HIGH POINT REGIONAL HIGH SCHOOL

Field Trip Emergency Information And Authorization


Because your son/daughter will be going on a field trip and will be out of the immediate area, we would appreciate your cooperation in completing the form below. It will be kept for the duration of the field trip as follows: 

Biology Whale Trip to Cape Cod, April 30th , May 1st and  May 2nd, 2010

(Dates/Destinations)

Please return this form with your son/daughter no later than Dec. 22nd. No student will be permitted to attend the field trip without this written authorization.

Student Name:____________________ Grade_______   Birth Date_________

Address:_____________________________________   Home Phone________

Father’s Name:________________________________  Work Phone_________

Mother’s Name:________________________________ Work Phone_________

Family Physician__________________________ Office Number_____________

Family Dentist:____________________________ Office Number____________

Known Allergies & Type(s) of Reaction(s):______________________________

________________________________________________________________

Comments (Any Conditions/Limitations School Should Be Aware Of:

________________________________________________________________

If the student needs to take medication while on the field trip, please complete the attached form for administration of prescription medication while on the field trip.

In the event that I am unable to be reached and my child, in your opinion, needs

Emergency Medical Treatment during the time he/she is on this school sponsored trip, 

you have my permission, and I hereby designate the teacher in charge my agent to act in

my child’s best interests, obtain any necessary transportation and medical care until I can be

contacted. I hereby release you from any claim arising out of the doctor’s actions, and 

assume and agree to pay for any professional medical services incurred if not fully covered

by school insurance and/or our family’s insurance plan.

Parent/Guardian Name (please print):________________________________________

Parent/Guardian Signature:__________________________Date:__________________

Medical Insurance Company:_______________________Policy #:_________________
