
Rolla Parks and Recreation 

1200 Holloway St. 

Rolla, MO 65401 

Recreation Program Self-Administration Medication Consent Form 

To be filled out prior to the start of the program 

All prescription medicine should be kept in its original prescription bottle 

Child First and Last Name: Date of Birth: Child’s known Allergies:  

 

Authorized prescriber to complete:  

Licensed Authorized Physician’s Name Licensed Authorized Physician’s Telephone 

Number:  

Name of Medication ( including strength if applicable): Amount/Dosage to be 

given: 

Route of Administration:  

Length of time (in days) to be Given and Date of Discontinued Use: Time(s)to be Given: Refrigeration Required: 

Yes____     No_____ 

Reason for taking Medication(unless confidential by law):  

Possible Side Effects: What Action to Take if Side Effects are Noted:  

Special Instructions: (Include any concerns related to possible interaction with other medication the child is receiving or concerns 

regarding the use of the medication as it related to the child’s age, allergies, or any pre-existing conditions. Also describe situations 

when medications should not be administered) 

For PRN medication ( as needed) only: Identify the Symptoms That Will Necessitate Administration of Medication: 

 

 

 

 



 

 

 

Medication Consent/ Authorization 

I, ____________________________ request the my son/daughter _____________________ in the _______________  

self-administer the medication listed above. 

I understand that he/she must bring medication in its original prescription bottle or manufacturer’s bottle with his/her name, the name 

of the medication and the dosage instructions. I understand that my son/daughter, and only my son/daughter will the medication as per 

his/her physician’s orders. I attest that my son/daughters has demonstrated maturity, responsibility and capacity in the self-

administering of medication. I further attest that my son/daughter has demonstrated understanding of the indications and use of 

prescribed medications (s) and that the medication (s) was prescribed solely for him/her.  

 

__________________________________    _________________________________________   _____________________________ 

__________________________________ _________________________________________ ____________________________ 

__________________________________ _________________________________________ ____________________________ 

 

 

  

 

 

(Parent or Guardian’s Name)  (Child’s Name)  (Group)  

Licensed Authorized Physician’s Name (please print) Licensed Authorized Physician’s Signature Date 

Parent or Legal Guardian’s Name (please print) Parent or Legal Guardian’s Signature Date 

Childs Name (please print) Childs Signature Date 


