MEDICATION ADMINISTRATION AUTHORIZATION FORM for City of Rockville Youth Camps Office User

This form must be fully completed for staff members to administer medication or for the camper to self- Form Number (must

administer medication. A new form is required annually, or if the dosage or time of administration changes. match Medication
- Prescription medication must be in a container labeled by the pharmacist or prescriber. Intake/Record Form)
- Nonprescription (OTC) medication, including vitamins, supplements, homeopathic, and herbal medicines

must be in the original container with administration instructions. Number:
- An adult must bring the medication to camp and have it checked in by an adult staff member.
Section 1. PRESCRIBER AUTHORIZATION
1.CHILD'S NAME (First Middle Last) 2. DATE OF BIRTH (mm/dd/yyyy)
3. MEDICATION SHALL BE ADMINISTERED within one year from the 3a. FROM (mm/dd/yyyy) 3b. TO (mm/dd/yyyy)
date in 6b. unless more restrictive dates are specified in 3a. and 3b.
Medication Name Condition BeingTreated/PRN Parameters Dose Route Frequency OKto Self-Administer OK to Self-Carry (Emergency Meds Only)
oYes oNo oYes oNo o0 Not emergency med
A
Emergency Medication: o Yes o0 No |Known side effects:
oYes oNo oYes oNo o Not emergency med
B
Emergency Medication: o0 Yes 0 No | Known side effects:
oYes oNo oOYes oNo o Not emergency med
C
Emergency Medication: o0 Yes 0 No | Known side effects:
oYes oNo oYes oNo o Not emergency med
D
Emergency Medication: o0 Yes 0 No | Known side effects:
oYes oNo oYes oNo 0O Not emergency med
E
Emergency Medication: o0 Yes o0 No |Known side effects:

4. Plan of Action is required for “Identified Medical Problems” including Anaphylaxis, Asthma, Cancer, Diabetes, Epilepsy, OR other conditions that
requires specific medical treatment and supervision; and if untreated, can adversely affect the general health of the camper. Use standard action plan
on p.2 of this form or provide an individualized plan.

O Use Standard Anaphylaxis or Asthma Action Plan on p.2 [ Use Individualized Seizure Action Plan on p.2 O Individualized Action Plan Provided [1 Not Applicable

5- PRESCRIBER'S NAME/TITLE This space may be used for the Prescriber's Address Stamp
TELEPHONE FAX
ADDRESS
CITY STATE ZIPCODE

|6a. PRESCRIBER'S SIGNATURE (Parent/guardian cannot sign here) 6b. DATE (mm/dd/yyyy)

Original signature or digital stamp only

Section Il. AUTHORIZATION FOR SELF-ADMINISTRATION/SELF-CARRY (OPTIONAL)
PRESCRIBER AUTHORIZATION and PARENT/GUARDIAN AUTHORIZATION

THIS SECTION SHOULD ONLY BE COMPLETED IF ANY EMERGENCY MEDICATIONS ABOVE ARE APPROVED FOR SELF-ADMINISTRATION.
Self-carry is only permitted for emergency medications such as inhalers and epinephrine. Both the prescriber and parent/guardian
must consent to self-administration below. Camp operators are not required to permit self-administration or self-carry.

| authorize self-administration of all the medications listed in Section I that are checked as, "OK to self-administer" or "OK to self-carry”
for the child named above, under the supervision of the youth camp operator, a designated staff member or volunteer. If indicated in
Section I, the child named above may self-carry emergency medications checked as "OK to self-administer and self-carry."

7a. PRESCRlBER'_S $|GNATURE 7b. DATE mm/dd/yyyy) 8a. PARENT/GUARDIAN SIGNATURE [gp. DATE (mm/dd/yyyy)
For self-administer/self-carry For self-administer/self-carry

Section Ill. PARENT/GUARDIAN AUTHORIZATION

| request the authorized youth camp operator, staff member or volunteer to administer the medication or to supervise the camper in
self-administration as prescribed by the above authorized prescriber. | certify that | have legal authority to consent to medical
treatment for the child named above, including the administration of medication at the facility. | understand that at the end of the
authorized period an authorized individual must pick up the medication; otherwise, it will be discarded. | authorize camp personnel,
and the authorized prescriber indicated on this form to communicate in compliance with HIPAA.

9a. PARENT/GUARDIAN SIGNATURE 9b. DATE (mm/dd/yyyy) 9c. INDIVIDUALS AUTHORIZED TO PICK-UP MEDICATION

9d. HOME PHONE # 9e. CELL PHONE # 9f. WORK PHONE#
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ASTHMA PLAN OF ACTION

wheezing, chest
tightness, or

Camper can do all
the things they
usually do.

the peak flow* is
more than 80
percent or more of
best peak flow.

If available, use

wheezing, chest
tightness, or trouble

some of the things
they usually do.

peak flow meter the
peak flow* is half to
three quarters of best
peak flow.

If available, use

If their symptoms
don’t get better after
an hour, call 911.

Or

When camper uses
a peak flow meter

If available, use
quick-relief medicine
as prescribed

If symptoms don’t

quick-relief quick-relief get better, call 911.
medicine as medicine as

prescribed, as prescribed

needed

ANAPHYLAXIS PLAN OF ACTION

Green Yellow Zone Signs and Symptoms

Zone _ : _

Camper doesn't Camper has some Camper has a lot Shortnesg of breath, repetitive coughl.ng, weak pglse, generalized hives,
. . tightness in the throat, trouble breathing/swallowing

have cough, mild cough, of trouble breathing. OR

a combination of symptoms from different body areas such as hives, rashes, or

swelling on the skin coupled with vomiting, diarrhea, or abdominal pain.

trouble breathing breathing. Or Quic‘k-.relief
at any ti medicines don’t
y time.
Camper can'tdo help. Or Treatment

Remove inciting antigen if possible.

OR the peak flow* is Call 911
When camper uses less than half of . ) o ]
a peak flowmeter, | Whentheyusea best peak flow. Administer epinephrine (if prescribed) ASAP.

Place individual on the back with feet elevated OR if airway obstructed, allow

patient to sit upright while leaning forward. Administer antihistamine (if
prescribed) and patient able to swallow.

THE ABOVE ASTHMA AND ANAPHYLAXIS PLAN OF ACTIONS WILL

BE USED UNLESS AN ALTERNATIVE PLAN IS PROVIDED. A
MEDICATION AUTHORIZATION FORM (PAGE 1) SIGNED BY PARENT
AND PRESCRIBER IS NEEDED FOR ALL MEDICATIONS

SEIZURE PLAN OF ACTION

Seizure Type(s)

Length

Frequency

Description

Date of last seizure:

Describe typical seizure activity:

A seizure emergency is defined as:

Swimming:

Given this medical condition, is child allowed to swim? oYes oNo
Given this medical condition, is child required to wear a life vest during water activities/swimming?
Any other requested swimming accommodation?

oYes oNo

SEIZURE EMERGENCY PROTOCOL (Check all that apply)

O Call911:

O Notify Parent: Phone:

O Notify Healthcare Provider: Phone:

O Administer Emergency Medication (Page 1 Medication authorization form required)

O Other:

Basic seizure first aid: A seizure is considered an emergency when:
. Stay calm & track time e A convulsive (tonic-clonic) seizure lasts longer than 5 minutes
. Do not restrain e  There are repeated seizures without regaining consciousness
e Do not put anything in mouth e ltis afirst-time seizure
. Stay with person until fully conscious e  The person is injured or has diabetes
e  Record seizure in log e  The person has breathing difficulties

For tonic-clonic (grand mal) seizure: e  The seizure is in water

e  Protect head
. Keep airway open/watch breathing and color
e Turn person on side

PRESCRIBER SIGNATURE : DATE: PARENT SIGNATURE: DATE:
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