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MEDICATION AUTHORIZATION

SELECT BRANCH:

Child’s Name:

_____ Campanelli

Taylor ____ Camp Edwards

Gender: M / F DOB:

Name of Medication:

Time Needed:

Diagnosis:

Dosage:

Dates Needed:

Special Instructions:

Side Effects:

Physician:

Address:

City:

Phone:

State: Zip:

Parent/Guardian (Please print):

Signature:

Date:

Staff Name

Date

Time

Dosage




