
                                                                                           DISPENSE MEDICATION  

                                                                                             PERMISSION FORM 

600 North Main Street     Wauconda, IL 60084      847-526-3610      www.waucondaparks.com  DD #44 3 yrs 

                                                                                                                                    WAIVER AND RELEASE OF ALL CLAIMS 

  

 The Wauconda Park District will not dispense medica7on to a minor child or any other par7cipant un7l the Permission  

    and Waiver to Dispense Medica7on and Medica7on Informa7on Form has been fully completed by a parent or guardian. 
 

      •      Program Name: ______________________________________________________________________________  

      •      Par-cipants Name: ____________________________________________________ Age: ___________________  

      •      Address: ____________________________________________________________________________________  

      •      Parent/Guardian Name(s): _______________________________  Best Phone: ___________________________  

• Family Doctor’s Name: ___________________________________________  Phone: ______________________ 
  

 

WAIVER & RELEASE 

I,                                                                                       , the parent/legal guardian of                                                                 , give my 

permission to the Staff of the Wauconda Park District to administer the above medica-on to my child. 
 

 I understand it is my responsibility to give the medica-on directly to the program staff in the original dosage containers clearly 

labeled with the following informa-on: Pharmacy name, Doctor’s name, pa-ent’s name, type of medica-on, strength, and dose 

instruc-ons.  
 

In all cases, the recommended dosage of any medica-on will not be exceeded. If aNer administering medica-on there is an 

adverse reac-on, I give my permission to the Wauconda Park District to secure from any licensed hospital physician and/or 

medical personnel any treatment deemed necessary for immediate care. I agree to be responsible for payment of any and all 

medical services rendered. 
 

 In considera-on of the Wauconda Park District administering medica-on to my minor child, I do hereby fully and forever 

release and discharge the Wauconda Park District and its officers, agents, servants, and employees from any and all claims I 

may have as a result of the Wauconda Park District Staff assis-ng in the administering of medica-on to my minor child. 
 

Parent/Guardian Signature:   ______________________________________________  Date: _____________

                                   Core Values:   Teamwork   .   Integrity   .  Commitment  .  Service 

   MEDICATION INFORMATION: 

   #1) Medica7on Name: _______________________________ Dose: _______________________ Time: ________ 

• Dispensing & Storage Instruc-ons: ________________________________________________________________ 

________________________________________________________________________________________________________ 

 • Possible Side Effects: ___________________________________________________________________________ 

  

    #2) Medica7on Name: _______________________________ Dose: _______________________ Time: ________ 

• Dispensing & Storage Instruc-ons: ________________________________________________________________ 

________________________________________________________________________________________________________ 

 • Possible Side Effects: ___________________________________________________________________________ 

 

   Please list any addi-onal informa-on per-nent to your child’s medica-on:     

    ___________________________________________________________________________________________ 

    ___________________________________________________________________________________________ 


