
Star Lake Camp Health Form 2017 

All Campers must have a signed CAMPER HEALTHHISTORY FORM 1 on file at camp.  Please be sure to 

send it with them. 

All campers must have a Recommendations for Licensed Medical Personnel FORM 2 OR sign this 

statement. 

As the parent/guardian of ___________________________ I choose not to have a medical  

professional evaluate my childげs fitness for camp and fill out Recommendations for Licensed Medical  

Personnel FORM 2.        _______________________________ Date___________ 

 

 

I hereby authorize Star Lake Wilderness Camp to use the image of ___________________________, 

both in video and still image format.  We will be using the video and stills for the new Star Lake 

Wilderness Camp promotional video to be used for the SLWC website and other SLWC promotional 

pages. 

Parent/Guardian Signature: _______________________________  Date:________________ 

 

 

I hereby instruct Star Lake Wilderness Camp to release my child to the custody of 

____________________________ following camp. 

Under no circumstances should they leave with _________________________________________ 

Parent/Guardian Signature:__________________________________________Date______________ 



Star Lake Wilderness Camp 
How to Pack 

 You will need to carry your gear a few hundred yards to your campsite, so make sure 
you pack everything in a, backpack, duffle bag, or something that is easy to carry. 

 Remember you are staying in TENTS and will not have electricity. It will have more dirt 
than your bedroom so leave special clothes at home.  

 We are in the woods so no electronics please.  

 It might rain so plastic bags are a good idea to keep your stuff dry. 
 

Here is what you need to bring: 
___Sleeping bag and pillow 
___Sleeping mat 
___2 Swimsuits 
___2 Towels 
___Washcloth, toothbrush, toothpaste, comb, and other toiletries (biodegradable shampoo and 
soap are provided; you do not need to bring your own!) 
___Sturdy pair of tennis shoes and/or hiking boots 
___Water shoes or sandals 
___Clothing for both warm and cool days, including: 
___2 pairs of jeans or other long pants ___2 “hoodies” or long sleeved shirts 
___A light jacket (watch the weather; you may need a warmer one!) 
___1 pairs of shorts (you don’t need as many shorts…we’re in the woods!) 
___5-6 t-shirts ___6-8 pairs of socks 
___Underclothes (as needed) and Pajamas (or something else to sleep in) 
___Rain gear (preferably with a hood) 
___Hat with a brim or baseball cap  
___Insect repellant!!! This is a MUST have!! Please bring something that works for deer ticks. 
___Flashlight, extra batteries 
___A water bottle 
___ Sunscreen!!! And sunglasses (you will want them on the water!) 
___ Optional: Camera; fishing poles; appropriate paperback books (it gets damp in the tents); 
bandanas 
___Your daily medications. These will be collected at registration and dispensed by qualified 
staff on the written schedule provided by parents. 

 

NOTES on What NOT to bring 
Please DO NOT BRING ANY ELECTRONICS!!! 
(Have we mentioned no cell phones?!) 
Do not bring FOOD, gum or candy 

 
If you do not have all the supplies do not worry. Drop us an email at 
starlakewildernesscamp@gmail.com and we will figure it out. We have lots 
of extra gear. 

 



CAMPER HEALTH

HISTORY FORM1
Developed and reviewed by: American Camp Association, 

American Academy of Pediatrics Council on School Health, & 

Association of Camp Nurses

Mail this form to the address below by  (date)

Camper Home Address: _____________________________________________________________________________________________________________________________________

      Street Address      City    State    Zip Code

Parent/guardian with legal custody to be contacted in case of illness or injury:

                        Relationship

Name: _________________________________________ to Camper: _______________________________ Preferred Phones: (______) ________________(______)_________________

                      Email: __________________________________________________________

Home Address: ____________________________________________________________________________________________________________________________________________
(If different from above)  Street Address      City    State    Zip Code

Second parent/guardian or other emergency contact:

                      Relationship

Name:_________________________________________ to Camper: _______________________________ Preferred Phones: (______) ________________(______)_________________

                      Email: __________________________________________________________

Additional contact in event parent(s)/guardian(s) can not be reached:

                Relationship

Name: _________________________________________ to Camper: _______________________________ Preferred Phones: (______) ________________(______)_________________

Allergies: ̊ No known allergies. ̊ This camper is allergic to: ̊ Food ̊ Medicine ̊ The environment (insect stings, hay fever, etc.) ̊ Other

     (Please describe below what the camper is allergic to and the reaction seen.)

Diet, Nutrition:  ̊ This camper eats a regular diet. ̊ This camper eats a regular vegetarian diet. ̊ This camper is lactose intolerant.  ̊ This camper is gluten intolerant. 

" ̊ Other, please explain in space. 

Restrictions: ̊ I have reviewed the program and activities of the camp and feel the camper can participate without restrictions.

" ̊ I have reviewed the program and activities of the camp and feel the camper can participate with the following restrictions or adaptations. 

(Please describe below.)

Medical Insurance Information:

This camper is covered by family medical/hospital insurance ̊ Yes ̊ No

Include a copy of your insurance card if appropriate; copy both sides of the card so information is readable.

Insurance Company____________________________________________  Policy Number______________________________________________

Subscriber____________________________________________________  InsuranceCompany Phone Number (______)_______________________

Parent/Guardian Authorization for Health Care:

Znoy"nkgrzn"noyzux’"oy"iuxxkiz"gtj"gii{xgzkr’"xkäkizy"znk"nkgrzn"yzgz{y"ul"znk"igsvkx"zu"}nus"oz"vkxzgoty4"Znk"vkxyut"jkyixohkj"ngy"vkxsoyyout"zu"vgxzoiovgzk"
ot"grr"igsv"gizo¦ozoky"k̃ikvz"gy"tuzkj"h’"sk"gtj5ux"gt"k̃gsototm"vn’yoiogt4"O"mo¦k"vkxsoyyout"zu"znk"vn’yoiogt"ykrkizkj"h’"znk"igsv"zu"uxjkx"̃3xg’y2"xu{zotk"
zkyzy2"gtj"zxkgzsktz"xkrgzkj"zu"znk"nkgrzn"ul"s’"inorj"lux"huzn"xu{zotk"nkgrzn"igxk"gtj"ot"kskxmkti’"yoz{gzouty4"Ol"O"igttuz"hk"xkginkj"ot"gt"kskxmkti’2"O"mo¦k"s’"
vkxsoyyout"zu"znk"vn’yoiogt"zu"nuyvozgro\k2"yki{xk"vxuvkx"zxkgzsktz"lux2"gtj"uxjkx"otpkizout2"gtkyznkyog2"ux"y{xmkx’"lux"znoy"inorj4"O"{tjkxyzgtj"znk"otluxsgzout"
ut"znoy"luxs"}orr"hk"yngxkj"ut"g"Õtkkj"zu"qtu}Ö"hgyoy"}ozn"igsv"yzgll4"O"mo¦k"vkxsoyyout"zu"vnuzuiuv’"znoy"luxs4"Ot"gjjozout2"znk"igsv"ngy"vkxsoyyout"zu"uhzgot"
g"iuv’"ul"s’"inorjÙy"nkgrzn"xkiuxj"lxus"vxu¦ojkxy"}nu"zxkgz"s’"inorj"gtj"znkyk"vxu¦ojkxy"sg’"zgrq"}ozn"znk"vxumxgsÙy"yzgll"ghu{z"s’"inorjÙy"nkgrzn"yzgz{y4

Signature of Custodial                          Relationship

Parent/Guardian __________________________________________________________________Date: _____________________________ to Camper: _________________________

If for religious or other reasons you cannot sign this, contact the camp for a legal waiver which must be signed for attendance.   Page 1/4

To Parent(s)/Guardian(s): Please follow the instructions below. Attach additional information if needed.

1) Complete pages 1, 2 and 3 of this form (FORM 1) and make a copy.

2) Send the original, signed FORM 1 to camp by the requested date.

3) Complete the top of FORM 2 (CAMPER HEALTH-CARE RECOMMENDATIONS) and provide the 

copy of FORM 1 with FORM 2 to your child’s health-care provider for review and completion.

4) After it has been completed and signed by your child’s health-care provider, return FORM 2 to camp 

by the requested date.
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Dates will attend camp: from _______________________to___________________

                     Month/Day/Year            Month/Day/Year

Camper Name: _____________________________________________________________________________________
           First    Middle    Last

̊ Male ̊ Female  Birth Date ________________     Age on arrival at camp: ________
          Month/Day/Year



CAMPER HEALTH HISTORY FORM 1
Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on 

School Health, & Association of Camp Nurses

Immunization Dose 1

Month/Year

Dose 2

Month/Year

Dose 3

Month/Year

Dose 4

Month/Year

Dose 5

Month/Year

Most Recent Dose

Month/Year

Diptheria, tetanus, pertussis

(DTaP) or (TdaP)

Tetanus boosterë
(dT) or (TdaP)

Mumps, measles, rubella

(MMR)

Polio

(IPV)

Ngksuvnor{y"otä{kt\gk"z’vk"H
(HIB)

Pneumococcal

(PCV)

Hepatitis B

Hepatitis A

Varicella

(chicken pox)

̊ Had chicken pox

Date:

Meningococcal meningitis

(MCV4)

Tuberculosis (TB) test Date: ̊ Negative        ̊ Positive

Ol"’u{x"igsvkx"ngy"tuz"hkkt"l{rr’"oss{to\kj2"vrkgyk"yomt"znk"lurru}otm"yzgzksktz@"O"{tjkxyzgtj"gtj"giikvz"znk"xoyqy"zu"s’"inorj"lxus"tuz"hkotm"l{rr’"oss{to\kj4

Signature of Custodial                               Relationship

Parent/Guardian: __________________________________________________________________ Date:___________________________ to Camper: _______________________________

Medication:  ̊ This camper will not take any daily medications while attending camp.

" " ̊ This camper will take the following daily medication(s) while at camp:

“Medication” is any substance a person takes to maintain and/or improve their health. This includes vitamins & natural remedies. Please review camp instructions about 

required packaging/containers. Many states require original pharmacy containers with labels which show the camper’s name and how the medication should be 

given. Provide enough of each medication to last the entire time the camper will be at camp.

Name of medication Date started Reason for taking it When it is given Amount or dose given How it is given

̊ Breakfast

̊ Lunch

̊ Dinner

̊ Bedtime

̊ Other time:_____________

̊ Breakfast

̊ Lunch

̊ Dinner

̊ Bedtime

̊ Other time:_____________

̊ Breakfast

̊ Lunch

̊ Dinner

̊ Bedtime

̊ Other time:_____________

̊ Breakfast

̊ Lunch

̊ Dinner

̊ Bedtime

̊ Other time:_____________

The following non-prescription medications may be stocked in the camp Health Center and are used on an as needed basis to manage illness and injury. Cross out those the 

camper should not be given.

Immunization History: Provide the month and year for each immunization. Starred (ë) immunizations must include date to meet ACA Standard. Copies of immunization forms 

from health-care providers or state or local government are acceptable; please attach to this form.

Camper Name: _________________________________________________________

           First    Middle        Last

Birth Date: ___________________
           Month/Day/Year

Acetaminophen (Tylenol) 

Phenylephrine decongestant (Sudafed PE) 

Antihistamine/allergy medicine

Diphenhydramine antihistamine/allergy medicine (Benadryl) 

Sore throat spray

Lice shampoo or cream (Nix or Elimite) 

Calamine lotion 

Laxatives for constipation (Ex-Lax) 

Ibuprofen (Advil, Motrin)

Pseudoephedrine decongestant (Sudafed)

Guaifenesin cough syrup (Robitussin)

Dextromethorphan cough syrup (Robitussin DM)

Generic cough drops

Antibiotic cream

Aloe

Bismuth subsalicylate for diarrhea (Kaopectate, Pepto-Bismol)

Copyright 2014 by American Camping Association, Inc.    Page 2/4       Rev.1/2014 LEE/EAW



CAMPER HEALTH HISTORY FORM 1
Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on 

School Health, & Association of Camp Nurses

General Health History: Check “Yes” or “No” for each statement. Explain “Yes” answers below.

Has/does the camper:

Mental, Emotional, and Social Health: Check “Yes” or “No” for each statement.

Has the camper:

74"K¦kx"hkkt"zxkgzkj"lux"gzzktzout"jkãioz"joyuxjkx".GJJ/"ux"gzzktzout"jkãioz5n’vkxgizo¦oz’"joyuxjkx".GJ5NJ/E"ÌÌÌÌÌÌÌÌÌ44444444444444444444444444444444444444444444444444"" ̊ Yes ̊ No

84"K¦kx"hkkt"zxkgzkj"lux"ksuzoutgr"ux"hkng¦ouxgr"jolãi{rzoky"ux"gt"kgzotm"joyuxjkxEÌÌ444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444"" ̊ Yes ̊ No

94"J{xotm"znk"vgyz"78"sutzny2"ykkt"g"vxulkyyoutgr"zu"gjjxkyy"sktzgr5ksuzoutgr"nkgrzn"iutikxtyEÌÌÌ4ÌÌÌÌÌÌÌÌÌÌÌÌÌ4444444444444444444444444444444444444444"" ̊ Yes ̊ No

:4"Ngj"g"yomtoãigtz"rolk"k¦ktz"zngz"iutzot{ky"zu"gllkiz"znk"igsvkxÙy"rolkE44444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444444" ̊ Yes ̊ No

(History of abuse, death of a loved one, family change, adoption, foster care, new sibling, survived a disaster, others)

Please explain “Yes” answers in the space below, noting the number of the questions. The camp may contact you for additional information.

Camper Name: _________________________________________________________

           First    Middle        Last

Birth Date: ___________________
           Month/Day/Year

Nkgrzn3Igxk"Vxu¦ojkxy@

Tgsk"ul"igsvkxÙy"vxosgx’"juizux.y/@"eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee"" Vnutk@".eeeeeeee/"eeeeeeeeeeeeeeeeeeeeeee

Name of dentist(s):_____________________________________________________________________________________  Phone: (________) _______________________

Name of orthodontist(s):_________________________________________________________________________________  Phone: (________) _______________________

Copyright 2014 by American Camping Association, Inc.    Page 3/4       Rev.1/2014 LEE/EAW

74"K¦kx"hkkt"nuyvozgro\kjE"ÌÌÌÌÌÌÌÌÌÌ44444444" ̊ Yes ̊"Tu"" 774"Ngj"lgotzotm"ux"jo\\otkyyE"4444444444444444444444444444444444444444444444444444444444" ̊ Yes ̊ No

84"K¦kx"ngj"y{xmkx’E"444444444444444444444444444444ÌÌÌÌ44444444"" ̊ Yes ̊"Tu"" 784"Vgyykj"u{z5ngj"inkyz"vgot"j{xotm"k̃kxioykE"Ì4ÌÌÌÌÌ444444"" ̊ Yes ̊ No

94"Ng¦k"xki{xxktz5inxutoi"orrtkyykyE"4444444ÌÌÌ4Ì44444" ̊ Yes ̊"Tu"" 794"Ngj"sutut{irkuyoy".ÕsutuÖ/"j{xotm"znk"vgyz"78"sutznyE44444444"" ̊ Yes ̊ No

:4"Ngj"g"xkiktz"otlkizou{y"joykgykE"4444444ÌÌÌÌ4444444"" ̊ Yes ̊"Tu"" 7:4"Ol"lksgrk2"ng¦k"vxuhrksy"}ozn"vkxoujy5sktyzx{gzoutE4ÌÌ44444444" ̊ Yes ̊ No

;4"Ngj"g"xkiktz"otp{x’E"444444444444444444444444444ÌÌÌÌ4444444"" ̊ Yes ̊"Tu"" 7;4"Ng¦k"vxuhrksy"}ozn"lgrrotm"gyrkkv5yrkkv}grqotmE"4444444444444444444444" ̊ Yes ̊ No

<4"Ngj"gyznsg5}nkk\otm5ynuxztkyy"ul"hxkgznE44444444444"" ̊ Yes ̊"Tu"" 7<4"K¦kx"ngj"hgiq5puotz"vxuhrksyEÌÌ4ÌÌÌ444ÌÌÌÌÌ44444444444"" ̊ Yes ̊ No

=4"Ng¦k"joghkzkyE"4444444444444444444444444444444444ÌÌÌÌ444444"" ̊ Yes ̊"Tu"" 7=4"Ng¦k"g"noyzux’"ul"hkj}kzzotmEÌÌÌÌÌÌÌ4ÌÌÌÌÌ44444444"" ̊ Yes ̊ No

>4"Ngj"yko\{xkyE"444444444444444444444444444444444444444444444444444444444"" ̊ Yes ̊"Tu"" 7>4"Ng¦k"vxuhrksy"}ozn"jogxxnkg5iutyzovgzoutEÌÌÌÌÌÌ444444444"" ̊ Yes ̊ No

?4"Ngj"nkgjginkyE"ÌÌÌÌÌÌÌÌÌÌÌÌÌ444444"" ̊ Yes ̊"Tu"" 7?4"Ng¦k"gt’"yqot"vxuhrksyEÌÌÌÌÌÌÌÌ4444444444444444444444444444444" ̊ Yes ̊ No

764"]kgx"mrgyyky2"iutzgizy2"ux"vxuzkizo¦k"k’k}kgxE"" ̊ Yes ̊"Tu"" 864"Zxg¦krkj"u{zyojk"znk"iu{tzx’"ot"znk"vgyz"?"sutznyE4444444444444444444"" ̊ Yes ̊ No

Please explain “Yes” answers in the space below, noting the number of the questions. For travel outside the country, please name countries visited and dates of travel.

]ngz"Ng¦k"]k"Luxmuzzkt"zu"GyqE Please provide in the space below"gt’"gjjozoutgr"otluxsgzout"ghu{z"znk"igsvkxÙy"nkgrzn"zngz"’u{"znotq"osvuxzgtz"ux"zngz"sg’"gllkiz"znk"
igsvkxÙy"ghoroz’"zu"l{rr’"vgxzoiovgzk"ot"znk"igsv"vxumxgs4"Attach additional information if needed.

Parents/Guardians: STOP here. The rest of this is form is completed when the camper arrives at camp. Keep a copy for your records.



CAMPER HEALTH HISTORY FORM 1
Developed and reviewed by: American Camp Association, American Academy of Pediatrics Council on 

School Health, & Association of Camp Nurses

Otjo¦oj{gr"Nkgrzn"Xkiuxj".Lux"Igsv"[yk"Utr’/

Camper Name: _________________________________________________________

           First    Middle        Last

Birth Date: ___________________
           Month/Day/Year

Copyright 2014 by American Camping Association, Inc.    Page 4/4       Rev.1/2014 LEE/EAW

    Initial Screening  Date/Time: _________   Initials: ____________

  ̊"""Yixkktotm"ngy"hkkt"iutj{izkj"giiuxjotm"zu"igsv"vxuzuiur"gtj"yomtoãigtz"ãtjotmy"tuzkj"gy"lurru}y@

" " """"""G4"Gt’"yomty5y’svzusy"ul"orrtkyy"ux"otp{x’"{vut"gxxo¦grE444444444444444444444444"̊ No ̊ Yes as noted below

" " """"""H4"Noyzux’"ul"k̃vuy{xk"zu"iuss{toighrk"joykgykE4444444444444444444444444444444444"̊ No ̊ Yes as noted below

" " """"""I4"Gjjozouty"ux"iuxxkizouty"zu"otluxsgzout"ut"znoy"nkgrzn"noyzux’E444444444444"̊ No ̊ Yes as noted below

" " """"""J4"Skjoigzout"mo¦kt"zu"nkgrzn3igxk"yzgllE44444444444444444444444444444444444444444444444444"̊ No ̊ Yes as noted below

" " """"""K4"Gt’"yomty5y’svzusy"ul"nkgj"roikE444444444444444444444444444444444444444444444444444444"̊ No ̊ Yes as noted below

Vxu¦ojkx"tuzky@".jgzk5zosk5otozogr"grr"ktzxoky/ _________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

K̃oz"Tuzk@ Check one of the following:

̊ Left camp this day with no reported illness or injury symptoms.

̊ Left camp this day with the following problem/concern:

_____________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________

This person was told about the problem and instructed about follow-up as noted above: ______________________________________________________________________

        Date/Time: _________________________ Initials: ____________________________



Recommendations for Licensed Medical Personnel 

FORM 2

Developed and reviewed by: American Camp Association, 

American Academy of Pediatrics Council on School Health, & 

Association of Camp Nurses

Mail this form to the address below by  (date)

The following non-prescription medications are commonly stocked in camp 

Health Centers and are used on an as needed basis to manage illness and 

injury. Medical personnel: Cross out those items the camper should 

not be given.

Diet, Nutrition:   Eats a regular diet.   Has a medically prescribed meal plan or dietary restrictions:(describe below)

The camper is undergoing treatment at this time for the following conditions: (describe below)   None.

Medication:  No daily medications.  Will take the following prescribed medication(s) while at camp: (name, dose, frequency—describe below)

Other treatments/therapies to be continued at camp: (describe below)   None needed.

Do you feel that the camper will require limitations or restrictions to activity while at camp?  No  Yes

If you answered “Yes” to the question above, what do you recommend? (describe below—attach additional information if needed)

“I have reviewed the CAMPER HEALTH HISTORY FORM (FORM 1), and have discussed the camp program with the camper’s parent(s)/guardian(s). It is my 

Name of licensed provider (please print): _____________________________________________________Signature: _________________________________Title: _________________ 

                        Street       City     State   Zip Code

  Telephone: (________)_____________________    Date:_______________________

To Parent(s)/Guardian(s): Complete this section and give this form (FORM 2) and a copy of your

completed CAMPER HEALTH HISTORY FORM (FORM 1) to your child’s health-care provider for review.

Dates will attend camp: from ______________to_____________

Camper Name: _____________________________________________________________________________________

  First    Middle   Last

 Male 

Camper home address: ______________________________________________________________________________

____________________________________________________________________________________________________

City      State    Zip Code

Parent(s)/guardian(s) stop here. Rest of form to be completed by medical personnel.

  Yes No (If “No,” date of last physical: ____________________)

Medical Personnel: Please review the CAMPER HEALTH HISTORY FORM 

(FORM 1) and complete all remaining sections of this form (FORM 2). 

Attach additional information if needed.

Allergies: 

 To foods (list):

 To medications: (list):

 To the environment (insect stings, hay fever, etc.– list):

 Other allergies: (list):

Describe previous reactions:
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Phenylephrine (Sudafed PE)

Pseudoephedrine (Sudafed)

Chlorpheneramine maleate

Guaifenesin

Dextromethorphan

Diphenhydramine (Benadryl)

Generic cough drops

Chloraseptic (Sore throat spray)

Lice shampoo or scabies cream 

(Nix or Elimite)

Calamine lotion

Bismuth subsalicylate (Pepto-Bismol)

Laxatives for constipation (Ex-Lax)

Hydrocortisone 1% cream

Topical antibiotic cream

Calamine lotion


