
MEDICAL CONSENT FORM

PRESCRIBER INFORMATION

ADDRESS:PHONE NUMBER:

PRESCRIBER’S NAME/TITLE:

I give permission for the administration of the medication, according to the instructions
listed, to the child listed above. I also give permission for the exchange of information
between the prescriber and Jennell Chang, owner of T.OT FM Camp, LLC.

PATIENT INFORMATION

TYPE/NAME OF MEDICATION: 

DOSAGE: 

PRESCRIPTION #:

ROUTE (METHOD): 

MEDICATION MUST BE IN THE ORIGINAL CONTAINER AND LABELED WITH THE CHILD'S
NAME, NAME OF MEDICATION, DIRECTIONS FOR MEDICATION'S ADMINISTRATION,
AND DATE OF THE PRESCRIPTION.

CHILD’S FIRST AND LAST NAME: DOB: 

REASON FOR MEDICATION:

POSSIBLE SIDE EFFECTS TO WATCH FOR WITH THIS MEDICATION:

PLAN OF MANAGEMENT FOR SIDE EFFECTS:

Legal Guardian’s Full Name

Legal Guardian’s Signature

Child’s Name

Date of Authorization

Prescriber’s Full Name

Prescriber’s Signature

Prescriber’s Practice

Date of Authorization


