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ELGIN ISD - CONSENT TO STUDENT WATER ACTIVITY PARTICIPATION & MEDICAL TREATMENT FORM
Elgin ISD is proud to offer the opportunity for our students to participate in [Event/Activity]. We ask that you read and sign this form as a condition of participation in the activity.
PLEASE NOTE THAT THIS DOCUMENT SERVES AS ACKNOWLEDGMENT TO THE RISK OF INJURIES OR DAMAGES SUFFERED AND AN AGREEMENT FOR YOUR CHILD TO PARTICIPATE. 
I, _____________________________as ( parent or guardian) of ________________________________ desire that my child to participate in the [Event/Activity] and grant permission for my child to participate in and attend this event. I realize that any event involves some possible inherent risk of injury to my child/ward. I understand that this activity will [involve travel on the bus, eating lunch, and viewing exhibits, etc.] which may create risks related to the activity.
My child _____IS or _____IS NOT(check one) able to swim.
My child_____IS or _____IS NOT(check one) at risk of injury or death when swimming or otherwise accessing a body of water. 
A properly fitted and fastened Type I, II, or III U.S. Coast Guard-approved personal flotation device will be provided for each child who is unable to swim or is at risk of injury or death when swimming or otherwise entering a body of water. 
Please check one or both, as appropriate, and then sign:
____ Consent to Medical Treatment 
____I hereby authorize the sponsors for this event, on behalf of Independent School District, in the case of a medical emergency during the event, to consent to medical treatment of my child or ward, (name of child) ____________________________________.
____Consent to Administration of Medications
I authorize the administration of any medication recommended by a health care provider in a medical emergency.
My child_____DOES_____DOES NOT (check one) have a diabetes management and treatment plan (DMTP).
My child_____DOES_____DOES NOT (check one) have an individualized health plan (IHP).
My child_____IS_____IS NOT (check one) is authorized to carry prescription anaphylaxis medication, such as an Epi-Pen.
My child is allergic to: ______________________________________________________________ _______________________________________________________________________________________
My child has the following special medical conditions: ___________________________________
________________________________________________________________________________________
My child takes the following prescription medications: ____________________________________
_________________________________________________________________________________________
Parent or Guardian Signature________________________________________ Date____________________ Phone____________________________________________________________________
Parent or Guardian Signature________________________________________ Date____________________
Student Signature (required if Student is 18 or older)___________________________Date____________
The following individuals may be contacted at the numbers below if I am not available in case of an emergency:
Name_____________________________________________________Phone_________________________________
Name_____________________________________________________Phone_________________________________
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