2320F7

OVERNIGHT STUDENT TRIP MEDICATION REQUEST FORM

Student Name: Gracke: Date of Birth:
Overnight Trip (Name):

Dates of trip: School

Teacher

» Staff administered medication
» Selfadministered medication

By indicatingyour child/patient may selédministettheir medication you are recognizing the needed responsibility of your child/patient and
understanding that the school will not be ableaok compliance.

This form must be completed and signed by a parent/guardian fadseifhistration of the following over the

counter (OTC) medications: pain relievers, cough drops, antihistamines, antacids and sunscreen. All other OTCs not
listedabove reqine both parent/guardian and licensed health care provisigriaturs. Students may naelfcarry
controlled substances except asthma and anaphylaxis medications carried in compliance with Procedure 3419P.

Nameof licensed health care providerescribing medication(s



