Firelands Local Schools

Student Field Trip Emergency Medical Form

Please complete the form below.  Include all pertinent information necessary for an emergency situation.

Please print or type.

Student Name____________________________________________________
       Date of Birth _____/_____/_____

Primary Contact ___________________________________________/Relationship_____________________________
Phone # _____________________________________

Allergies:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Medication being taken (name, dosage, times):

__________________________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________

Possible reactions to medications:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Special needs not mentioned above:

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

**************************************************************
In case my child is in an accident or becomes seriously ill during the trip, the following can be contacted:
Name/Relationship
Telephone/Cell Number
Times of Day (Be specific)

____________________________________
___________________________
_____________________

____________________________________
___________________________
_____________________
____________________________________
___________________________
_____________________

____________________________________
___________________________
_____________________

____________________________________
___________________________
_____________________

____________________________________
___________________________
_____________________

____________________________________
___________________________
_____________________

If my child should have an accident or becomes seriously ill during the trip and efforts to reach parents/guardians have 

failed, I grant permission for emergency treatment at a hospital or clinic:

____________________________________________________________
Date_________________

Parent/Guardian Signature

Insurance Carrier and Number___________________________________________________________

Group Number:_________________________________                    Policy Number:_____________________________
