Student Travel Medical Authorization Form

Student Name: _________________________________________________________ Date: _______________
Parent/Guardian Name(s): ____________________________________________________________________
Parent/Guardian Contact #_______________________________ Alternate #___________________________

Student Health Information:  All information will remain confidential, and will only be used in the case of an emergency involving a visit to Urgent Care, the ER or the hospital.

Allergies:  Medication:_____________________________________ Food:______________________________ Environmental:_____________________________________ Other:___________________________________
Medical Condition(s): _______________________________________________________________   OR  None
Special Dietary Needs: _______________________________________________________________ OR  None
Any medical condition, allergy, injury, surgery or other information that chaperones should be aware of: __________________________________________________________________________________________
__________________________________________________________________________________________

Below are basic medications that may be administered as needed.   If you DO want your child to receive the following medications, please sign below.  If not, check the medication(s) you don’t what him/her to receive.

□  Tylenol (Acetaminophen) – Pain relief              
□  Ibuprofen – Pain relief/anti-inflammatory                      
□  Advil Cold/Sinus tablet – for Respiratory                                       
□  Tylenol Cold/Cough – for Respiratory                                            
□  Sudafed – Nasal decongestant                                              
□  Benadryl – Allergy relief                                                   
□  Chewable antacids – Stomach upset/Indigestion  
□  Throat lozenges – for sore throats       

Parent/Guardian Signature: ______________________________________________Date: ________________

---------------------------------------------------------------------------------------------------------------------------------------------------

Emergency Contacts: (Not a Parent. If parent/guardian cannot be reached using all means available, the emergency person has your permission to make decisions regarding emergency treatment for your child.)
Emergency Contact person #1:  Name___________________________________________________________
Telephone: (Home) ___________________ (Work) ___________________ (Mobile) _____________________
Emergency Contact person #2:  Name___________________________________________________________
Telephone: (Home) ___________________ (Work) ___________________ (Mobile) _____________________


Student Medical History Record

Student Name: _________________________________________________________ Date: _______________

Check the box if your child has, had or received medical treatment for any of the following conditions:

□   ADHD			□   Epilepsy/seizures			□  Pneumonia
□   Asthma			□   Frequent Ear Infections		□  Rash or skin condition
□   Back Problems		□   Frequent Colds			□  Rheumatic Fever
□   Cancer/Tumor		□   Frequent Headaches			□  Scarlet Fever
□   Chest Pain			□   Hearing Problems			□  Shortness of Breath
□   Chicken Pox			□   Hepatitis A				□  Slipped Disc (Back)
□   Chronic Tonsillitis		□   Hepatitis B				□  Spinal Fracture 
□   Congenital Deformity 	□   Heart Problems			□  Tuberculosis
□   Diabetes			□   Kidney Problems			□  Vision Problems
□   Dizziness			□   Mental Breakdown			□  Whooping Cough
□   Drug problems		□   Mononucleosis			
□   Dyslexia			□   Other ________________________

If you checked any of the above boxes, please explain: _____________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Is your child taking any medication on a daily basis? □ Yes □ No 
[bookmark: _GoBack]*All prescription medications must be packed in a carry-on bag in its original container. 
If yes, please list medications, dosage and possible side effects:
__________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Has your child had any recent surgeries that could impact full participation in any activities? □ Yes □ No 
If yes, please explain: _______________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Does your child have any condition/injury which would prevent him/her from full participation in any activities? □ Yes □ No 
If yes, please explain: _______________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________


Parent/Guardian Signature: _____________________________________________ Date: ________________
