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TI  MEDICATION AUTHORIZATION FORM 
This Medical Authorization Form with dosage instructions is required 

for any Club member to take prescription or over the counter 
medication at the Club or during Club events. 

 
Member Name: ____________________________________________  Today’s Date: _____/_____/________ 
      

 
Birth Date:_____/_____/_______ Home Phone: ____________________  Work Phone __________________  
 
Medication Authorization Policy: 
 This form is required on or before the child’s first day at the Club. 
 Parents will provide the Club with all required medication, supplies and equipment.  
 All dosage instructions must be consistent with the instructions on the medicine’s label unless accompanied with a 

signed note from child's physician. 
 Medication with expiration dates not current cannot be administered and prescriptions must be in the child’s name. 
 If a parent requests medication to be given on an "as needed" basis, the parent must indicate so in the dosage 

instructions and provide directions under what conditions medication should be administered.  
 Parents must notify the Club immediately of any change in health status, medications, or dosage instructions. 
 

Medication Description & Instructions: 
Medical  

Condition  
Name of Authorized 

Medication 
Dosage Instructions 

(day, time, method, amount, etc) Side Effects 

    

    

    

* Use the back of this form for any specific instructions requiring more space 
 

Authorization & Waiver: 
 I hereby give my consent for the medication above to be administered to my child listed above by Club staff using the 

provided dosage instructions.  
 I understand that these medications will be administered by Club personnel, not medical professionals.  
 I understand and agree to the Medication Authorization Policy listed above. 
 I agree to provide the Club with all required medication, equipment and supplies on or before the child’s first day.  
 I agree to contact the Club immediately if there are any changes to my child’s health status, medication or dosage. 
 I understand the Club cannot administer medication or treatments that are not authorized on this form. Any additional 

medications or treatments must be administered in person by a parent, guardian or emergency medical personnel.  
 In the event that additional medication or treatment are deemed necessary, I authorize the Club to contact 

emergency medical personnel and consent to any medical treatment, examination, or tests necessary to ensure the 
health and safety of my child. 

 I hereby waive on behalf of the Club member listed above or on my own behalf, all claims against the Boys & Girls 
Club of Placer County for injury, accident, illness, death, or side effects due to the administration of medications.  

 
 

 _________________________________________________   
 Print Name 
 

 _________________________________________________   ________________________________   
  Parent or Guardian Signature Date 



 
 
Special Instructions 
 
Name of Medication: _______________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 
 
Medical Condition Description: ______________________________________________________________  
 
 _________________________________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 
 
Dosage Instructions: _______________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 
 
Side Effects: ______________________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 
 
Special Instructions: _______________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 _________________________________________________________________________________________  
 
 
 
 
 _________________________________________________   

 Print Name 
 
 
 _________________________________________________   ______________________________   
  Parent or Guardian Signature Date 
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