
Health Care Provider Instructions for Giving Medication While at Nyoda 
 
Name of Camper_________________________________________  Birth date_______   SS______________ 
 
Diagnosis_________________________________________________________________________________ 
 
Medication_________________________________________ Dose__________________________________ 
 
Route_____________ Time_________________  Frequency________________________________________ 
 
For Symtoms:______________________________________________________________________________ 
 
Physician/Prescriber Name/Address: 
        
_________________________________    ________________________________ 

Phone  
 
_________________________________    ________________________________
                        Date 
 
_________________________________    ________________________________ 

Signature 
 
Diagnosis_______________________________________________________________ 
 
Medication_________________________________________ Dose________________ 
 
Route_____________ Time_________________  Frequency______________________ 
 
For Symtoms:____________________________________________________________ 
 
Physician/Prescriber Name/Address: 
        
______________________________    ________________________ 

Phone  
 
______________________________    _____________________________
         Date 
 
____________________________     ______________________________ 

Signature 

Diagnosis_______________________________________________________________ 
 
Medication_________________________________________ Dose________________ 
 
Route_____________ Time_________________  Frequency______________________ 
 
For Symtoms:____________________________________________________________ 
 
Physician/Prescriber Name/Address: 
        
______________________________    ________________________ 

Phone  
 
______________________________    __________________________ 
         Date 
 
______________________________    _____________________________ 

Signature 
 


