OWEN J. ROBERTS SCHOOL DISTRICT
901 Ridge Road, Pottstown, PA  19465

Medical Authorization Consent Form for Field Trips
______________________________________________________________________________

Student’s Name (Please Print, Last Name First)               Date of Birth                    Grade/Teacher














As parent(s)/guardian(s) of the above student, permission is granted for this student to attend the Owen J. Roberts field trip to __________________________________taking place on______________. I/We am(are) aware that the Owen J. Roberts School District requires all participants on a field trip to supply the following information in case a medical emergency should arise during a field trip:
(1)
INSURANCE.  Students WILL NOT BE PERMITTED to attend field trips without supplying current and accurate health insurance information.


Name of Insurance Carrier: ___________________________________________



Policy Number: ____________________________________________________

(2)  a.
FAMILY PHYSICIAN.


Name: __________________________________________ Phone: ___________ 

       b.   FAMILY DENTIST
                        Name:    ________________________________________Phone ___________



(3)
FAMILY CONTACT.  On the date of this field trip, if any emergency should arise, 
please call:



Name: ______________________________ Phone: Home _______________









             Work________________








                         Cell_________________






Name: ______________________________ Phone: Home
________________









             Work________________


 Cell___________________
(4) 
FOOD, INSECT, OR DRUG SENSITIVITIES.
The student is known to react unfavorably or is allergic to the following foods, insect, or drugs:

 ___________________________________________________________
Requires use of Epinephrine YES_____   NO_______

(5)   OTHER HEALTH ISSUES: ________________________________________
(6)  My child requires the following:
a. INHALER:   YES ______     NO______

b.   EPI-PEN:      YES_______    NO______ 

(7)
Please state the name of any prescription that the student will require on the trip and the 
reason for the prescription.


Prescription: ________________________________ Reason: _____________________


Time: ______________________________________ Dose: ______________________

Parent/Guardian is responsible for assuring that ALL medication is supplied and is in compliance with the OJRSD medication policy 210.  
IN ACCORDANCE WITH OWEN J. ROBERTS DISTRICT POLICY, STUDENTS MAY NOT CARRY MEDICATIONS, OTHER THAN PRE-AUTHORIZED INHALERS OR EPI-PENS.
A nurse may NOT be present on the field trip. 
MEDICAL AUTHORIZATION CONSENT:
In the event of an emergency, 911 will be called and your child will be transported to the nearest hospital.  I/We hereby authorize any physician, hospital, or other health care provider to give emergency medical care and treatment to this student.

The undersigned have read this Medical authorization Consent Form for Field Trips and declare and affirm that I/we consent to the contents herein stated.

______________________________________________________________________________

Parent/Guardian Signature                                                                                                         Date

______________________________________________________________________________

Parent/Guardian Signature                                                                                                         Date

______________________________________________________________________________

Student’s Signature (only if student is over 18 years of age)                                                     Date

