
 
Summer Kids’ Camp 

Medication Distribution Form 
 
If your child will need medication administered during KIDS’ CAMP program hours, please read and complete the 
following: 

• Please fill out one Medication Distribution Form per child/per program year and return to program leaders. 
• Over-the-counter medications, vitamins, homeopathic remedies, and nutritional supplements will not be 

accepted unless they are scheduled for daily administration and accompany a physician’s prescription.  
• Parents are required to bring medication directly to the program leaders. As a safety precaution, the child will 

not be allowed to bring in or take home medication. Medication should never be in the child’s possession unless 
medication is dispensed on their person or a doctor has specifically indicated in writing that the child may self-
administer and safety precautions are met for the safe handling of the medication. If a doctor has given this 
written permission, a copy must be provided to the KIDS’ CAMP. 

o Exception: Inhalers prescribed to treat mild asthma symptoms may be self-administered by children 
ages 6+ and may stay in the possession of the child, with parent permission noted on this form. 

• Medication must be in the original, accurately labeled container.  
• It is the responsibility of the parent to make sure the child has the proper amount of medication. 
• If, at the conclusion of the program, your child has unused medication, you will be notified to claim the 

medication at the close of camp. If unclaimed, the medication will be taken to a medicine drop off center at a 
local pharmacy or hospital. 

• No medication will be administered to any child, nor will any child be allowed to take any medication without a 
completed Medication Distribution Form. 

 
Please complete a Medication Distribution Form for ALL MEDICATION to be administered. 

Child’s Full Name __________________________________________________     

DOB  ___________________________ Age ____________  

Are there any specific medical/health needs we need to be aware of? 
______________________________________________________________________________ 

Are there any reasonable modifications you request us to consider in light of these medical/health needs? 
________________________________________________________________________________________ 

________________________________________________________________________________________ 

Administered by:  Cycle Oregon Staff   Self (Doctor’s permission attached) 

Special or more specific instructions (time) 
________________________________________________________________________________________ 

________________________________________________________________________________________ 

In case of emergency please contact: 

Name ________________________________________ Phone (cell) ___________________________  

(work)  ________________________________ (other) ________________________________  

Cycle Oregon KIDS’ CAMP staff has my permission to administer the above medication to my child. 

Parent/Guardian Signature _____________________________________ Date  _______________________ 
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