Prescription Medications

4-H Member’s Name: ____________________________________

Please list ALL prescription medications your child will be taking during the ________________________________  field trip/event .  All prescribed medications must have child’s name and dosage listed per physician on pharmacy label.

	Name of Medication
	Dosage Amount, Frequency
	Purpose
	Effect and/or Side Effect

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Over-The-Counter Medications

Please check the “over-the-counter” medications below that your child may take if needed.  Please also note which “over-the-counter” medications your child has packed to take on the trip among his/her own belongings.

Oral Medications:

Acetaminophen (Tylenol)
  ( Yes  ( No  
( Child Packed

Ibuprofen


  ( Yes  ( No  
( Child Packed

Pepto Bismol


  ( Yes  ( No  
( Child Packed

Antacid Tablets (Tums)
  ( Yes  ( No  
( Child Packed

Diphenhydramine (Benadryl)
  ( Yes  ( No  
( Child Packed

Cough Syrup or Drops
  ( Yes  ( No  
( Child Packed

Sucrets Throat Lozenges
  ( Yes  ( No  
( Child Packed

Other: ________________
  ( Yes  ( No  
( Child Packed

Topical Medications:

Camphophenique

  ( Yes  ( No  
( Child Packed

Calamine Lotion

  ( Yes  ( No  
( Child Packed

Antibiotic Ointment
  
  ( Yes  ( No  
( Child Packed

Insect Repellent

  ( Yes  ( No  
( Child Packed

Bactine


  ( Yes  ( No  
( Child Packed

Solarcaine


  ( Yes  ( No  
( Child Packed

Sunscreen


  ( Yes  ( No  
( Child Packed

Aloe Vera Gel


  ( Yes  ( No  
( Child Packed

Hydrocortisone Cream
  ( Yes  ( No  
( Child Packed

Other: ________________
  ( Yes  ( No  
( Child Packed

If there any types of medications, ointments, or creams that your child is allergic to, please list them here: 


