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Request for Giving / Applying of Medication 
 
 
I, the undersigned request the giving/applying of medication for: 
 
 
Full Name (Enrollee) ____________________________________________________________ 
 
Date of Birth: __________________________________________________________________ 
 
Address: ______________________________________________________________________ 
 
Telephone Number: _____________________________________________________________ 
 
Emergency number: _____________________________________________________________ 
 
 
 
 
 
In accordance with the instructions of our physician, (see other side of this paper) 
 
Further, I will be responsible for delivery of the medications in an original labeled 
container, and supplies to the facility. I will notify the program immediately, if we change 
physicians or medications, or terminate the use of medication for any reason. 
 
 
 
 
 
Signature of Parent / Guardian / Person having care or charge    Date 
 
 
 
Signature of enrollee (if not a minor)      Date 

 
 
 
 
 
 
 
 
 



The Arc of Allen County 
Camp Robin Rogers 

546 South Collett Street 
Lima, Ohio 45805 

Phone 419-225-6285 
Fax 419-228-7770 

 
Prescription Authorization 
 
Starting Date: ____________________ 
 
Ending Date: _____________________ 
 
For your Doctor to fill in: 
 
Patient Name: ___________________________________DOB: _________________________  
 
Medications:  
 

1.) ____________________________________ 
 
2.) ____________________________________ 
 
3.) ____________________________________ 
 
 

Reactions to medications that should be reported. Special instructions: 
 
_________________________________________________________________________________________________________ 
 

_________________________________________________________________________________________________________ 
 
 
Physician Signature: _______________________________________________________________ 
 

Date ____________________ 
 
Physician Name: _______________________________________________________  
 
Address: ___________________________________________________________________________ 
 
City State/ Zip ________________________________________________________________________________________ 
 
Phone # _______________________________________________________ Emergency Phone - # 911  
 
 
 
 
 
Please Note: 

1. If any changes in medication notify The Arc at 419 225-6285. 
 
 


