MEDICAL TREATMENT AUTHORIZATION FOR SCHOOL TRIPS

[STUDENT FULL NAME]

[STUDENT DATE OF BIRTH]

[STUDENT GRADE LEVEL]

[SCHOOL NAME]

[SCHOOL ADDRESS]

[PARENT OR GUARDIAN FULL NAME]

[PARENT OR GUARDIAN RELATIONSHIP TO STUDENT]

[PARENT OR GUARDIAN STREET ADDRESS]

[PARENT OR GUARDIAN CITY, STATE, ZIP CODE]

[PARENT OR GUARDIAN PRIMARY PHONE NUMBER]

[PARENT OR GUARDIAN ALTERNATE PHONE NUMBER]

[PARENT OR GUARDIAN EMAIL ADDRESS]

[SECOND PARENT OR GUARDIAN FULL NAME]

[SECOND PARENT OR GUARDIAN RELATIONSHIP TO STUDENT]

[SECOND PARENT OR GUARDIAN PRIMARY PHONE NUMBER]

[SECOND PARENT OR GUARDIAN EMAIL ADDRESS]

[EMERGENCY CONTACT FULL NAME]

[EMERGENCY CONTACT RELATIONSHIP TO STUDENT]

[EMERGENCY CONTACT PHONE NUMBER]

[EMERGENCY CONTACT ALTERNATE PHONE NUMBER]

RE: AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT DURING SCHOOL-SPONSORED TRIPS

1. TRIP INFORMATION

1.1 Trip Destination: [TRIP DESTINATION]

1.2 Trip Dates: [TRIP START DATE] to [TRIP END DATE]

1.3 Trip Supervisor Name: [TRIP SUPERVISOR NAME]

1.4 Trip Supervisor Phone Number: [TRIP SUPERVISOR PHONE NUMBER]

2. AUTHORIZATION TO CONSENT TO TREATMENT

2.1 I, [PARENT OR GUARDIAN FULL NAME], am the parent or legal guardian of [STUDENT FULL NAME] and have full authority to grant this authorization.

2.2 I authorize the school, its employees, agents, chaperones, and trip supervisors to consent to and obtain emergency medical, surgical, dental, and hospital care for my child while participating in the school-sponsored trip described above.

2.3 This authorization applies when I cannot be reached in a timely manner and when, in the judgment of the attending physician, dentist, or other licensed health care provider, immediate treatment is necessary to safeguard the life or health of my child.

2.4 This authorization remains in effect for the duration of the trip described in Section 1 and any reasonable travel time to and from the destination.

3. MEDICAL INFORMATION

3.1 Student's Primary Care Physician: [PHYSICIAN NAME]

3.2 Physician Phone Number: [PHYSICIAN PHONE NUMBER]

3.3 Physician Address: [PHYSICIAN ADDRESS]

3.4 Health Insurance Provider: [INSURANCE PROVIDER NAME]

3.5 Policy Number: [POLICY NUMBER]

3.6 Group Number: [GROUP NUMBER]

3.7 Policyholder Name: [POLICYHOLDER NAME]

3.8 Known Allergies (including medication allergies): [LIST ALLERGIES OR STATE NONE]

3.9 Current Medications and Dosages: [LIST MEDICATIONS AND DOSAGES OR STATE NONE]

3.10 Chronic Medical Conditions: [LIST CONDITIONS OR STATE NONE]

3.11 Special Dietary Needs: [LIST DIETARY NEEDS OR STATE NONE]

3.12 Date of Last Tetanus Immunization: [LAST TETANUS DATE]

3.13 Any Other Relevant Medical Information: [ADDITIONAL MEDICAL INFORMATION OR STATE NONE]

4. MEDICATION AUTHORIZATION

4.1 I authorize the trip supervisor to administer or assist my child in taking the following medications: [LIST MEDICATIONS TO BE ADMINISTERED OR STATE NONE]

4.2 I authorize the trip supervisor to permit my child to self-administer the following medications: [LIST SELF-ADMINISTERED MEDICATIONS OR STATE NONE]

4.3 Medications will be provided in their original pharmacy containers with written instructions: [YES/NO]

5. CONSENT TO RELEASE OF MEDICAL INFORMATION

5.1 I authorize the release of my child's medical information contained in this form to any licensed health care provider, hospital, or emergency responder for the purpose of providing treatment.

5.2 I authorize the school and its representatives to receive and disclose medical information necessary for the treatment of my child during the trip.

6. FINANCIAL RESPONSIBILITY

6.1 I understand and agree that I am financially responsible for any medical, surgical, dental, hospital, ambulance, or other health care services provided to my child, including any costs not covered by insurance.

6.2 I understand that the school does not assume financial responsibility for medical treatment provided to my child.

7. LIABILITY AND ACKNOWLEDGMENT

7.1 I understand that the school, its employees, agents, and chaperones are acting as my agents in consenting to treatment under this authorization.

7.2 I release and hold harmless the school, its employees, agents, and chaperones from any liability arising from their good-faith efforts to obtain medical treatment for my child under this authorization.

7.3 I acknowledge that this authorization is given voluntarily and that I have read and understand its contents.

8. SIGNATURES

8.1 Parent or Guardian Signature: [PARENT OR GUARDIAN SIGNATURE]

8.2 Parent or Guardian Printed Name: [PARENT OR GUARDIAN FULL NAME]

8.3 Date: [DATE SIGNED]

8.4 Second Parent or Guardian Signature: [SECOND PARENT OR GUARDIAN SIGNATURE]

8.5 Second Parent or Guardian Printed Name: [SECOND PARENT OR GUARDIAN FULL NAME]

8.6 Date: [DATE SIGNED]

8.7 Witness Signature: [WITNESS SIGNATURE]

8.8 Witness Printed Name: [WITNESS FULL NAME]

8.9 Date: [DATE SIGNED]

9. NOTARY ACKNOWLEDGMENT (IF REQUIRED)

9.1 State of: [STATE]

9.2 County of: [COUNTY]

9.3 Subscribed and sworn to before me on this [DAY] day of [MONTH], [YEAR], by [PARENT OR GUARDIAN FULL NAME].

9.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]

9.5 Notary Public Printed Name: [NOTARY PUBLIC FULL NAME]

9.6 My Commission Expires: [COMMISSION EXPIRATION DATE]
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