New Heights

AUTHORIZATION FOR THE ADMINISTRATION OF MEDICATIONS
BY CAMP PERSONNEL

Summer Camp (ONE FORM PER MEDICATION TAKEN)

In Connecticut, licensed Camps administering meitioa to children shall comply with all requirementegarding the

Administration of Medications described in the CTat8 Statutes and Regulations. Parents/guardieqgesting medication

administration to their child from camp staff shalbvide the program with appropriate written auiretion (s) and the medications
beforeany medications are administered. Medications resh the original container and labeled with ¢héd’s name, name of the
medication, directions for medications administatand date of the prescription. All unused medcatwill be destroyed if not

picked up within one week following camper’s depeetat the end of camp.

AUTHORIZED PRESCRIBER ORDER: (Physician, Dentist, Physician Assistant, Advanced Practice Registered Nur se):

Name of Child Date of Birth: / / Today’s date / /
Medication Name Controlled Drug? YES [ ] NO
Dosage Method Time of Administration

Special Instructions for Medication Administration

Medication Administration: Start Date / / . Stop Date / /

Relevant Side Effects of Medication

Plan of Management for Side Effects

Known Food or Drug Allergies? [ ] YES [] NO Reactionsto? ] YES [] NO Interactions with?] YES [] NO

If YES to any of the above, please explain

Prescriber’'s Name Phone # ( )
(Typeor Print)
Prescriber’s Address City/Town

Prescriber’s Signature

PARENT/GUARDIAN AUTHORIZATION:

I hereby request that Medication be administeretyahild as described and directed above.

| understand that | must supply the Youth Camp wlith prescribed medication in the original contaidispensed and properly
labeled by an authorized prescriber, dentist ormphaist. Over-the-counter medication shall behim driginal container labeled by

the parent with the child’s name.

Name of Camp Today’s Date / /

Child’s Name Address Town

Name of Parent or Guardian Authorizing Administatof Medication

Relationship to Child__] Mother [] Father [] Guardian/Other explain
(Print Name)

Street Address City/Town

State Zip Code Phone ( )

Signature of Parent/Guardian Authorizing Administna of Medication

Name of Camp Personnel Receiving Written Authorization and M edication

Title/Position Signature




New Heights

Medication Administration Record (MAR)

Summer Camp

Name of Child Date of Birth / /
Phar macy Name Prescriber Number
Date Time Dosage Remarks Signature of Person

Administration M edication

*Medication authorization form must be used aseazithtwo sided document or attached first and skcon
page.*

[ ] Authorization form is complete [ ] Medication is appropriately labeled

[ ] Medication is in original container [ ] Date on label is current

Person Accepting Medication (print name) Date / /




