Albany State University
Youth Programs

	Authorization to Administer Medication



Where possible, parents or guardians are encouraged to administer medication before or after the hours of the camp.  

Complete one form per medication.

Personal/Medication Information (please print)			Today’s Date:  _____/_____/_____
	
	Child’s Name:   ________________________________________________    Age:  ____________
	Food/Drug Allergies:  _____________________________________________________________
	Parent/Guardian Name:  ___________________________________________________________
	Home Phone:  ___________________________________   Cell Phone:  _____________________
	Work Phone:  ____________________________________

	Name of Licenses Prescriber:  _______________________________________________________
	Phone Number:  __________________________________
	Medication:  ______________________________________________________________________
	Dosage:  _________________________________________________________________________
	Instructions (route, frequency, duration, take with food, etc.)
	_________________________________________________________________________________
	Quantity Received from parent/guardian:  _____________________________________________
		(i.e., number of tablets, contents of bottle)
	Special Storage Instructions:  ________________________________________________________

	Quantity Returned to parent/guardian at end of day:  ____________________________________
		(i.e., number of tablets, contents of bottle)

Authorization for Medical Care

I hereby authorize the program staff to monitor my child taking/administer to my child the above listed medication.  I understand that medication, whether over-the-counter or prescription, must be kept in original containers.  Prescription medication containers should bear the pharmacy label, date of filling, pharmacy name and address,, patient name, name of prescribing practitioner, name of prescribed medication, directions for use and cautionary statements, as originally appeared on the container.  Medications shall be returned to a parent or guardian daily unless indicated under the “Instructions” above that the medication must be administered for the duration of the camp. 

By signing this form I hereby acknowledge that all information is accurate and current, that all pertinent and important medication information is listed on this form, and to the best of my knowledge, my child is capable of participating safely in the program.  I acknowledge that my failure to disclose relevant information may result in harm to my child and/or others during this program.  I agree to notify the program of any changes in the above information in a timely and reasonable manner.

I hold harmless and agree to indemnify the program and Albany State University, as well as the Board of Regents, from any claims, causes of action, damages and/or liabilities arising out of or resulting from said medical treatment.

Signature of Parent or Guardian:  _________________________________________________________

[bookmark: _GoBack]Printed Name of Parent or Guardian:  ______________________________________________________
