Scout Name:____________________ Date Updated:_________

                                                                      (last, first) 


PERMISSION TO DISPENSE MEDICATION

I hereby appoint___________________________and/or___________________________________

to dispense medication to my son(s)/ward(s) according to directions listed on the pharmacy container.  In the event that some type of over the counter medication (i.e., Tylenol, Motrin) needs to be administered, please list the name and dosage to be administered to the scout.  (PLEASE NOTE:  Due to the nature of the scouting activity not all types of over the counter medications will be carried by the scoutmaster and the unit leaders.  In the event that the type of over the counter medication you have listed is not available an appropriate medication will be used in the place of the listed medication with the specified dosage as indicated below by the parent or adult guardian.)  

Name of Medication: ___________________________  Dosage:______________________________

Name of Medication:____________________________ Dosage:______________________________

PERMISSION TO OBTAIN MEDICAL CARE ANE WAIVER OF RESPONSIBILITY
Troop 87 Boy Scouts of America - Sponsored by St. Joseph Church of Sylvania, Ohio

___________________________(boy’s name)  is an active member of Troop 87 and in consideration of the benefits to be derived, and in view of the fact that the Boy Scouts of America is an Educational Institution, membership of which is voluntary, and in  full confidence that reasonable precautions will be taken for the safety and well being of my son(s)/ward(s) on scouting activities, I hereby agree to his participation and waive any and all claims against Troop 87, St. Joseph Church, The Boy Scouts of America, as well as, and not limited to, the officers, agents, and representatives of the Boy Scouts of America effective immediately.

Date:  _________________ Signed:____________________________________________________

In the case of a medical emergency where the unit leadership is unable to gain my permission to administer emergency care, I hereby appoint:_____________________________________________

and/or ____________________________to act in my behalf to obtain for my son(s)/ward(s) such emergency treatment as deemed necessary to guarantee his safety until that time where I can assume full responsibility.                                    Date this permission is effective:________________________

Date:__________________Signed:_____________________________________________________

Name of Insurance Company:_________________________________________________________

Health Insurance No:_____________  Address:___________________________________________

______________________________  Phone:_____________________________________________

Please attach a copy of Health Insurance Card (front and back) to this form.
Parent Contact Information:


      Alternate Emergency Contact:

Name:  _______________________________  Name:_____________________________________

Address:______________________________ Address:____________________________________

City/State: ____________________________ City/State:__________________________________

Telephone:____________________________ Telephone:__________________________________

MEDICAL INFORMATION AND CHILD’S DESCRIPTION

This information is asked for in the event of a medical or non-medical emergency where a description is needed of the scout to present to emergency personnel.  At no time will this information be released to anyone other than the scoutmaster, unit leaders, or emergency personnel.  (This information is effective immediately.  It is the responsibility of the parent or guardian to update this information on a yearly basis or as the boy’s information changes.)  

Name of Scout:______________________________________  Current Date:______________

Age:________________                       Does this scout wear contacts?_____________________

Height:_____________                        Does this scout wear eyeglasses?___________________

Weight:_____________                       Color of Eyes: ___________Color of Hair:___________

List any birthmarks or distinguishing marks:________________________________________
_______________________________________________________________________________
_______________________________________________________________________________

State any allergies or other important medical information, including disabilities or other complications. __________________________________________________________________

_______________________________________________________________________________

List any medications used (INCLUDE DOSAGE AND ADMINISTRATION)

If the medication is prescribed for a short term it is the responsibility of the parent or guardian to notify the scoutmaster or unit leaders for each individual scouting activity.   ________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

Scout’s Doctor:___________________________________________

Telephone Number:____________________ Emergency or Weekend Telephone:____________

Any other information which will help in the care of this scout:__________________________
________________________________________________________________________________
________________________________________________________________________________

PUT RECENT SCOUT    

  PHOTO HERE

Scoutmeds.doc


