OVERNIGHT FIELD TRIP MEDICATION PARENTAL CONSENT
For Prescription Medications
Washington D.C. 8th Grade Field Trip
Westport Community Schools
Westport, MA 02790

WRITTEN PARENT/GUARDIAN CONSENT
FOR MEDICATION ADMINISTRATION


Student’s Name:    ___________________________________________________________          Date of Birth: _______________

School: _________________       		Grade: __________			Sex: M___   F___
 

Name of Parent/ Guardian: _______________________________________________________________________
					            (Please Print)
Address: ______________________________________________________________________________________

Home Phone Number: ____________________________   Cell Phone Number: ______________________________


Other persons to be notified in case of an emergency if parent/ guardian unavailable:

Name: _______________________________   Relationship: ______________ Telephone : ___________________________

My son/daughter is currently receiving the following medications (to be completed if not a violation of confidentiality).  Please list all medicines the child is receiving, including those given during the school day.
1.____________________   2.______________________ 3._____________________ 4.____________________


CONSENT FORM

1. I give permission to have the school nurse or school personnel designated by the school nurse give the following medicine 

_____________________________________________________prescribed by 
		Name of Medicine
______________________________________ to ________________________________________________.

             Licensed Prescriber                                                                                                            Name of  Student
2. I give permission for my son/daughter to self- administer the above medication if the school nurse determines it is safe.   
Yes______ No______

       3.	I give permission for my son/daughter to carry their own medication if approved by the nurse.
               (only inhaler or Epipen).        Yes________         No___________.

4.	I give permission to the school nurse to share with school personnel information relative to the prescribed medicine, e.g.  adverse side effects as he/she determines necessary for my son’s/daughter’s health and safety

	Yes_____    No_____   Any restrictions on release? ____________________________________________________

Please note:  I understand that I must bring only a 4 day supply of the medicine to the school
[bookmark: _heading=h.gjdgxs]at least one week prior to the field trip.  (by 5/23/22)
     .
Signature of Parent/ Guardian _____________________________________________________ Date ______________
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