[bookmark: _heading=h.gjdgxs]       PLEASE RETURN PERMISSION SLIP WITH MONEY BY ______________       Paid by Cash or Check 
[image: http://www.joshuaisd.org/cms/lib3/TX21000353/Centricity/Domain/55/owlstar_logo.gif]			Joshua ISD Field Trip Permission Form                                             [image: http://www.joshuaisd.org/cms/lib3/TX21000353/Centricity/Domain/55/owlstar_logo.gif]
___________________________________________ (Date of Birth_________________) has permission 
to go to______________________________________________________________________________.
Date of trip: ______________________________ Type of transportation: _________________________
Time of departure: _________________________ Place of departure: ____________________________
Time of return: ____________________________ Place of return: _______________________________
I understand that if my child violates any rules that I will be called to pick him/her up from the field trip and that the Joshua Independent School District may impose other penalties for such rule violations.  I will not hold the Joshua Independent School District or any of its employees responsible for any accidents or injuries that might occur while my child is on this field trip.
Name of emergency contact: __________________________________ Contact # __________________
Name of second emergency contact: ____________________________ Contact # __________________
Pertinent medical information:  (diabetes, seizures, allergies, etc.): ______________________________
_____________________________________________________________________________________
Does student take prescription medication during school hours? __________ If so, name of medication:
______________________________________________ Dosage: ______________ Time: ___________
I hereby request that the prescription medication specified above be administered to the above named child on the field trip.  I also understand that the campus nurse will prepare and send the prescription medication with a designated classroom teacher.  This designated classroom teacher will dispense this medication to the student.  Only approved prescription medications will be sent on the field trip.

Parent/Guardian Signature: ____________________________________________ Date: ____________

In case of emergency, and I cannot be reached, please contact:
Dr._________________________________________________ Phone number: ____________________
In the event that the above doctor cannot be reached, I authorize the school to refer my child to a doctor who is available.  I give my consent for all medical care prescribed by a licensed physician under whatever conditions necessary to preserve the well-being of my child.  IT IS UNDERSTOOD FURTHER THAT I WILL PAY FOR ANY EMERGENCY TRANSPORTATION AND FOR ANY SUBSEQUENT EMERGENCY CARE.  If this information or the personal health of the child named above changes, I realize that it is my responsibility to notify the school of such a change.
Parent/Guardian Signature: __________________________________________ Date: _______________

TEACHER: ______________________________ STUDENT: _____________________________________
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