
Camp Resolute 
Authorization to Administer Medication to a Camper 
(To be completed and submitted with medical form) 

I hereby authorize E. Paul Robsham Scout Reservation to administer to my child; 

______________________________ the medications listed below in accordance with 105 CMR 430.160. 
(Name of Child) 

List all medications currently used. (If additional space is needed, please photocopy this form.) Inhalers and EpiPen 
information must be included, even if they are for occasional or emergency use only. 

Medication _____________________________________ 

Strength ____________ Frequency __________________ 

Reason for medication_____________________________

_______________________________________________

Approximate date started __________________________ 

Temporary  Permanent  

Medication _____________________________________ 

Strength ____________ Frequency __________________ 

Reason for medication_____________________________

_______________________________________________

Approximate date started __________________________ 

Temporary  Permanent  

Medication _____________________________________ 

Strength ____________ Frequency __________________ 

Reason for medication_____________________________

_______________________________________________

Approximate date started __________________________ 

Temporary  Permanent  

Medication _____________________________________ 

Strength ____________ Frequency __________________ 

Reason for medication_____________________________

_______________________________________________

Approximate date started __________________________ 

Temporary  Permanent  

Medication _____________________________________ 

Strength ____________ Frequency __________________ 

Reason for medication_____________________________

_______________________________________________

Approximate date started __________________________ 

Temporary  Permanent  

Medication _____________________________________ 

Strength ____________ Frequency __________________ 

Reason for medication_____________________________

_______________________________________________

Approximate date started __________________________ 

Temporary  Permanent  

NOTE: Be sure to bring medications in the original containers, and make sure that they are not expired, 
including inhalers and EpiPens. You should not stop taking any maintenance medication. 

105 CMR 430.160(A)
Medication prescribed for campers shall be kept in original containers bearing the pharmacy label, which shows the date of filling,
the pharmacy name and address, the filling pharmacist’s initials, the serial number of the prescription, the name of the patient, the 
name of the prescribing practitioner, the name of the prescribed medication, directions for use and cautionary statements, if any,
contained in such prescription or required by law, and if tablets or capsules, the number in the container. All over the counter
medications for campers shall be kept in the original containers containing the original label, which shall include the directions for 
use.

105 CMR 430.160(C)
Medication shall only be administered by the health supervisor or by a licensed health care professional authorized to administer
prescription medications. The health care consultant shall acknowledge in writing the list of medications administered at the camp. If 
the health supervisor is not a licensed health care professional authorized to administer prescription medications, the administration 
of medications shall be under the professional oversight of the health care consultant. Medication prescribed for campers brought
from home shall only be administered if it is from the original container, and there is written permission from the parent/guardian. 

105 CMR 430.160(D)
When no longer needed, medications shall be returned to a parent or guardian whenever possible. 
If the medication cannot be returned, it shall be destroyed. 

Parent/Guardian Signature: __________________________________________ Date: ____________________


