OUTDOOR MINISTRIES MEDICATION RECORD

Parents, please complete the top and the left column of this form if your camper requires regular medication while at camp.

Please bring this form to check-in along with the medication, properly labeled in its original container and sealed in a plastic bag with the camper’s name clearly marked.

Camper Name

Location (HR, SGR, etc)

Allergies

Physician
Phone#

Parent or Guardian Name

Session/Dates

Parent(s) Phone #

SCHEDULED MEDICATIONS

Medication (Name, Dose, Route, Frequency)

Date _
Hour _

Initials

Full Signature

Initials

Full Signature




Name

Unit

Allergies

Unit Staff

PRN and ONE-TIME MEDICATIONS

MEDICATION (Dose, Route, Frequency) Reason for Med

Date, Time, and Initials

Effects Noted

DOCUMENTATION of OMITTED DOSE of MEDICATION

MEDICATION (Dose, Route, Frequency)

Dose Omitted

Reason for Omission

Initials
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