
MEDICATION AUTHORIZATION FORM 
 

Medication Requirements:  Prescription medication shall be in the original container and labeled 

with the child’s name, instructions, and physician’s name.  All over the counter medicine shall be in 

the original container and should be labeled with the child’s name and dosage.  Medication cannot be 

for “general use”, parent must give specific times and dates in order for it to be administered. 

 

I authorize Andrews Academy Summer Camp Staff to administer:  

 

________________________________ to _________________________________________. 
                 Name of Medication               Child’s Full Name 

 

 

 Time to be given:__________________ Dosage:____________________ 

     

              __________________       ____________________ 

 

             __________________       ____________________ 

 

 

Authorization Effective from _____________________ to ________________________. 
          Month/Day/Year       Month/Day/Year   

 

External Applications: _________________________________________________________ 

 

Possible side effects: __________________________________________________________ 

 

 

Signature: ____________________________________   Date: ____________________ 

 

 

===FOR OFFICE USE ONLY========================================= 

 

Date   Time  Medication Name   Dosage  Staff Initials 

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________ 

____________________________________________________________ 



MEDICATION AUTHORIZATION CONTINUED 
 

Child’s Name: ________________________________________  
 

Medication:______________________________Dosage:________________________ 
 

===FOR OFFICE USE ONLY========================================= 

 

Date   Time  Medication Name   Dosage  Staff Initials 

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________ 


