
 
 

Camper’s Name:_____________________________________   Date:_____________________ 
 
Age: _______________ Camp Group (if known):______________________________________ 
 

I authorize the Day Camp Sunshine First Aid Director to administer: 

Medication: __________________________________________________________________________ 

Reason Taking: _______________________________________________________________________ 

Dosage Amount: ______________________________________________________________________ 

Instructions for Administration:  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Parent Signature: _______________________________________ Date: __________________________ 

*Note: All medications must be sent in the original container. 

For Office Use Only: 

Date:______Time:______Person Administering Administration:_________________________________ 

Date:______Time:______Person Administering Administration:_________________________________ 

Date:______Time:______Person Administering Administration:_________________________________ 

Date:______Time:______Person Administering Administration:_________________________________ 

Date:______Time:______Person Administering Administration:_________________________________ 

Date:______Time:______Person Administering Administration:_________________________________ 

Date:______Time:______Person Administering Administration:_________________________________ 

Adverse Drug reactions:_________________________________________________________________ 

_____________________________________________________________________________________ 

Contact made with Prescribing Physician:___________________________________________________ 

_____________________________________________________________________________________
_____________________________________________________________________________________ 

Medication errors:______________________________________________________________________ 


