
CUB DAY CAMP HEALTH FORM ADDENDUM 

 

 
Name _____________________________________ Date of Birth________________ Pack___________ 

Address____________________________________ City/State _________Phone___________________ 

Name of Parent__________________________________ Cell phone__________ Work______________ 

 

_____________________________________________________________________________________ 

Cub Scout Day Camp Medication Policy 

 

If your child is an insulin dependent diabetic or a severe asthmatic, please bring a letter from the child’s 

doctor with his “sick plan” to be given to the camp nurse on the first day.    

 

All medications to be given during camp hours will be kept in the Health Lodge and administered  

by the camp nurse.  Any exceptions (severe asthmatics, diabetics, etc) must be accompanied by a letter 

from the doctor.    

 

Medications must be in their original containers with the dispensing label intact. 

________________________________________________________________________________ 

Tips to Avoid Common Camp Ailments 

 
The most common health problems at camp are mild dehydration, insect bites, scrapes and scratches, 

sunburns, and heat issues.  You can prevent some of these issues by feeding your son a good breakfast, 

having him get plenty of sleep, packing a nutritious lunch, sending a good sized bottle of water and 

applying sunscreen.  Camp is a busy, active and fun place.   

____________________________________________________________________________________ 

Permission for Over the Counter Medications 

 

I authorize the camp nurse to administer:                               Yes    No        Call First     Parent Initial 

For scrapes and Scratches                     Antibiotic ointment    ___   ___       _______ _______ 

For insect bites                                      Anti-itch cream          ___   ___       _______ _______                         

For mild headache        Tylenol                       ___   ___       _______ _______ 

     (can occur with dehydration)            Motrin/Advil              ___   ___       _______ _______ 

____________________________________________________________________________________ 

I have read and understand the above policies and information. 

 

.Parent Signature___________________________________________________Date_________________ 

 

 

 

 


