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[bookmark: _Hlk152591480]Health Information for Overnight Field Trips 

	Student’s Name:


	School
	Grade



	Mother’s Name:

	Cell/Mobile
	Work/Home



	Father’s Name:

	Cell/Mobile
	Work/Home



	Guardians’ Name:

	Cell/Mobile
	Work/Home



	#1 Emergency Contact Name:

	Relationship 
	Cell/phone



	#2 Emergency Contact Name:

	Relationship
	Cell/phone



	Student’s Physician:
	Practice Name
	Phone #

	Student’s Dentist:
	Practice Name
	Phone #



List any medical conditions: _______________________________________________________________________

List any allergies: ________________________________________________________________________________

List any medications your child will require on the trip: _________________________________________________

________________________________________________________________________________________________

Your child will need a completed/signed Medication Authorization on file to receive medicine on the field trip, including OTC medicine (Tylenol, Ibuprofen, etc.)

	1. Does your child have any current physical disabilities?  No ☐     Yes ☐

	2. Has your child been exposed to any communicable diseases in the past 2 weeks?  No ☐   Yes ☐

	3. Has your child had any serious operation or injuries?  No ☐    Yes ☐

	4. Does your child sleepwalk?   No ☐   Yes ☐

	5. What was the date of your child’s last tetanus shot?

	6. Does your child take any sleep aids for travel?  No ☐   Yes ☐   please list:




Circle if applicable: 
Does your child require an Epi-pen/Auvi Q for allergy management?   Y / N

Does your child require a rescue inhaler for asthma management?	Y / N

Does your child require emergency medication for a seizure disorder?  Y / N

Does your child require insulin for Diabetes management?		Y / N

Is your child authorized and capable to self-carry the above emergency medications?  Y / N


To Be Completed by School Nurse/Designee and Faculty

Emergency Allergy Action plan completed and on file		Y / N
Asthma Action Plan completed and on file			Y / N
Seizure Action Plan completed and on file			Y / N
Diabetes Action Plan completed and on file			Y / N
Medication Authorization Form completed and on file 		Y / N



	Medication 
	Dose & Route
	Time to be Given
	Date/Time
	Date/Time
	Date/Time
	Date/Time
	Date/Time
	Date/Time
	Initials

	

	
	
	

	
	
	
	
	
	

	

	
	
	

	
	
	
	
	
	

	

	
	
	

	
	
	
	
	
	

	

	
	
	

	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	




Medications Prepared by: ___________________________________	Date: _____________

Teacher/Faculty Responsible for Medication Administration: ____________________________


Additional Notes:
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