
 

PERMISSION TO ADMINISTER 

MEDICATION 

 

I give the Town of Aurora Department of Parks & Recreation 

Summer Day Camp Program Permission to Administer the Following 

Medication to my Child: 

 

Child’s Name ________________________________________________________ 

 

Prescribing Doctor ________________________________________________ 

 

Name of Medication _________________________________________________ 

 

Dosage _______________________________________________________________ 

 
Frequency ___________________________________________________________ 

 

Effective Date ______________________________________________________ 

 

Duration of Order __________________________________________________ 

 

Reason for Medication _____________________________________________ 

 

Additional Information ____________________________________________ 

 

________________________________________________________________________ 
 

Parent Signature ___________________________________________________ 

 

Date __________________________________________________________________ 

 

Doctor’s Signature _________________________________________________ 

    (or attached prescription) 

 

 

 

For office to complete 

 

Nurse’s Signature __________________________________________________ 

 

Date __________________________________________________________________ 

 

MD ___________________________________________________________________ 

 

Allergies ____________________________________________________________ 


