
GOLDEN CORRIDOR FAMILY YMCA 

MEDICATION AUTHORIZATION 
 

SELECT BRANCH:  _____ Campanelli  _____ Taylor  _____ Camp Edwards 

Child’s Name:______________________________________________________________________ Gender:   M  /  F     DOB:___________________________ 

Name of Medication:_____________________________________________ Dosage:________________________________________________________________  

Time Needed:______________________________________________________ Dates Needed:________________________________________________________ 

Diagnosis:_____________________________________________________________________________________________________________________________________  

Special Instructions:________________________________________________________________________________________________________________________ 

Side Effects:__________________________________________________________________________________________________________________________________ 

Physician:_________________________________________________________________________ Phone:___________________________________________________ 

Address:________________________________________________________________ City:________________________________ State:_______ Zip:____________ 

 

Parent/Guardian (Please print):___________________________________________________________________________________________________________ 

Signature:______________________________________________________________________________________________________ Date:________________________ 

Staff Name Date Time Dosage 

    

    

    

    

    

    

    

    

    


