City of Marlborough Recreation Department

Project Winter Adventure

Medical Authorization Form

To be completed by the child’s physician:

I ​​​​_____________________________________ have examined _____________________________________ on ______________________ and certify that he / she may:

__________ participate in any and all activities.  __________ participate in all activities with the following restrictions:


1. ____________________________________________________________________________________


2. ____________________________________________________________________________________


3. ____________________________________________________________________________________

while in attendance at the Marlborough Recreation Departments “Project Winter Adventure.”

___________________________________________ Signature of Physician
Date: _____________________

** Please attach a copy of Immunization Records**
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Authorization for Medication

I hereby authorize the Marlborough Recreation Department’s “Project Winter Adventure,” under the supervision of its director, to administer the following medication to my child.

Child’s Name: 


____________________________________________________________________

Medication: 


____________________________________________________________________
Dose / Prescription:

____________________________________________________________________
Time(s) / Day(s): 

____________________________________________________________________
Parent signature: 

____________________________________________________________________

Physician’s signature: 

____________________________________________________________________
