MEDICATION ADMINISTRATION AUTHORIZATION FORM for Youth Camps in Maryland

1. CHILD'S NAME (First Middle Last)

3. MEDICATION SHALL BE ADMINISTERED

2. DATE OF BIRTH (mm/dd/yyyy)
/ /

3b. TO (mm/dd/yyyy)

3a. FROM (mm/dd/yyyy)

during the year in which this form is dated in 7b below unless more restrictive dates are specified in 3a and 3b. This authorization is NOT TO EXCEED 1 YEAR.

Medication Name Condition Being Treated/PRN Parameters

4. PRESCRIBER'S NAME/TITLE

TELEPHONE FAX
ADDRESS
CITY STATE ZIP CODE

5a. PRESCRIBER'S SIGNATURE (Parent/guardian cannot sign here)

(original signature or signature stamp only)

6a. PARENT/GUARDIAN SIGNATURE

6d. HOME PHONE #

7a. PRESCRIBER'S SIGNATURE

FOR SELF-ADMINISTRATION/SELF-CARRY

MDH-4758-A (12/2019)

7b. DATE

6e. CELL PHONE #

Dose Route Frequency OK to Self-Administer  OK to Self-Carry (Emerg Meds Only)

Yes No Yes No O Not emergency med
Emergency Medication: O Yes O No Known side effects:

Yes No Yes No O Not emergency med
Emergency Medication: O Yes O No Known side effects:

Yes No Yes No O Not emergency med

Emergency Medication: O Yes O No Known side effects:

This space may be used for the Prescriber's Address Stamp

5b. DATE (mm/dd/yyyy)

6b. DATE (mm/dd/yyyy) 6¢. INDIVIDUALS AUTHORIZED TO PICK UP MEDICATION

6f. WORK PHONE #

8a. PARENT/GUARDIAN'S SIGNATURE

FOR SELF-ADMINISTRATION/SELF-CARRY

8b. DATE



