FIELD TRIP EMERGENCY INFORMATION

The purpose of this form is to enable school personnel to appropriately care for a child in the event of an accident or illness, while on a field trip.  Should an emergency arise in which treatment by a qualified physician is required, I give the teacher/chaperone permission to act in my name during the duration of this trip.  EVERY EFFORT WILL BE MADE TO CONTACT PARENTS/GUARDIANS PRIOR TO MEDICAL TREATMENT.

Francis Walsh Intermediate School 

Grade____
Field Trip Date:__________
Destination of field trip:___________________________________________________

I give permission for my child ______________________________________________
                                                                       (name of student)

to receive emergency treatment.

Signature of parent/guardian:______________________  Relationship:_____________

Please list emergency contact numbers while your student is on this field trip:

1.  Name: ________________________________
Phone:_______________________

2.  Name:__________________________________ Phone:______________________

Physician’s Name:___________________________ Phone:_____________________

Medical Insurance Carrier:_____________________ ID #:_______________________

MEDICATION AUTHORIZATION FORM FOR FIELD TRIP 

My child will require the following medication on this trip:

He/she is receiving this medication for:_____________________________________

My child’s medical condition requires the following services on this field trip:

____ YES, I would like to attend this field trip due to my child’s serious medical condition.
· If your child requires medical services, the NURSE IS TO BE NOTIFIED by the parent and physician 30 DAYS before the trip so appropriate arrangements can be made.

Signature of parent/guardian:_______________________________ Date:________________
 *This form was approved by the School Nurse (initials) _____________ on____________.)
