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Thompson School District R2-J 
Overnight Activity Trip 
Student Medical & Emergency Information
Name of Student:______________________________________Date of Birth:____________Grade:_______
1. Does your student have any current medical or emotional conditions?  If so, please list:__________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________


2. If the student has a condition, please list any special needs/accommodations which may be required on this trip. 

_____________________________________________________________________________________________________
_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

      (If student has asthma or seizure disorder, please include information about recent episodes, frequency of episodes, and helpful interventions).  

       3.  Please list dates and details of all recent injuries, procedures, or hospitalizations.__________________________________
        ____________________________________________________________________________________________________

        ____________________________________________________________________________________________________

4.  If your student takes any daily or as-needed medications which will need to be taken on this trip please list them. 

                              (Name, dose and time to be given).  
a. _____________________________________________________________________________________

b. _____________________________________________________________________________________

c. _____________________________________________________________________________________       

d. _____________________________________________________________________________________

The “Consent to Give Medication” and “Physician’s Signed Order for Medication” forms must be completed for each medication (prescription or non-prescription) and turned in by the application deadline; even if the secondary student will be carrying and self-administering the medication i.e. asthma inhaler, EpiPen or other emergency medication (“Self-Carry Contract” form will also be required; available from the health office at school).  
5. Date of last Tetanus shot:________________________.

6. Known allergies (list all including hay fever, insect bite, food, drug allergies or any others):_____________________________________________________________________________

___________________________________________________________________________________
a) Allergy triggers:________________________________________________________________ 
b) Allergy symptoms:______________________________________________________________ 
c) Frequency of allergic reactions:____________________________________________________

d) Usual treatment: _______________________________________________________________
7. List any special dietary needs related to allergies or restrictions (including milk):_____________________

       ____________________________________________________________________________________

9.  Does your student have any condition (i.e. bed-wetting, sleepwalking, seizures, restlessness etc...) that

     warrants a bottom bunk?  Yes___  No___  Details:____________________________________________
8. Is this your student’s first overnight experience?  Yes___  No___  

9. Name of insurance carrier___________________________ Policy #______________________________
Please provide any other information relative to your student’s physical or emotional well-being that you deem necessary to share with the overnight activity trip staff.  While the information will treated in a confidential manner, it will be shared on an as-needed basis with adults designated to care for your student on the field trip. 

Date_______________



Parent signature________________________________________
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Emergency Information and Medical Permission Form 

Name of Student:______________________________________Date of Birth:___________________
School:_________________________________________________Grade:_______  Age;_________
Student resides with:      Both Parents _____ Mother _____ Father _____ Other:_________________
Parent/Legal Guardian’s Name(s):__________________________________________________________________________
Address:__________________________________________________________________________
Father’s Home/ Cell/Work Phone numbers and hours to call: Home:____________________________
Cell________________________________________ Work:_________________________________
Mother’s Home/ Cell/Work Phone numbers and hours to call: Home:____________________________
Cell________________________________________ Work:__________________________________
Emergency Contact Name (if parents cannot be reached):____________________________________
Emergency Contact Phone:_________________________________________Relationship:_________________________
Name of Student’s Physician:____________________________Office Phone:___________________
Physician’s Address:___________________________________________________________________________
Acetaminophen(Tylenol) or Ibuprofen(Advil,Motrin) may be given by the resident overnight activity trip staff in order to relieve minor pain and discomfort. 

Request and Release Agreement to Give Acetaminophen or Ibuprofen
(Tylenol, Motrin, Advil) 

I hereby request and give my permission to Thompson School District to release Acetaminophen or Ibuprofen to the student identified above for the following health problems: headache, toothache, menstrual cramps, muscular-skeletal pain, fever (>100 F°).  I acknowledge that the release of this medication by school personnel is an accommodation performed solely upon my request and in compliance with the district’s single-dose, self-administration of over-the-counter medication policy.  I release and waive any and all claims which I now have or may hereafter have against the Thompson School District and its directors, officers, employees, agents, and authorized volunteers arising out of the release of, or failure to release, the medication to the student or any adverse reaction by the student to the medication. 

Parent or Legal Guardian Name ___________________________________________________ Date:__________________
                                                                                   (print name) 

Parent or Legal Guardian Name ____________________________________________________ Date:_________________
        (signature) 

The trip sponsor should have this form in his/her possession during the trip.
