
  

 

 

 

 
 

Health Care Provider’s Order for Prescription and  

Non-Prescription Medication 
N o t e  t o  P a r e nt  o r  G u a r d i a n  

The provision of medication to participants during recreation program hours is discouraged. However, our 

program recognizes those special cases where the participant’s physician documents a need for dosing. 

1. It is the policy of our program to maintain a signed order for each medication that recreational staff 

are asked to dispense during program hours. This form must be completed, signed and returned to 

the Recreation Supervisor before any medications can be given. This form must be renewed each 

p r o g r a m  s e a s o n  a s  p r o g r a m  h o u r s  c h a n g e . 

2. The medication must be sent to the program site in its original container. 

Participant’s Name  Birth Date  

T o  b e  c o m pl e t e d  b y  t h e  H e a l t h  C a r e  P r o v i d e r  

Diagnosis (or reason for medication)  

Name of Medication          

Form of medication/treatment: 

⃞ Tablet/capsule             ⃞ Liquid              ⃞ Inhaler              ⃞ Injection             ⃞ Nebulizer              ⃞ Other 

Instructions (Schedule and dose(s) during recreation program)    

Restrictions and/or other important side effects: 

⃞None anticipated          ⃞Yes. Please describe:                                                                                        

Storage requirements:           ⃞ None         ⃞ Refrigerate 

This participant is both capable and responsible for self-administering this medication:         

⃞Yes, unsupervised 

Use log on back to document medication administration 

⃞Yes, supervised             ⃞No 

Because of the need for immediate access by this participant, this medication should: 

⃞ Be kept in the Participant’s backpack                  ⃞ Be kept in the Recreation office                   ⃞ Other 

Special instructions i.e., symptoms signaling need for administration, medication indications, 

reasons to hold medication, contraindications:                     

           

                    

                                                                                                             

Health Care Provider Signature:    

Address: Phone #:   
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Start Date:                                             Stop Date:                                                                       

Dosage Amount:                               Time(s) to Administer:          

 

This information is confidential and may not be shared or released without the parent’s written permission.  

Date 
Administered 
(mm/dd/yyyy) 

Time 
Administered 
(a.m. / p.m.) 

Amount of 
Medication 

Administered 

 
Comments/Reactions Staff 

Initials 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

      

     

     

Parent/guardian Authorization: 

I give permission for my child to receive the above medication while attending youth 

recreation programs according to City of Ketchum policies. I agree to indemnify, defend, and 

hold the City of Ketchum and its representatives, agents, and employees harmless from any 

and all liability for the results of my child taking the medication or the manner in which the 

medication is given, and from any liability arising out of these arrangements.  I will notify the 

City immediately if there is a change in my child’s medication. 

Print Name:                         Relationship:                                  Phone:                                        

Signature:                                                                                              Date:  


