
Joel Ross Tennis/Golf & Sports Camp 
PO Box 62H  Scarsdale, NY 10583 

non-Summer months: 914-668-3258  fax 914 723-4579 
Summer: (860) 927-6339  fax (860) 927-6340  web site: www.joelrosstennis.com www.joelrossgolf.com 

e-mail to Joel Ross: info@joelrosstennis.com 
 

PRESCRIBED MEDICATION AUTHORIZATION FORM 
 
Part 1 must be signed by physician 
Part 2 must be signed by parent  

 

1. AUTHORIZATION BY PHYSICIAN:      
Name of Child______________________________________________Date of Birth_____/_____/_____ 
Street Address__________________________________________City_______________________State_____ 
Condition for which drug is being administered during camp hours____________________________________ 
_____________________________________________________________________________________ 
DRUG: Name of Drug, Dose and Method of Administration________________________________________ 
________________________________________________ 
Times of Administration: _____,_____,_____ Medication shall be administered from ____/____/____-
____/____/____ 
Relevant side effects to be observed, if  any________________________________________________ 
_________________________________________________________________________________ 
 
If there are side effects, plan for management__________________________________________________ 
____________________________________________________________________________________ 
Is this a controlled 
drug?____________________________________________________________________________ 
Allergies, reaction to, or negative interaction with food or drugs? If YES, list_____________________________ 
_______________________________________________________________________________________ 
The authorized prescriber's (Doctor) or Dentist's Name_________________________Phone 
#(____)_______________ 
Street Address____________________________________City____________________________State_________ 
 
PHYSICIAN’S SIGNATURE ___________________________________________Date  _____/_____/_____ 
 
PHYSICIAN’S PRINTED NAME______________________________________ 

 
2. AUTHORIZATION BY PARENT for the administration of the above medication: 
 I hereby request that the above medication, ordered by the authorized prescriber/dentist for my 
child__________________________________, be administered by the nurse or by camp personnel with current 
Medication Administration Training. 
 

 I understand that I must supply the Youth Camp with the prescribed medication in the original container 
dispensed and properly labeled by an authorized prescriber, dentist or pharmacist.  Over the counter medications shall 
be in the original container labeled by the parent with the child's name.  I understand that this medication will be 
destroyed if it is not picked up within one (1) week following termination of the order. 
 
Name of Parent or 
Guardian______________________________________Signature___________________________ 
 
Relationship to child___________________________________Date  _____/_____/_____ 


	Part 1 must be signed by physician
	Part 2 must be signed by parent 

