LA CAÑADA HIGH SCHOOL
Off Campus Activity Permission Slip and Medical Authorization

(To be completed by Parent, Guardian or Caregiver)
Dear Parents:

To allow your student to participate in the following school activity off campus, we need you to fill out the following information.  Please fill out each section that applies to the type of activity your student wishes to attend.  

TO BE FILLED OUT FOR ALL OFF-CAMPUS ACTIVITIES

This is to certify that my child/ward:

Name of Student


   


     Student Cell Phone Number
has my permission to participate in the following activity: 
1. APES fieldtrip to Arroyo Seco during block periods every month.
2. APES fieldtrip to Cabrillo Marine Aquarium from 6:30 AM to 2:30 PM on October 14th (Dr. E’s 2nd ( 5th periods) and 17th (Dr. E’s 1st and Wheelers). 
3. APES fieldtrip to Hyperion Wastewater Treatment Plant from 6:30 AM to 2:30 PM on Tuesday, March 24th (Dr. E’s 2nd ( 5th periods) or 31st (Dr. E’s 1st and Wheelers). 
High School adult sponsor/teacher: Laura Wheeler and Mark Ewoldsen 
Parent signatures are the teacher’s authorization to administer emergency First Aid and/or to call any reference listed below in case of emergency, and to authorize a representative of the La Cañada Unified School District and/or the alternates listed below to act as agent(s) to consent to any X-ray, anesthetic, medical or surgical diagnosis or treatment and hospital care deemed advisable and rendered by any licensed physician, surgeon or dentist whether in his office or in a licensed hospital.  This authorization is given in advance of any required care to empower a representative or official of the District to give consent for such treatment as the physician may deem advisable.  This authorization is given pursuant to the provisions of Section 25.8 of the Civil Code of the State of California and is effective unless revoked in writing.  I understand that if this trip involves payment to a travel agency, the La Cañada Unified School District will not be held responsible should political events force cancellation of travel and loss of trip payments.

PLEASE PRINT
Parent Name: ___________________________________ Address: 






 

Home Phone: __________________ Work Phone: __________________ Cell Phone/Pager____________________
Neighbor/Local Friend __________________________________  Phone # _______________________________

Family Physician _______________________________________  Phone # ______________________________

Pupil’s Medical Insurance Carrier: ______________________________________________________________

Policy No.:________________________________________________________________________________

PRIVATE TRANSPORTATION AUTHORIZATION 

If it is necessary to use a private car rather than a bus to transport students, the following must be signed:

My student has my permission to ride in a private car driven by a teacher or parent to the above mentioned activity.

X_________________________________________________________________________________________

Signature of Parents/Guardians







Date

WAIVER AND MEDCIAL AUTHORIZATION
We (I) are (am) aware and acknowledge that any activities covered by this permission slip, by their nature, pose the potential risk of injury/illness to the individuals who participate.  For and in consideration of the opportunity for our (my) child/ward to participate in those activities, we (I) do hereby agree as follows:

1. All persons making the field trip or excursion shall be deemed to have waived all claims against the District or the State of California for injury, accident, illness or death occurring during or by reason of the field trip or excursion, including but not limited to transportation to and/or from the field trip/activity.

Over(((
2. That we (I) are (am) solely financially responsible for any cost and/or all indebtedness incurred as a result of any emergency and/or routine medical and/or surgical treatment and services prescribed by the attending physician for my child/ward, including all charges not covered by insurance.
3. To indemnify and hold harmless the La Cañada Unified School District, its officers, employees, agents, representatives, and volunteers from each and every claim or demand made, and each and every liability, action, loss, debt, or damage which may arise by or in connection with, or result from, any routine and/or emergency medical services, or participation of our (my) child/ward in the field trip/activity covered by this permission slip, including but not limited to transportation to and/or from the field trip/activity.
4. We (I) fully understand that all persons participating in the field trip/activity are to abide by all rules and regulations governing conduct during the trip.  Any violation of these rules and regulations may result in the individual being sent home at the expense of his/her parent/guardian. 

5. If our child/ward has a special medical condition and/or physical disability diagnosed by a physician, a description of that medical condition and/or physical disability is attached hereto.
STUDENT MEDICAL INFORMATION
( My child/ward has a medical condition and/or physical disability that District should be aware of.


Specify condition: _______________________________________________________________________

( My child/ward is allergic to the following foods ___________________________________________________
( My child/ward is allergic to the following medications: _____________________________________________
( My child/ward must take medication while participating in the activities covered by this permission slip.
     *List medication that your child/ward must take while participating in the activities covered by this permission slip. For each medication provide the dosage, time to administer and reason. In addition, attached form must be completed.

Name of medication

Dosage


Time

Reason

       ________________________         __________________    __________     ____________________________
       ________________________         __________________    __________     ____________________________
       ________________________         __________________    __________     ____________________________

*Note: 
1. All medications (over the counter & prescription) taken by your child/ward while participating in the activities covered by this permission slip must be prescribed by a physician and listed on the attached medication form.
2. All medication prescribed by the physician for your child/ward must be kept/administered by District staff.

We (I) acknowledge that we (I) have carefully read this Pupil Field Trip Permission Slip and Medical Authorization form and we (I) understand and agree to its terms.

X Signature of Parent/Guardian_______________________________________   Dated_____________________

X Signature of Parent/Guardian_______________________________________   Dated_____________________

(Both parents must sign unless single parent has sole custody.)
***Please note:
Note: This form must be kept with the teacher for the entire activity, with a copy on file at the school site.
La Cañada High School

REQUEST FOR MEDICATION TO BE TAKEN DURING OFF CAMPUS ACTIVITY
ALL PARTICIPANTS MUST SUBMIT THIS FORM. 

********* IF NO MEDICATION IS REQUESTED PARENT CHECKS NO AND SIGNS SECTION I ********
SECTION I- To be completed and signed by parent or guardian 

	 Print Name of Student (Last, First)


	 Sex (Circle One):

 Male            Female
	 Birthdate (Month/Day/Year

	□   NO OVER THE COUNTER OR PRESCRIPTION MEDICATION REQUESTED – Check here, sign and return this form.


	 □   YES, MEDICATION REQUIRED/REQUESTED.  I request that my student (named above) be assisted by authorized persons     in taking these described medications while participating in voluntary field trip from (dates) ________to ________.  I understand that all medications will be administered in compliance with the school’s policies.

If “YES” is checked your physician must sign below.

	 Signature of Parent or Guardian

X
	 Home Telephone Number
	 Date Signed (Month/Day/Year)


SECTION II - To be completed and signed by a Physician (see below)

	
	 Name of Medication


	 Name of Medication


	 Name of Medication


	 Name of Medication



	Purpose of 

Medication
	
	
	
	

	Dosage

 Prescribed
	
	
	
	

	Dose Form

(Tablet/Liquid, etc.)
	
	
	
	

	Time to be 

Administered
	
	
	
	

	 Precautions, special instructions, possible adverse effect(s), or comments:




SECTION III To be completed and signed by a Physician if any medication is requested.

Medication listed below will be available if authorized by parent and physician, as shown by both required signatures on this form.  Please indicate your approval for use of these medications by checking the appropriate box before each medication.

	YES
	NO
	
	

	□
	□
	Medication & Dose Form:
	

	
	
	Indications for  use:
	

	
	
	Dosage & frequency:
	

	YES
	NO
	
	

	□
	□
	Medication  & Dose Form:
	

	
	
	Indication for use:
	

	
	
	Dosage & frequency:
	

	YES
	NO
	
	

	□
	□
	Medication & Dose Form:
	

	
	
	Indication for use:
	

	
	
	Dosage and frequency:
	


	 Print Name of Physician


	 The above named student for whom the above     medication is prescribed is under my care.

	 Physician’s License Number


	 Physician’s Telephone Number


	 Signature of Physician

X

	 Address (Street, suite/room, city, zip code)


	 Date Signed (month/day/year)




All students must return both forms to participate in the off campus activity.


***Parent signature is required on the attached medication form even if no medications are requested.
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