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PARENTAL MEDICAL AUTHORIZATION

I, the parent/legal guardian of _________________________ do herby authorize a Twinfield Union School Representative to make health care decisions and obtain any medical treatment deemed necessary for this child during the following period of time:

In case of accident or illness, I request the school contact me.  If not able, I hereby authorize the school personnel to seek emergency medical care, including transportation to a hospital.  I hereby authorize the physician in charge to administer whatever emergency treatment is necessary AT MY EXPENSE.

Child’s Insurance Company: ____________________________________

Group or certificate number: ____________________________________

Parent/Guardian Daytime #: ___________________________

Evening # :________________________________

My child has the following health condition/allergies (include food, medicatitions, etc.)

My child is taking the following prescription medications:

	Medication
	Dosage/How often taken

	
	

	
	

	
	

	
	

	
	

	
	


My child will be bringing the following over the counter medications (Please list all).  I understand that my child should only bring what they think they will routinely use, and that all medications must be in the original bottle with a clear label:

I, the parent/legal guardian of ______________________________ do hereby authorize a Twinfield Union School Representative to administer the following additional over the counter medications to this child________________________________________during the following period of time:____________________________________________

Tylenol

Ibuprofen

Benadryl

Cough drop

I understand that in following the medication policy of Twinfield Union School, a student may, in special situations, be allowed to self manage his or her medications.  The student must first discuss the condition with the school nurse and outline a plan that has been approved by the student’s healthcare provider and parent/guardian.  By signing this form I am attesting to my confidence that my child can self manage all medications listed on this form while on his/her fieldtrip.  My physician will also sign this form agreeing to the student self-managing his/her prescription medication plan.

Signature of parent/guardian with date

Printed name of parent/guardian

Physician’s Signature (Only necessary for prescription medications):

By signing this form I am agreeing that the student named above is capable of self-managing his/her medication regiment while on the 8th Grade Canoe Journey field trip.

Physician’s signature and date

Physician’s printed name

