
University of Toledo 
Youth Program/Camp Medical Information and Release Form 
Self-Administration of Prescription Medication Form 
Authorization, Waiver and Consent for Over-the-Counter Medication Form
(Enter N/A in fields that are not applicable) 

PROGRAM/CAMP INFORMATION 

Program/Camp Name: (hereafter “Program”) 

Date(s): Time(s): 

Location: 

As a student, parent or guardian I understand that the information requested on this form is intended to help inform program staff 
of any pre-existing medical conditions. If Participant has a pre-



Company Name / Address





PART 5:  PARENT/GUARDI AN AUTHORIZATION, WAIVER AND CONSENT FOR OVER-THE- COUNTER 
MEDICATION (please complete if applicable) 

Over-the-Counter (OTC) Medication may at times need to be administered, if approval is indicated by the participant’s 


	University of Toledo
	No, my child does not need to take any prescription medication while at the Program.
	PRESCRIBER AUTHORIZATION FOR SELF-ADMINISTRATION OF PRESCRIPTION MEDICATION
	Medication Name:  Dose:     Condition for which medication is being administered:      Specific Directions (e.g., on empty stomach/with water, etc.):      Time/frequency of administration:       If PRN, frequency:       If PRN, for what symptoms:     ...
	Prescriber’s Name/Title:  Prescriber’s Place of Employment:    Telephone: Fax:
	I hereby affirm that this individual has been instructed in the proper self-administration of the prescribed medication(s).
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	Phone Number: 
	Date of most recent tetanus toxoid immunization: 
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	Text5: 
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