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Thompson School District
Overnight Activity Trip 
Consent to Give Medication Release Agreement 
and Physicians Signed Order for Medication 

According to District Policy and State Law, it is necessary to fill out this form for each medication needed. 

The undersigned parent(s) or guardian(s) of: ___________________________________________________ hereby request personnel employed by the Thompson School District to see that the student receives: 

_____________________________ at ____________________as described by the prescribing physician.
Name of Medication




Time 

School District Policy requires that, as a condition to its agreement to release any medication, that the medicine has been prescribed by a physician or dentist and that it has been furnished by the parent(s) of the student with the original pharmacy container label stating the student’s name, name of the medication, the dosage, the number of dosages per day or time(s) when the medication is to be given, and the date when the medication is to be stopped (if applicable). It is understood that the medication is given solely at the request of and as an accommodation to the undersigned parent(s) or guardian(s). The undersigned parent(s) or guardian(s) hereby agree(s) to release the Thompson School District and its directors, officers, employees, agents and authorized volunteers from any and all claims(s) which they now have or may hereafter have arising out of the release of, or failure to release, the medication to the student, or any adverse reaction of the student to the medication. 

DATED this _____________________   day of  ______________________________, 20 ___. 

___________________________________________________________________________________

   Name of Physician or Dentist Prescribing Medication


Signature of Parent or Guardian 

1. All students taking medications of any kind, including non-prescription medications such as vitamins, must turn them in to the teacher prior to departure. Please do not pack medication in student’s bag. 

2. Please do not mix medications. Use one original container and one RELEASE AGREEMENT for each medication. Place each medication and the corresponding RELEASE AGREEMENT in a separate zip lock bag marked plainly with the student and medication names. (Each medication must have a separate form. More forms are available from your school health office.)

3.  Prescriptions and over-the-counter medications must be in their original containers. 

4.  If your student’s physician has checked the box on page 2 of Form K indicating your student can be independent with his condition/medication, please pick up the “Contract for Students Carrying Medication” form from the school health office.  
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Physician’s Signed Order For Medication 
Given for Overnight Activity 

Please fill out this form for each medication that is to be taken by the student. 

Student’s Name ______________________________
Medication ______________________________

Route of Administration __________________________ Dosage ________________________________

To be given at__________________ from _________________________ to _______________________ 

Time



Date




Date 

Purpose of medication: __________________________________________________________________

Possible side effects: ___________________________________________________________________

 FORMCHECKBOX 
The student understands the proper use of his/her medications, and in my opinion, can be independent in administering his/her medication for the duration of this trip.  

_______________________________________

Physician’s Signature

_______________________________________ 

Date
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