and a physician.  A physician must sign this form even though these are 
over the counter medications!  The column titled “Camper Health Care Provider Order” must be circled yes for your 
child to receive a medication. 
 
 
Drug Name Route (please circle 

preferred 
formulation(s) 

Dosage Schedule and 
Indications 

Camper Health Care 
Provider Order 

Comments 

Acetaminophen 
(Tylenol) 

PO (elixir or tab) Per label instructions 
by age/weight 

Q 4 hr prn for pain of 

fever > _______°F 
Yes        No  

Ibuprofen (Advil, 
Motrin) 

PO (elixir or tab) Per label instructions 
by age 

Q 6 hr prn for pain of 

fever > _______°F 
Yes        No  

Pseudoephedrine 
(Sudafed) 

PO (elixir or tab) Per label instructions 
by age 

Q 6 hr prn for nasal 
congestion 

Yes        No  

Diphenhydramine 
(Benadryl) 

PO (fast melt, strips, 
elixir, or tab) 

Per label instructions 
by age/weight 

Q 6 hr prn for allergic 
reaction (hives, 
insect bite) 

Yes        No  

Loradine (Claritin) PO (elixir or tab) Per label instructions 
by age 

Q 24 hr prn for 
allergies 

Yes        No  

Generic cough drops PO 1 cough drops Q 4 hr prn for sore 
mouth or throat 

Yes        No  

Dextromethorphan 
cough syrup 
(Robitussin DM) 

PO (syrup) Per label instructions 
by age 

Q 4 hr for cough Yes        No  

Loperamide 
(Imodium A-D) 

PO (chewable tab or 
tab) 

Per label instructions 
by age 

As directed on 
package prn for 
diarrhea 

Yes        No  

Tums  PO (chewable tab) Two tablets Q 4 hr prn for upset 
stomach 

Yes        No  

Anbesol liquid or gel topical to 
inside the mouth 

Apply to affected 
area 

QID for mouth or 
tooth pain 

Yes        No  

Lice shampoo topical Apply to hair and 
scalp as directed on 
package 

1 time for active lice Yes        No  

Calamine lotion topical Apply to affected 
area 

Q 4 hr prn for bug 
bites or poison ivy 

Yes        No  

Band-Aid Anti Itch 
Gel or Spray 

topical Apply to affected 
area 

Q 4 hr prn for bug 
bites or poison ivy 

Yes        No  

Ivy Dry topical Apply to affected 
area 

Q 4 hr prn for poison 
ivy 

Yes        No  

Topical antibiotic 
cream 

topical Apply to affected  
area 

Q 4 hr prn for minor 
cuts, scraps, burns 

Yes        No  

Hydrocortisone 1% 
cream 

topical Apply to affected 
area 

QID for skin 
inflammation or 
irritation 

Yes        No  

Anti-fungal spray or 
cream 

topical Apply to affected 
area 

BID for itching, 
burning, scaling feet 

Yes        No  

Aloe or Burn Spray topical Apply to affected 
area 

QID for sunburn Yes        No  

Swim Ear ear drops 4 drops in affected 
ear 

1 time after 
swimming to dry ear 

Yes        No  

______________ ______________________________                  Stamp 
          Date   Parent’s or Guardian’s Signature 

______________ ______________________________ 
          Date   Physician’s Signature 

 

 


