
 
 
 

 

 

   

            Experience the Possibilities! 

 

Camp CaPella, PO Box 552, Holden, ME 04429 * 207-843-5104 * www.campcapella.org 
 

NURSING STANDING ORDERS 

2024 camping year 

If no known allergies to the following, the camp nurse or trained personnel may administer: 

1. Epinephrine (1:2000) Auto Injector Junior 0.15 mg IM prn for anaphylactic reaction, weight less than 66 

pounds. 

2. Epinephrine Auto injector (1:000) 0.3 mg IM prn for anaphylactic reaction, weight greater than 66 

pounds 

3. Diphenhydramine HCL tablets/liquid/elixir po, weight/age-based dose for suspected major allergic 

reaction (difficulty breathing, facial swelling, generalized puritis, rash/hives that quickly spread, 

nausea/vomiting, irritability). 

4. Bismuth Subsalicylate 30 cc after confirmation of no fever for age 12 and up.  As needed for heart burn, 

diarrhea, nausea. 

5. Glucose gel 15 grams po prn for hypoglycemia. 

6. Calamine lotion topically prn for minor skin irritation/itching/rash. 

7. Triple antibiotic ointment topical prn for skin abrasion, minor cuts. 

8. Saline eye flush prn for eye irritation 

9. Sunscreen lotion SPF 15-50, topically prn for sun exposure 

10. Superficial Splinter removal prn for foreign body.  Exclude facial area. 

11. Hydrocortisone cream 0.05%-1% topical for minor skin irritation/rash/itching. 

12. Hypoallergenic fragrance-free cream or lotion topically prn for minor skin irritation/redness. 

13. Loperamide Hydrochloride and simethicone tablets weight and age dosing for diarrhea/gas  

14. Anti itch spray per dosing instructions for itching 

15. Acetaminophen tablets/liquid po, weight and age base dose. Prn for pain or fever. 

16. Ibuprofen tablets/liquids po weight and age base dose prn for pain or fever. 

17. Insect repellant as needed.  

18. Aloe Vera after sun cream as needed for minor redness. 

19. Throat lozenges as needed for minor sore throat/ cough with follow up as needed.  

20. Basic first aid and Bandages as needed. 
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