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    AUTHORIZATION TO GIVE MEDICATION  [image: image2.jpg]




Medication time schedules should be set so that, when possible, medicine is taken at home rather than at club activity.  However, if medication must be given during club activity hours, this form must be completed.

Please complete 

Member Name 







  Birth date 




I request that the Mission Network Activities USA, Inc. Club Volunteer assist in administering the following medication to my child.  I understand that:

· Prescription medications must be authorized with a physician signature at the bottom of this form.  Prescription medications will NOT be administered without physician consent.

· Over the counter medications require parent authorization only.

· Medications must be in the original labeled container (no baggie, foil, etc.).  Pharmacists can provide a duplicate labeled container.
· Parent/guardian must provide the medication, related equipment required and specific instructions.  The student may NOT bring these materials to camp or Mission Network Activities USA, Inc. Activities.

· Medication changes or dosage changes must be noted on a NEW medication authorization form.  It is the responsibility of the parent/guardian to inform the Mission Network Activities USA, Inc. Club Volunteer of any changes.  

· New medication or dosage changes will not be given unless a newly labeled container is provided.

· Unused medication will be disposed of unless picked up within one week after medication is discontinued.

· Medication will be administered as follows:

Name of Medication 












Dose 





 Administration Time(s) 






Route (by mouth, topical, etc.) 


Stop medication on 






Symptoms in which child may require medication as necessary 




















Condition/Illness requiring medication 










Additional equipment required for administration 









Possible side effects 












Physician’s name 





Phone 






I authorize the administration of the above stated medication while following under these directions:  

PARENT SIGNATURE (FOR ALL MEDICATIONS)




Date

PHYSICIAN SIGNATURE (FOR PRESCRIPTON ONLY)




Date

Mom’s Name  




 
Dad’s Name 






Mom’s Cell/Home      




Dad’s Cell/Home     




In consideration for receiving permission to participate in the activities of Mission Network Activities USA, Inc., N.A., Inc., I hereby RELEASE, WAIVE, DISCHARGE AND COVENANT NOT TO SUE, Mission Network Activities USA, Inc. N.A., Inc., its officers, agents, servants, employees or volunteers (hereinafter referred to as RELEASEES) from any and all liability, claims, demands, actions and causes of action whatsoever arising out of or related to any loss, damage, or injury, including death, (Including, but not limited to death or injury arising from dispensing of the above medications by releasees to the above member) that may be sustained by me, or any child or guardian of me, or any of the property belonging to me, WHETHER CAUSED BY THE NEGLIGENCE OF THE RELEASEES, or otherwise, while participating in such activity, or while in, on or upon the premises where the activity is being conducted. 

A Medication Authorization Form must accompany each medication
Please make additional copies as needed
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