[bookmark: _GoBack]OVERNIGHT TRIP MEDICATION FORM
Dear Parent/Guardian:
Your child is participating in ____________________________ on ___________________. If it is essential that your child receive prescription medication and/or an over the counter (OTC) medication during this trip, your physician must complete this document. In order for your child to self-administer prescription medication during the trip, this completed form and medication must be returned by the parent to the sponsor/coach. 
All prescription medication must be in the ORIGINAL, PHARMACEUTICAL container. OTC medications must be in their original container. NO medication will be accepted in any other containers or without THIS signed form. NO hand written notes will be accepted. Only the amount of medication needed for the length of time the student will be away from school should be sent. 
To be completed by licensed prescriber:
	Name of Student:
	Date of Birth:

	Grade/Homeroom:
	

	Medication
	#1
	#2

	Dosage
	
	

	Time of Administration
	
	

	Length of Administration
	
	

	Reason for Administration
	
	

	Administration Instructions
	
	

	Side Effects/Activity Curtailment
	
	

	Competency for
Self Administration
	I, _______________________________, certify that this student has a potentially life threatening
 illness and requires an inhaler or auto injecting epinephrine. This student is competent and has
 been instructed in the proper method of self administration of said medication. This student may therefore carry and self administer his/her inhaler or auto injecting epinephrine. 
I am the licensed provider/physician for this student and have prescribed the above medication(s). 
 The child is qualified and able to self-administer the prescribed medication.
 The child has demonstrated proper knowledge and responsibility for taking the
    medication as prescribed. 



Physician’s Signature:  					  Physician’s Phone No.  			  Date:  			
I give my consent for the medication prescribed above to be self-administered by my child during the noted overnight trip. I understand and agree that any medical information may be shared with and between appropriate school and medical personnel. I am aware that improper use/sharing of the above medication will result in immediate confiscation of the medication and disciplinary action. 
______________________________________________________	______________________________________
Parent/Guardian Signature						Date

