
 

Camper Name____________________________________ Week of Camp _________________  

Medication Name Purpose Dosage  Frequency/Time of Day 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Permission to give OTC medications? Yes No 

What should we know about your camper to help us serve them best? ____________________________ 

________________________________________________________________________ 

Please Note: Distribution of Medications begins at supper on Sunday. 

 

Parent Printed Name  __________________________________Phone Number ___________________________ 

Parent Signature _________________________________________________________________________ 

 

 

Camper Name____________________________________ Week of Camp _________________  

Medication Name Purpose Dosage  Frequency/Time of Day 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Permission to give OTC medications? Yes No 

What should we know about your camper to help us serve them best? ____________________________ 

________________________________________________________________________ 

Please Note: Distribution of Medications begins at supper on Sunday. 

 

Parent Printed Name  __________________________________Phone Number ___________________________ 

Parent Signature _________________________________________________________________________ 

 


