LAWNSIDE SCHOOL DISTRICTPRIVATE 

PARENT/GUARDIAN PERMISSION FOR FIELD TRIP
TO BE COMPLETED BY SCHOOL:
Grade/Class/Group:




_________________________________________
Sponsor: 





Arts in Education Grant__________________
Description of Field Trip:


a.
Date(s) of Field Trip: 

_________________________________________

b.
Time of Departure:  

12:30 PM_________________________________

c.
Place of Departure: 

Lawnside Public School___________________

d.
Method of Transportation: 
Bus



_________________

e.
Destination (Itinerary): 
The Stedman Art Gallery, Rutgers University, 




Camden, New Jersey______________________________

f.
Cost to students: 


None_____________________________________ 


g.
Eating Arrangements:

Upon return to the school________________

----------------------------TEAR HERE AND RETURN----------------------------------

TO BE COMPLETED BY PARENT/GUARDIAN AND RETURNED TO CHILD'S TEACHER.
NAME OF STUDENT: _________________________________________________Grade:__________
My child may go on the field trip to: 





    Date: 

a. Medical information about your child (if necessary).

______________________________________________________________________

Students requiring the use of hand-held inhalers must have approval from their doctor and parent/guardian for self-medication.  *See below.  All other students requiring medications must be accompanied by the parent/guardian to administer their child's medications.


c.
Phone number where you can be reached in an emergency. _______________             

Signature of Parent and/or Guardian: _____________________________________________

*INHALER PERMISSION:

I, as the parent/guardian of, give permission for my son/daughter to take his/her inhaler as prescribed by our physician.  The student has been instructed on the use of his/her inhaler and capable of self-administration.

Drug:
                    
Dosage/Time: _______________________________________

Dr.'s Signature:                           Dr.'s Phone Number: __________________  
