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      BSA Troop 1705

                Troy, Michigan 48085

2009 – 2010 Scout Prescription Medication Control & Permission Form
One Prescription per form!   

Scout's Full Legal Name: ____________________________________________________

Birth Date: _________________  Home Phone: __________________________________

Address: _______________________________  City: ________________ Zip: _________

Prescription Medication:

*NOTE: All prescribed medication must be kept in the original container bearing the 

              physician's name, directions for use, and the patient's name. 

Name of Medication: _______________________________________________________

Reason for the Medication: __________________________________________________

Possible Reaction(s): _______________________________________________________

Comments: 
______________________________________________________________

____________________________________________________________________________________________________________ 

Prescribing Physician:
Name: ____________________________________     Phone #: ____________________

Address: _______________________________  City: ________________ Zip: _________

I hereby request that my child be administered his prescribed medication by an Adult Leaders of Troop 1705.  I understand that the medication will be administered as per the directions prescribed by the above physician.  This form is to cover the September 14, 2009 to September 30, 2010 Scouting Year. 
_________________________________________________    _____________________

                    Signature of Parent/Guardian                                                                       Date

_________________________________________________   

                    Printed Name of Parent/Guardian                                                                       
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