Permission for Medical Treatment

Douglas S. Freeman High School Band field trip

To whom it may concern:

I, the undersigned, being parent or legal guardian of:_____________________________

hereby authorize any necessary medical treatment for this student while participating in the Douglas S. Freeman Band program.  I also guarantee payment of all charges incurred during treatment: ambulance, physician, hospital, x-ray, laboratory, medications, etc.  In regard to the above student, I submit the following information: 

	Students Name
	

	Address
	

	City, State, Zip
	

	Date of Birth
	

	Allergies to foods/medications


	

	Special Medical Needs 
	

	Is student under medical care?
	

	Date of last Tetanus Shot
	

	Physician Name
	

	Physician Phone
	

	Physician Address
	

	Insurance Company
	

	Policy Number
	


*****  Please attach a copy of  the FRONT and BACK of  Insurance Card  *****

	Mother’s /Guardian’s Name
	

	Phone
	Work:

Cell:

	Father’s/Guardian’s Name
	

	Phone
	Work:

Cell:

	Emergency Contacts if parents cannot be reached:

	Emergency contact 1:

	Emergency contact 2:


Over the counter (OTC) medications will be dispensed as needed by a designated chaperone traveling with the band.  Please check either statement A or B below:
___ A. My child can be given any OTC medication that is appropriate as determined by Mr. Blankenship or an adult chaperone.

___ B. My child can be given only Ibuprofen (Advil), Acetaminophen (Tylenol), Loperamide HCL (Imodium), Pseudoephedrine HCL (Sudafed), Diphenhydramine HCL (Benadryl), Meclizine HCL (Dramamine), Calcium Carbonate (Tums), Pepto Bismol, other:_________________________  

Please mark through any OTC medications listed above that cannot be administered to your child.


IF neither is checked, NO OTC medications can be administered.

I will notify Mr. Blankenship in writing of any changes in the above information.

Signature:__________________________________________  Date:_____________________

Relationship to student:________________________________

