Field Trip Medical Form
Please Read and carefully respond to the following statements before signing.  

Student’s Name:______________________________

1. Health Concerns-My child has the following:

A. Allergies:

i. Food (please state specifics):

________________________

ii. Bee_____________________

iii. Latex____________________

iv. Is auto-inject Epinephrine? (yes)___(no)____

B. Asthma:_______________________________

C. Diabetes:______________________________

D. Special medical problems:_________________

E. Date of most recent tetanus booster:___________

2. Medications:  Only medications prescribed by a licensed physician may be administered to a child and only by a registered nurse or physician.  If your child requires medication (Prescription or non- prescription), please indicate here_______________________________
3. Medical Emergency:  In the event of a medical emergency, the procedure on this trip will be to call the parent, time permitting, before taking a student to a doctor or hospital.  When a parent/guardian, or his/her designee, cannot be reached, the following persmission will permit prompt attention.  IN the event of an emergency, I acknowledge that school personel shall attend to the immediate safety of my child prior to notification of the parent/guardian.

I give permission for the school field trip leader or designee to sign and consents, which may be necessary to allow hospital personnel and/or licensed personnel to examine my child and perform any emergency treatment which may be necessary.  In providing this consent, I acknowledge that the South Kingstown School Department is in no way responsible and shall incur no liability for the actions of hospital, emergency ambulance and/or medical personnel, and as such I indemnify, hold harmless and waive any right of legal action against the South Kingstown School department for the actions of said personnel.
Parent/Guardian Signature__________________________________Date__________
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Notification to Parent/Guardian





The SKHS Music Department is planning a field trip to:_UMass Band Day







Gillette Stadium, Foxboro, MA

   (School/class/sponsor)




(Destination)

The purpose of this field trip is to participate in the UMass Band day workshop/rehearsal and halftime performance during the UMass vrs. Eastern Michigan football game. Attire: Full Marching Band Uniform, with Band T-Shirt or white T-Shirt to be worn during rehearsal.
This trip will be chaperoned by 4 
Cost to each student $ 0 (optional: bring 
serving as a chaperone (BCI check required)
lunch, lunch $$ &/or snacks)
DATE(S) of TRIP: FROM Saturday, October, 18, 2014 8:00 a.m.. TO 8:00 p.m.
--The above time schedule may be changed due to unforeseen circumstances—

Due by Wednesday, October 8, 2014
Parent/Guardian Written Permission to Participate

I give my permission for my child____________________________________







(Child’s name)

To participate in the field trip to_____________________________________







(Destination)

Field Trip Medication Form is attached: (yes)_____(no)_____(not needed)_____

Signature of Parent/Guardian__________________________________________

Best Contact: Cell___________________Home_________________Work____________________
Physician’s Form for Emergency/Self-Administered Medication

It is essential that (Student’s Name)_______________________________________

Be permitted to carry and administer the following medication for the purpose of treating 

(Diagnosis)_______________________________________, which is either asthma or

a potentially life threatening illness or allergic reaction.  This can be done under the 
supervision of the School Nurse, in case of emergency, or if the School Nurse is not 
available.  I have instructed this child in the procedure for administration of the 

medication and find him/her competent to administer this medication.
Medication name:

Dosage:__________________________Time of administration:____________________

Effective Date from____________________________to__________________________

Physician’s Name (please print)_____________________________________________

Physician’s signature:

________________________________________________Date________________

Parent approval for student self-medication:  It is understood that the South Kingstown School Department and its employees shall incur no liability as a result of any injury arising from the self-administration of medication by the pupil, and shall indemnify and hold harmless the district and its employees against any claims arising out of the self-administration of medication by the student.

I understand that only enough medication for the school day or enough for the field trip is to be carried by the student, which is pre-measured and in the original prescription container.  The privilege of self-administration of medication may be revoked if the student fails to comply with school policy or endangers him/her or others.

Parent signature:_________________________________________Date:_____________

