
Medication Authorization Form

Child’s Name:_______________________________________________________

Child’s Date of Birth:__________________________________________________

Medication Name:____________________________________________________

Medication Dosage:______________________________________

Time of Day:____________________________________________

By filling out and signing this form you authorize the specified medication and dosage to
be dispensed to your child during camp hours.

Parent/Guardian Name:_______________________________________________

Parent/Guardian Signature:____________________________________________

Date:_________________________________

For Camp Use Only
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