
Emergency contact information, authorization for medical treatment, and medical/special needs information

Dear Parents and Guardians,

This year we are collecting your child’s medical information for the Boston trip via Google Forms. This method will enable us to have the most accurate information available while we are on the trip. Please go to the website included here and complete the form.  https://goo.gl/forms/QUrGdo4o6rDx6xQw2

The completion of this medical form is mandatory as having the medical information and completed waiver is necessary for your child to attend the trip. If you would rather complete the paper version, please use the copy of the medical form on the back on this paper.

If you are completing the form via Google Forms, please do not return this form to school.

Thank you.




























PART ONE: Emergency Contact Information

Parent/Guardian Name(s) _________________________________________________________________________________________

Street Address __________________________________________________________________________________________________

City, State, Zip Code _____________________________________________________________________________________________

Phone number(s) ________________________________________________________________________________________________

If a parent/guardian is not available, please contact:

Name ____________________________________________________Relationship to Child ____________________________

Phone number(s) ________________________________________________________________________________________________ 

Name ____________________________________________________Relationship to Child ____________________________

Phone number(s) ________________________________________________________________________________________________

PART TWO: Authorization for Medical Treatment

I (We) _________________________________________________________________________________________________________
(Parent(s)/Guardian(s) Names)

Do hereby state that I am (we are) the parent(s)/guardian(s) having legal custody of a minor child born on____________________________________________________________________________
    (Child’s date of birth)
If I/we cannot be reached I/we authorize Eli Smith or another accompanying adult who works at MS 447, 345 Dean Street, Brooklyn, NY, to consent to any X-ray examination, anesthetic, medical or surgical diagnosis or treatment, and hospital care to be rendered to the minor, at a recognized medical facility, under the general or special supervision of a licensed physician or surgeon.    

[bookmark: kix.fgxp6rci9x4c]This authorization will expire on June 28, 2017.

Signed _________________________________________________________________Date ___________________________

PART THREE: Medical and Special Needs Information

Child’s allergies, if any (medication, insects, food, etc.) _________________________________________________________________________________________________

Usual treatment _________________________________________________________________________________________________


Existing medical conditions or problems _________________________________________________________________________________________________

Medications your child is taking (list schedule) _______________________________________________________________

Child’s doctor _______________________________________________________Phone number __________________________ 

_____________________________________	____________________________________________________________ 
(Insurance Company) 				(Group #) 				(ID #)

Date of last tetanus shot ____________________________________________

Other special needs/anything else we should know?____________________________________________________________________________________________________


