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MONMOUTH COUNTY PARK SYSTEM

Therapeutic Recreation Division

Medication Authorization Form

Participant Name ______________________________Birth Date _______________ Age ______

Parent/Guardian Request

I, the parent/guardian of ____________________________, request that the prescription and/or non-prescription (over the counter) medication prescribed by my son/my daughter/my ward’s physician be administered to my son/my daughter/my ward by the camp nurse or designated staff member.  The medication will be brought to camp in its original container appropriately labeled by the pharmacy.  I understand that for each medication a Medication Authorization Form must be completed and a Medication Form must be on file with the Therapeutic Recreation Division.

Parent/Guardian Signature 
 Date


Address 


Phone  


Physician’s Authorization

In order to protect the health of ____________________________, it is necessary for him/her to have the following medication during camp hours.

Medication: 


Dosage: 


Time to be administered: 


Purpose of medication: 


List any possible side effects that may be expected: 


I authorize the camp nurse or qualified staff member to administer the above medication.

Physician Signature
 Date 


Print Name of Physician
 Phone


Address 
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