
— IF YOUR CHILD WILL REQUIRE MEDICATION ON THIS TRIP,  
PLEASE COMPLETE REVERSE SIDE — 

Contoocook Valley School District Field Trip / Extracurricular Activity Medical Release Form 

Field Trip Destination: _____________________________________________________________	 Date(s) ____________________ 

Leave Time:____________________________		Return Time: _____________________________	 Overnight Y ______	N _______ 

Teacher/Team/Class _________________________________________________________________________________________ 

TO BE COMPLETED BY PARENT/GUARDIAN 

Student Name: ____________________________________________________________	DOB ___________________ Age _______ 

Address:  _____________________________________________________________________________________________________ 

Mother/Guardian Name  _______________________________________________________________________________________	

Day Phone # ________________________		Night Phone # __________________________		Cell # __________________________ 

Father/Guardian Name ________________________________________________________________________________________	

Day Phone # ________________________		Night Phone # __________________________		Cell # __________________________	

In case of emergency, list two local people if parents cannot be reached: 

1) Name/Relationship  _________________________________________________________________________________________	

Day Phone # ________________________		Night Phone # __________________________		Cell # __________________________	

2) Name/Relationship  _________________________________________________________________________________________	

Day Phone # ________________________		Night Phone # __________________________		Cell # __________________________	

My son/daughter has: 

______	No health concerns. 

______	The following health concerns/issues:  ___________________________________________________________________ 

List any physical limitations or medical equipment required for physical activities: 

______________________________________________________________________________________________________________ 

Allergies: Y ______	N ______ 

If yes, please list allergen and reaction: 

______________________________________________________________________________________________________________ 

Treatment: 

______________________________________________________________________________________________________________ 

Consent: This health history is correct and complete. In the event of an emergency or serious illness, I 
request that you contact me. If I cannot be reached in an emergency, or if school personnel deem it 
necessary, I give my permission for first aid and/or emergency medical care, including activation of the 
emergency medical system. I recognize my responsibility, through appropriate insurance or otherwise to 
cover medical and transportation expenses resulting from illness or injury during this program. 

Parent/Guardian Signature ________________________________________________________	 Date __________________ 
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TO BE COMPLETED ONLY IF YOUR CHILD MAY NEED MEDICATION ON A FIELD TRIP: 

All prescription medication and some over the counter medication given in school requires licensed healthcare 
provider’s written orders. Forms are available from your school nurse or online @ www.convalsd.net. Your son/ 
daughter may carry and self-administer inhalers and Epi-pens with parental and physician authorization. 

Please see the school nurse for more information, if necessary. My son/daughter will need medication while on this 
field trip. 

______	Parent will give the teacher appropriate doses of medication in the original prescription container and provide a 
written medication order from licensed prescriber. 

______	Teacher shall obtain the appropriate dose(s) of medication from the school nurse (only if student already has 
medication and written medication order from licensed prescriber at the school). 

______	Student’s healthcare provider and parent have completed the necessary form(s) for student to carry and self -
administer his/her own asthma inhaler and/or Epi -pen. Please see the school nurse with any questions. 

 

Med ________________________________________________	Dosage __________________	 Time of med __________________ 

 

Med ________________________________________________	Dosage __________________	 Time of med __________________ 

 

Med ________________________________________________	Dosage __________________	 Time of med __________________ 

 

(Attach additional paper if needed) 

 

 

I hereby authorize and have instructed the designated staff listed above to assist in administering the above noted 
medication to my son/daughter. In consideration for this service, I (we) further agree that I (we) will not hold liable, and 
will otherwise save harmless, the Contoocook Valley School District and/or any department or employee thereof for 
death or injury resulting from the administration or assistance in the administration of medication  described  above. 

 

Parent/Guardian Signature ________________________________________________________	 Date __________________ 

 
 

Please note: 

If any of the above information 
changes before the field trip, 

it is the parent’s/guardian’s responsibility 
to notify the teacher/team of the changes. 


