Physician’s Medication Form (Under 18)
Participant’s Name: _______________________________________________ Date _____________________

To Be Completed By Physician
To the Attending Physician:  The above participant is a minor and will be bringing medication overseas.  Adult leaders of the group will be administering the medication.  May we have information on what medication is being given, the dosage and the frequency?

MEDICATION _______________________________  DOSAGE ____________________________________

FREQUENCY __________________________________________________________________________________________

PRECAUTIONS, SPECIAL INSTRUCTIONS, POSSIBLE ADVERSE EFFECTS, COMMENTS: __________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Physician __________________________________________________

Address __________________________________________________________________________________ 

Phone ______________________________

Signature of Physician _x______________________________










DATE: __________________________

Signature of Parent or Guardian _x______________________________










DATE: __________________________
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