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Extended Day/Overnight* Field Trip Medical Form 

And Medication Administration Consent
Student name____________________________
Date of Birth_____________________
Address_________________________________
Personal Doctor__________________
              _________________________________
Phone___________________________
Parent/Guardian name__________________________________________________________
Contact numbers (H) _______________ (W)________________(C)______________________
Parent/Guardian name__________________________________________________________
Contact numbers (H) _______________ (W)________________(C)______________________
In Case of Emergency Contact_______________________________________________
                                                                   Name                                          Contact Numbers
Insurance Information__________________________________________________________
                                                                       Insurer                                       Policy #                                                        Group #

Medical Conditions____________________________________________________________
_____________________________________________________________________________
Allergies: ___Food  (list)_________________________________________________________
                  ___Insect (list)_________________________________________________________
                  ___Drug  (list)_________________________________________________________
                  ___Other (list)_________________________________________________________
______I will provide any medications that need to be administered to my child while on an extended day or overnight field trip. 

______My child does not require medication on the field trip.

Medications


Name______________________Dose_____________Time to be given______________
             Name______________________Dose_____________Time to be given_____________

Name______________________Dose_____________Time to be given______________

Special Instructions________________________________________________________

________________________________________________________________________
Teacher or PCSD staff in charge of field trip will keep and administer said medication to child per the directions listed above. (Medication should be signed off with date, time and initials when given by staff).  My child and I are aware that these medications may not be shared with anyone.
In the event I cannot be reached, I hereby give my permission for my child to be transported to the nearest hospital.  I authorize emergency treatment.  I will assume full responsibility for all charges occurred for emergency treatment.

__________________________________________________            _____________________________

                                      Parent Signature                                                                                                 Date

This form is given to field trip coordinator.

*Extended Day Field Trip is any trip that begins before the regular school day and returns after the regular school day.                                                                                                                                     
