PARENTS: Before we can administer any medication to your child, you are required to sign this authorization form which signifies your desire to have the medication(s) administered, as well as your agreement to relieve the church & school, its agents, employees or representatives of any responsibility for ill effects resulting from the administering of said prescribed medication as set forth herein.
CLINTON CHRISTIAN SCHOOL SUMMER CAMP 
PHYSICIAN’S MEDICATION AUTHORIZATION ORDER FORM

PARENTS:  Please have your physician prescribing the medication fill out this form and return it to the camp director with the medication. THE PHYSICIAN PRESCRIBING THE MEDICATION SHALL PROVIDE CLINTON CHRISTIAN SCHOOL CAMP ADVENTURE WITH INSTRUCTION TO BE PROVIDED WITH THE MEDICATION SETTING FORTH ANY KNOWN SIDE EFFECTS OR TOXIC EFFECTS OF THE MEDICATION.

NOTE: A non-medical and non-nursing person will supervise the self-administration of medication(s). If possible arrange time of dosage so that medication(s) WILL NOT be given while the camper is at camp.

Prescription and Non-Prescription Medications
Full Name of camper ___________________________________
PHONE # _____________________
Name of Parent _______________________________________ PHONE # ______________________

   (This needs to be a phone where you can be reached during camp hours at any given time.)

· I understand that I must supply the school with the equipment/supplies needed to administer the medication.

· I understand that all medications must be labeled with the name of the medication, name of the student, name of the physician, date and directions for administration. A registered pharmacist must label prescription medication.

· I hereby authorize the medication below, to be administered as directed by my child’s physician.

· I understand that the physician will be called, if a question arises about my child’s medication.

· 911 will be called immediately in a emergency.
____________________________________________________  ________________________

Signature of Parent/Guardian





Date
-To be completed by Physician_

THE FOLLOWING MEDICATION(S) MUST BE GIVEN DURING CAMP HOURS:

________________________________________
_________________
    __________________________

NAME OF MEDICATION



           DOSE


  TIME TO BE GIVEN

________________________________________
_________________
    __________________________

NAME OF MEDICATION



           DOSE


  TIME TO BE GIVEN

Reason for medication:_________________________________________________________________________________
Date medication began ________________________________
Date to discontinue ___________________________
Side effects _________________________________________
Additional information ________________________
____________________________________________________

____________________________________

PHYSICIAN’S SIGNATURE (No stamps please)




DATE

____________________________________________________

____________________________________

PHYSICIAN’S PRINTED NAME




  
TELEPHONE NUMBER

____________________________________________________________________________________________

PHYSICIAN’S ADDRESS

SIGNATURE OF PARENT (Needed for all medication) __________________________________________________________

Medication must be kept in the original bottle. It may be transferred to a smaller container. THE CHILD MUST HAVE TAKEN AT LEAST ONE DOSAGE BEFORE IT IS ADMINISTERED TO THE CHILD AT CAMP, and the parent or guardian must acknowledge in writing on a separate note that at least dosage of the medication has been given to the child. EXCEPT for acetaminophen and topical medicines, only one dose of a non-prescription medicine is given unless the child’s health practitioner approves an over additional dose in writing.
