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MEDICATION ADMINISTRATION PROCEDURE 


School _______________________________________	Trip    __________________________________

Date(s) of trip _________________________________ 	Trip Sponsor_____________________________

Dear Parent/Guardian:

All students participating in an overnight school field trip and requiring medication (both over the counter & prescription) must adhere to the medication being properly labeled in the container that meets acceptable pharmaceutical standards and shall include the following information:
 
1. name of pharmacy 
2. address and telephone number of pharmacy 
3. prescription number 
4. date dispensed 
5. name of student 
6. clear directions for use, including the route, frequency, and other as indicated 
7. drug name and strength 
8. last name and initial of pharmacist 
9. cautionary auxiliary labels, if applicable 
10. physician, dentist or other authorized prescriber's name 
Students will NOT be permitted to self-carry and self-administer medications without a completed Medication Consent Contract signed for Out of State/ Overnight Trips
------------------------------------------------------------------------------------------------------------------------------------------
Student’s Name _________________________________ Grade _______ School __________________  

Trip Sponsor ____________________________________________ _____________________________

Dates of Trip: ____________ through ____________	________ year

_________ My child WILL NOT NEED any medication on the above listed trip.

_________ My child WILL NEED medication(s) on the above listed trip. 

I understand it is my responsibility to contact the sponsor to discuss the medications listed below that my child will need on the trip at least one week prior to expected departure. List medications:

_____________________________________________________________________________________

I have read and understand this document and have completed the contract for Out Of State and Overnight Trip Medication Consent.
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____________________________________	 ____________________ 	________________
Signature of Parent/Guardian			 Phone				Date
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