SCHOOL DISTRICT OF ASHLAND
Extended Field Trip/Medical Permission Slip

Student’ name male female
Last first middle

School Grade Date of Birth

Street Address City Zip

Family physician Phone

Parent/Guardian Name

Home phone Work phone Cell phone

EMERGENCY NOTIFICATION
{list in order of notification — parent/guardian will be contacted first unless otherwise specified)
MAJOR EMERGENCIES WILL BE TAKEN TO THE NEAREST HOSPITAL

Name of person Relationship Phone number

Name of person Relationship Phone number

HEALTH INFORMATION
Health conditions:

Handicapping conditions:

Allergies (medication, food, insects, etc.)

Describe the usual symptoms/reactions:

Medications (prescription & non-prescription):

If prescription over the counter medication is to be taken, a written order from your doctor is required (see back). There will not be a
nurse in attendance on this trip.

Does your child have any activity restrictions? Yes No If yes, explain
Does your child have dietary restrictions? Yes No If yes, explain
PARENT/GUARDIAN SIGNATURE: DATE:

The information you provide will be handled in a confidential manner. Information provided on this form will be shared
with staff as necessary to maintain your child’s safety.

Insurance Company Policy Number

Permission is granted for treatment of the above named participant by a physician and/or hospital for any medical emergency.

Parent/guardian signature: Date:

FOR FOREIGN TRAVEL STUDENTS ONLY
Provide last date of immunizations: DTP Polio MMR Hepatitis B

Physician’s signature Date

* over



SCHOOL DISTRICT OF ASHLAND
Extended Field Trip/Medical Permission Slip
Medication/Treatment Order

THIS SIDE TO BE COMPLETED BY AUTHORIZED HEALTH CARE PROVIDER
Dear Health Care Provider:

Your patient will be participating in an approved trip to from

to . There will not be a nurse in attendance on this trip.
If you have any concerns about your patient's health needs on this trip, please contact the coordinator
of the trip at (715) 682-

Please indicate below any treatment/prescription and/or over the counter medication that your
patient is currently taking and will need to continue to take while on the trip. This form must be
returned two weeks prior to the trip date to provide for planning and staff training.

Student’s name Date of birth

To be completed by the physician

Medication/Treatment Dosage/Frequency of Circumstances/Symptoms Diagnosis
Administration for Administration

Student may carry and self-administer medication.
This self-administered medication is:

Signed by prescribing health care provider: Date:

To be completed by designated school personnel

Medication/Treatment Date/Time Date/Time Date/Time Signature of
Medication Given Medication Given Medication Given Designated Personnel
Signed by designated school personnel: Date:

* over




OVERNIGHT OR OUT-OF-STATE RELEASE OF LIABILITY AND HOLD HARMLESS

1, , agree to follow the rules for this trip as set forth by the teacher and chaperones. 1
understand that disobeying the trip rules could result in discipline which may include being sent home immediately at my
parents' expense.

1, affirm that my student understands the trip rules and I agree with what has been set
forth. [ understand that I will be called if rules are broken and take full responsibility if my student has to be disciplined.
understand that any student disciplined may be sent home immediately at the expenses of the students' parents if the trip
leader deems it necessary. I understand and agree that during the trip my student will be, at times, without direct
supervision. | agree to defend, release from liability and hold harmless the school district, chaperones, employees and
volunteers from any and all claims and liabilities arising out of this trip, except those which result from the sole
negligence of the district.

Date

Student Signature

Date

Parent/Legal Guardian Signature



