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Date:                                                       




Scout Name: 

Event:  

Doctor prescribing medications name & phone #


Medication, Dosage, and Schedule

Medication 1:    


Medication 2: 


Medication 3:

Medication 4:

	Week 1
	Sunday

 
	Monday

 
	Tuesday

 
	Wednesday

 
	Thursday

 
	Friday

 
	Saturday

 

	Med 1
	
	
	
	
	
	
	

	Med 2
	
	
	
	
	
	
	

	Med 3
	
	
	
	
	
	
	

	Med 4
	
	
	
	
	
	
	

	Week 2
	Sunday
 
	Monday

 
	Tuesday

 
	Wednesday
	Thursday

 
	Friday
	Saturday

 

	Med 1
	
	
	
	
	
	
	

	Med 2
	
	
	
	
	
	
	

	Med 3
	
	
	
	
	
	
	

	Med 4
	
	
	
	
	
	
	



On Consideration of the benefits to be derived, and in view of the fact that the Boy Scouts of America is an educational institution, membership in which is voluntary, and having full confidence that every reasonable precaution will be taken to insure the safety and well being of my son named above, I hereby give permission and waive all claims against  Troop 801 adults, to administer the above prescribed medication as directed above.

______________________________________

________________________


(Signature of Parent or Guardian)



(Date)

Please enter time when medication needs to be administered in the appropriate box.





MEDICATION RELEASE FORM








