
Authorization for Dispensing Medication and Medical Conditions Form  
Zion Spokane Camps 

TO ASSIST US in making sure your child receives their medication correctly while they are at camp,  
we would like you to fill out the following information about your child and their medication(s). 
1)   All medications, prescription and over the counter, will be given to the “camp personnel” upon arrival  

at the church, or camp, during check in. 
2)   Inhalers for use with asthma problems, unless specifically indicated by you, may be carried with them. 

Camper’s Name: _____________________________________ Date: ____________________ 
Allergies: ____________________________________________________________________ 
Doctors Name: _____________________________________ Phone: ____________________ 
Insurance: ________________________________________ Hospital: ___________________ 
Emergency contact number for parent(s): __________________________________________ 
Medical condition(s) child is being treated for, and any other information we might need:  
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 

Medication: ________________________________________________________________________ 
___________________________________________________________________________________ 
                             Please include instructions for giving and reason they are taking the medication 

Instructions: __________________________________________________________________ 
___________________________________________________________________________________ 

Medication: ________________________________________________________________________ 
___________________________________________________________________________________ 
                             Please include instructions for giving and reason they are taking the medication 
 Instructions: __________________________________________________________________ 
___________________________________________________________________________________ 

If we have any questions, or concerns, we will call you at the number you provided for emergency contact.  
Thank you for taking the time to fill out this very important information for us. 

Please read and sign the following. THANK YOU! 
***PLEASE BRING THIS FORM WITH THE MEDICATION ON THE FIRST DAY OF CAMP*** 

SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY

SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY



I have filled out the medication information for my child__________________________ and 
hereby give the “Camp Personnel” permission to give my child their medication(s), including  
any other over the counter medications such as, but not limited to, Pepto-Bismol, or Tylenol  
for “discomfort” or “pain,” etc. 

Signature of Legal Guardian: _______________________________Date: _______________ 
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 Child’s Name:_______________________________________________________________ 

Medication: ________________________________________________________________________ 
___________________________________________________________________________________ 
                            Please include instructions for giving and reason they are taking the medication 

 Instructions: __________________________________________________________________ 
___________________________________________________________________________________ 

Medication: ________________________________________________________________________ 
___________________________________________________________________________________ 
                            Please include instructions for giving and reason they are taking the medication 
Instructions: __________________________________________________________________ 
___________________________________________________________________________________ 

Medication: ________________________________________________________________________ 
___________________________________________________________________________________ 
                          Please include instructions for giving and reason they are taking the medication 
Instructions: __________________________________________________________________ 
___________________________________________________________________________________ 

Medication: ________________________________________________________________________ 
___________________________________________________________________________________ 

SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY

SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY

SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY



                              Please include instructions for giving and reason they are taking the medication 
Instructions: __________________________________________________________________ 
___________________________________________________________________________________ 

(Page 2) Signature of Legal Guardian: _____________________________Date: _____________

SUNDAY MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY SATURDAY


