ROMAN CATHOLIC

DIOCESE of ORANGE
PASTORAL CENTER: DEPARTMENT OF CATHOLIC SCHOOLS

FIELD STUDY/TRIP PARENT PERMISSION FORM

The information below must be given to the appropriate teacher/advisor prior to the outing as designated by
communication of the school.

ADVISOR: Eileen Kearns croup. Freshmen Class  pestinaTiON: 717 Bradford Ave., Placentia, CA

DATE OF TRIP:  1/20/27 START TIME:  7:30AM RETURN TIME:  2:30PM
MODE OF TRANSPORTATION:  Self

|/we hereby request that participate in the trip to _St. Joseph Catholic Church

Student Name (please print)
|/we give my/our consent and understand that supervision and/or transportation for this event will be provided
and that all diocesan and school policies will be strictly adhered to. |/we agree to direct my son/daughter to
cooperate and conform with the directives and instructions of the supervisory personnel in charge of the activity.

STUDENT MEDICAL RELEASE

|/we, the parent(s)/guardian(s) of the above named student, hereby, give my/our permission for his/her
participation in the activity named above. |/we am/are not aware of any medical condition of my child which
would render it inappropriate for him /her to participate in any such activity.

Should it be necessary for my/our child to have medical treatment (including dental or hospital treatment) on this
trip, |/we hereby give the school personnel permission to use their best judgment in obtaining medical service for
my child, and | /we give permission to the physician selected by the school personnel to render medical treatment
deemed necessary and appropriate by the physician.

|/we agree that in the event my /our child is injured as a result of his/her participation in the above named
activity, including transportation to and from such activity, whether or not caused by the negligence (active or
passive) of the school or any of its agents or employees, recourse for the payment of any resulting hospital,
medical, dental treatment or related costs and expenses will first be had against any accident, hospital, medical
or dental insurance, or any available benefit plan of our family.

Parent / Guardian Signature Parent/Guardian Signature

Home Address City Zip Code
(Home Phone Number) (Cell Phone Number) (Work Phone Number) (Date Signed)
Insurance Company: Policy Number:

Doctor’s Name: Phone Number:

Allergies/Medical Problems / Disabilities:

Student Date of Birth: Age:

Parents’ Email Address(es):
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