


Benchmark Hockey Camp
AUTHORIATION FOR OVER THE COUNTER MEDICATIONS
CAMPER INFORMATION
Last Name: ______________________________  First Name: ____________________________
Date of Birth: ___ /___ /______    Weight: __________________  Gender: ☐ MALE  ☐ FEMALE
Parent/Guardian 1 Name: _________________________________  Cell # _________________________
Parent/Guardian 2 Name: _________________________________  Cell # _________________________
Physician’s Name: _____________________________________ Phone # __________________________
Permission is granted for the camp nurse and/or first aide/medication administration trained staff to    administer the following over-the-counter medications (check all that apply):		☐ YES  ☐ NO
BENADRYL/ DIPHENHYDRAMINE
Route: PO (by mouth: chewable 
             tabs, elixir or tablet)

Dosage: Per label instructions by
 age/weight

Schedule: PRN as per label
    instructions
	
☐ YES  ☐ NO
TYLENOL/ ACETAMINOPHEN
Route: PO (by mouth: chewable 
             tabs, elixir or tablet)

Dosage: Per label instructions by
 age/weight

Schedule: PRN q4h for pain or fever
· 100.5 ֯ F	
☐ YES  ☐ NO
ADVIL/ IBUPROFEN
Route: PO (by mouth: chewable 
             tabs, elixir or tablet)

Dosage: Per label instructions by
 age/weight

Schedule: PRN q4h for pain or fever
· 101.0 ֯ F	

				                         TOPICALS
Apply to area PRN per label instructions. Check all that may be utilized on your camper, per label instructions.
☐ Aloe                                                   ☐ Antiseptic Pain Relief         ☐ Sting-Relief Gel
☐ Bug Spray                                         ☐ Calamine Lotion                  ☐ Sunscreen (provided by camp)
☐ Bacitracin / Neosporin                   ☐ Saline Eye Rinse                  ☐ Sunscreen (provided by parent only)
☐ Petroleum Jelly / Vaseline             ☐ Hydrocortisone Cream 1%                                 

I hereby grant permission for the Camp nurse/health team to administer over-the-counter medications listed above. I release Camp from all liabilities arising from the administration of these medications. 

Parent’s Signature: _______________________________________ Date: ____________
Parent’s Name (Print): ____________________________________
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