
Camper Camp/Program/Event Medication Form 

 

Name of Participant (print): ______________________________________________ 

Name of Program (print): ________________________________________________ 

Date of Birth (mm/dd/yyyy): ______________________________________________ 

Please list the specific prescription or over-the-counter medications below, reasons for 

medication, daily dose. If any medications change prior to arriving at the camp/program/activity 

(“Program”), please provide an updated list upon arrival. 

 Medication Reason(s) for Medication Daily Dosage/Time(s) 
Taken/Route of Administration 

1    

2    

3    

4    

 

If at all possible, medication should be administered at home. Medications will be allowed at the 

Program only when failure to take such medicine would jeopardize the health of a participant and 

he/she would not be able to attend the Program if the medicine were not made available. 

The parent/legal guardian of a participant is required to disclose their intention to bring 

medications to the Program, especially to treat potentially life-threatening conditions (i.e. inhalers, 

EpiPens, insulin injections), at least three (3) days before the start of the Program. Upon arrival 

to the Program, parent/legal guardian should plan to meet with the Program Director or designee 

at registration to review medication issues for a Program participant.  For identification purposes, 

a current picture of the participant is to be provided upon registration. 

The parent/legal guardian is responsible for ensuring that all medications (prescription and over-

the-counter) are stored in the original product packaging and clearly labeled with the participant’s 

name. Prescription medication(s) must also include a label with the medication’s name and 

dosage instructions, as well as the prescribing physician’s name and telephone number. 

All medications will be kept in a container used exclusively for storage of medications. Medications 

that require refrigeration will be stored in a refrigerator.  Access to all medications will be limited 

to approved personnel. The need for emergency medication may require that a Program 

participant carry the medication on his/her person or that it be easily accessed (i.e. inhalers, 

EpiPens, insulin injections). It is the responsibility of the parent/guardian to alert the Program 

director to this need.  Authorized Adults will NOT purchase medications of any type (prescription 

and over-the-counter) for Program participants of any age.  

Authorized Adults will not dispense medications, but may monitor the self-administration of certain 

medications, if necessary, ONLY upon written consent of the parent/legal guardian and/or 

physician’s orders.  Some Authorized Adults may be trained in the use of an EpiPen and, with 

written consent of the parent/legal guardian, will inject.  Otherwise, first responders will be called. 

It is NOT permissible for a participant to share any medications with any other participants. 



It is the responsibility of the parent/legal guardian to be sure that the participant’s medications 

brought to the Program are picked up at the end of the Program. Failure to do so will result in the 

medications being destroyed within three (3)  working days after the participant’s last day at the 

Program. Absolutely no medications will be returned via mail regardless of circumstance. 

 

Print name of the Parent or Guardian: 

 

___________________________________________________________________________ 

 

Signature of Parent or Guardian: 

 

________________________________________ Date: _________________________ 

 

**** 

 

If applicable, I consent to an Authorized Adult monitoring the self-administration of medications, 

if necessary. 

 

Signature of Parent or Guardian: 

 

________________________________________ Date: _________________________ 

 

**** 

 

If applicable, I consent to an Authorized Adult administering an EpiPen. 

 

Signature of Parent or Guardian: 

 

________________________________________ Date: _________________________ 
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