Field Trip Medical Release Form




FILE:  IICA-AF9

Basic

NORMANDY SCHOOL DISTRICT
FIELD TRIPS AND EXCURSIONS

Medical Release Form
Child’s Name: ___________________________


_____
Date of Birth: 


    

I hereby grant permission for my child to participate in this program.  I also do hereby grant permission for sponsors of the field trip to secure medical attention and hospital services as they deem necessary for my child.  I have also indicated below any special medical or health information that should be brought to the attention of the field trip leader.

Family Doctor:  







Phone:  





Hospital Preference:  













Second Emergency Contact Name:  




Phone:  





Relationship to Student:  







Special Health or Medical Information:  






















































































Current Medications:  













Prescribed Dosage & Frequency of Dosage:  










Parent Signature/Date:  









Parent Phone(s):  Work (Name & Number):  










       Home:  








       Cell:  





4/25/05

