FIELD TRIP FORM FOR NURSES

GRADE: _________   DATE OF TRIP: _____________   TIME OF TRIP: _________________     TEACHERS NAME: __________________
DESTINATION OF FIELD TRIP: ______________________________________________________________________

MEDICATIONS NEEDED DURING TRIP:  YES   OR   NO          MEDICAL NEEDS/TREATMENTS NEEDED ON TRIP:  YES    OR    NO
LIST OF STUDENTS AND THE MEDICAL NEED WHILE ON THE TRIP AND ANY INSTRUCTIONS:
1. ________________________________________________________________________________________________
2. ________________________________________________________________________________________________
3. ________________________________________________________________________________________________
4. ________________________________________________________________________________________________
5. ________________________________________________________________________________________________
6. ________________________________________________________________________________________________
7. ________________________________________________________________________________________________
8. ________________________________________________________________________________________________
9. ________________________________________________________________________________________________
10. ________________________________________________________________________________________________

NURSE SIGNATURE: ____________________________________________    DATE: _____________________________

STAFF MEMBER RESPONSIBLE FOR KEEPING AND GIVING MEDICATION ON TRIP:

STAFF SIGNATURE: ______________________________________________   DATE: __________________________________
