To be taken abroad
by group leader.

MEDICAL RELEASE FORM
Print name of participant_______________________________________ Date______________
Signature of participant____________________________________________
Signature of parent/guardian________________________________________
Home phone number (_____)________________Work phone number (_____)______________
Home street address_____________________________________________________________
City_______________________________ State_________ Zip______________
Medical Insurance Plan______________________________________________
Group Number ____________________________________________________
Identification Number(s)_____________________________________________
Parents will be contacted by the group leader if there is any medical attention required during the
trip. Most U.S. insurance plans will pay for your child’s needs abroad in an emergency situation.
Please check your medical coverage plan for details and exceptions.
**Please provide a copy of your Medical Insurance Card**
PERMISSION SLIP

______________________________ has my permission to participate in the School-Sponsored Trip
abroad.
In emergency circumstances in which I/we cannot give oral or written consent to treat my/our child, I
hereby consent to and authorize emergency medical treatment, including hospitalization and surgery, as
recommended by the medical providers. I/we agree to be financially responsible for all related medical
costs incurred. (I release the School from any and all liability related to the medical care and treatment of
my/our children).
Information contained on the health form will be shared on a “Need to Know” basis where the safety and welfare of your child is
at stake. Only relevant information will be shared, such as emergency contact information, allergies, and medical issues that
could possibly manifest themselves while the child is not in proximity to a nurse (e.g. school trip). Only teachers and staff that
would be in a supervisory capacity for your child would be authorized to access that information.

________________________________________
Parent/Guardian Signature
Date

_________________________________________
Parent/Guardian Signature
Date

To be taken abroad
by group leader.

BRIEF MEDICAL HISTORY
Although the program sponsors do not require a medical examination by a physician, we
strongly urge you to have one within the calendar year prior to the exchange. If you have any
questions consult your family doctor.
Allergies:_____________________________________________________________________
Medications:___________________________________________________________________
Asthma:_______________________________Medications:_____________________________
Diabetes:______________________________Medications:______________________________
Epilepsy:______________________________Medications:______________________________
Other :________________________________Medications:_____________________________
The following is a list of OTC (over the counter) medications that we will stock in our first aid
kit. Please circle yes or no next to each medication indicating whether or not we can administer it
to your child. Circling yes gives us permission to administer the medication to your child at the
dose as labeled on the bottle/package. This medication will only be given if your child requests
it.
ADVIL/MOTRIN (ibuprofen)

YES

NO

TYLENOL (acetaminophen)

YES

NO

CLARITIN (Loratadine)

YES

NO

MIDOL (for menstrual cramps)

YES

NO

PEPTO BISMOL (bismuth subsalicylate)

YES

NO

COUGH DROPS (brand may vary)

YES

NO

NEOSPORIN (first aid antibiotic ointment)

YES

NO

DRAMAMINE-NON DROWSY (dimenhydrinate) YES

NO

Should the student be restricted from any type of recreational activity? YES NO
If yes, please explain:____________________________________________________________
Note: If you are taking medication regularly, please bring a supply in the original bottle
for OTC medications and prescriptions in the original labeled pharmacy bottle.
Any other pertinent information:___________________________________________________

