
KidsCamp of Pennsbury 

 

 

Medication Policy 
 

When medication, prescription or over-the-counter, is to be administered to a camper during the camp day, parents 

must bring the following to the KidsCamp Nurse: 

 

 Written orders from a physician giving the name of the drug, dosage, when medication is to be taken, 

diagnosis and/or reason the medication is given. 

 Written permission from the Parent/Guardian for the camp to comply with the physician’s orders. 

 Medication in an appropriately labeled pharmacy container and/or an over-the counter medication in its 

original container as purchased. 

 

Medication Permission Form 
 

I hereby authorize the KidsCamp Nurse or her designated substitute to administer to: 

 

Child’s Name: ______________________ 

 

Medication: _______________________        Dosage:  _____________        Time to administer:____________ 

 

Parent’s signature: _______________________         

 

Physician Authorization 
 

I prescribe (medication, dosage, and time) ___________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

To be give to: (Child’s Name)__________________________________________________________ 

 

By the KidsCamp Nurse or nurse’s designated substitute during camp hours for the reason(s) stated below: 

 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

 

Possible side-effects or contradictions:  _______________________________________________________ 

 

_______________________________________________________________________________________ 

 

Curtailment of activity or special instructions:   _________________________________________________ 

 

_______________________________________________________________________________________ 

 

Inhalers only: Is child authorized to carry and self-medicate?   ______Yes    _________No 

 

 

 

________________________________________      _______________________  _________ 

Physician’s Signature and License Number             Phone Number                               Date 


