29-1002

SHENANDOAH COUNTY GATE PROGRAM

FIELD TRIP/ ACTIVITY EMERGENCY PERMISSION FORM

FULL NAME OF STUDENT:  ______________________________________________

ACTIVITY SPONSOR/ COACH:  ___________________________________________

SCHOOL: ________________________________ GRADE LEVEL: _______________
ACTIVITY DESTINATION/ LOCATION: ____________________________________

ACTIVITY/ TRIP DATE (S): ________________________ TRIP TIME: ____________

· I give consent for my above-named child to attend this field trip.

_____________________
        ___________________________________

         

   Date                                                 Parent/ Guardian Signature

· I give consent for my above-named child to receive first-aid treatment and/or be transported to the nearest medical facility for emergency medical care that may be reasonably necessary should an emergency occur.  I understand that every effort will be made to contact me in such an instance.

_____________________
        ___________________________________

           

 Date                                                 Parent/ Guardian Signature

Please provide the following information:


Circle One

Does your child wear glasses?



 
YES        NO

Does your child wear contact lenses?



YES        NO

Is your child allergic to any medication?



YES        NO

Is your child allergic to any type of food?


YES        NO

Is your child allergic to any type of insect stings?

YES        NO

Does your child have diabetes?




YES        NO

Does your child have any seizure activity?  


YES        NO

Is your child presently taking any medication?


YES        NO

Does your child have any physical handicap? 


YES        NO

PLEASE EXPLAIN ANY “YES” ANSWERS TO THE QUESTIONS ABOVE, as needed:

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

OTHER CONCERNS—PLEASE EXPLAIN:

____________________________________________________________________

____________________________________________________________________

DATE OF MOST RECENT TETANUS TOXOID: _____________________

(Booster required every 10 years)

PARENT/GUARDIAN NAME: __________________________________________

(h) PHONE: _____________ (w) PHONE: __________ (cell) PHONE: ______________

EMERGENCY CONTACT NAME: _______________________________________

(h) PHONE: _____________ (w) PHONE: __________ (cell) PHONE: ______________

PLEASE RETURN TO THE GIFTED RESOURCE SPECIALIST BY ___________________
