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STUDENT, PARENT, AND EXTRACURRICULAR SPONSOR
     OUT OF STATE / OVERNIGHT TRIP
               MEDICATION CONSENT
            For Student permission to self-carry and self-administer medication

  _____________________________________     	____________________________		_________
        Student’s Name			       	      School				     Grade

1. Student agrees to keep the medication on his/her person (i.e. pocket, purse, book bag, or such) that makes the medication inaccessible to other students.
2. Student will ALWAYS have medication (prescription and over the counter) with the appropriate pharmacy label visible and parent permission form in storage provided by parent. Student could possibly receive consequences if searched and medication not properly carried and labeled as specified at time of agreement. 
3. Student agrees that he/she will NEVER share the medication with another person.
4. Student agrees that after each self-administration of the medication, he/she will report this to the appropriate school personnel.. 

I, _________________________________ give permission for my child, _____________________________ 
    Parent/Guardian (Print Name)			                          Student’s Name (Print Name)

1. To self-carry and self-administer the medication as indicated below
2. I understand that he/she must follow the rules listed above. 
3. I understand ALL medication (prescription and over the counter) must be properly labeled with a pharmacy label as stated on the Overnight Trip Medication Administration Procedure document. 
4. My son/daughter understands the proper use of his/her medication(s), and in my opinion, can be independent in self-administering and self-carry of his/her medication for the duration of this trip. 
5. My son/daughter will inform the trip sponsor of any issues that may arise due to his/her medication(s). 
6. I shall indemnify and hold harmless the school and its employees against any claims that may arise relating to the self-administration of medications 
See below for the medication(s) that my child will self-carry and self-administer:
Name of Medication		            Dose	Time/Frequency of Use	       Route	# on hand
_____________________________   _________	__________________      	   __________	________
____________________________     _________	__________________      	   __________ 	________
[bookmark: _GoBack]____________________________     _________	___________________	    __________	________
___________________________________		_____________________________________
Parent/Guardian Signature/Date			Student’s Signature/Date
___________________________________		_____________________________________
Parent’s Phone Number				Sponsor Signature / Date	
_________________________________		
Date(s) of trip					
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