
Spartanburg County School District Six 

Field Trip Health Form 
 

Student’s Name ___________________________  Date of Birth ___________________ 

 

Emergency Contacts:  

                   Name _________________________ Phone____________Cell___________ 

                           

                   Name _________________________ Phone ____________Cell__________ 

 

Please list any medical conditions your child has: ________________________________ 

________________________________________________________________________ 

 

Please list all allergies (medications, food, insects, etc) 

            Allergen                                            Reaction                  Treatment   

________________________  ________________________  ______________________ 

________________________  ________________________  ______________________ 

 

List all medications your child is currently taking: 

            Name of Medicine                           Dosage                         Time/How Often 

________________________  ________________________  ______________________ 

________________________  ________________________  ______________________ 

 

Will your child need these medications while on this field trip?  _____ Yes   _____ No 

 

Are there emergency medications your child will need access to while on this trip? (ex: 

EpiPen, Glucagon, Asthma Inhaler) __________________________________________ 
 

 PLEASE NOTE:  All above medications that need to be administered to your child 

during this trip will need to be brought by a parent to the School Nurse in the original 

pharmacy labeled container no later than 2 days prior to the trip.  All medications will be 

kept by and administered by a School Nurse or a District Six Representative. 

 

 

 

The following medications will be available for your child ONLY if a 

school nurse is assigned to this trip. 
 

PLACE A CHECK by the medicines you give permission for your child to take.  (Please note:  

if these medications need to be administered to your child for a time period that exceeds 24 hours, 

you will be notified.) 

____Advil                 ___ Tums                          ___Benadryl             ___Chloroseptic 

___ Tylenol               ___ Immodium                 ___Eye drops            ___Cough Drops 

___ Caladryl Clear    ___ Antibiotic Ointment   ___Insect Sting gel   ___ Orajel    

 

I authorize the District Six Representative on this trip to administer the above listed medications 

while on this trip.  In case of a medical emergency, I hereby give permission to the District Six 

Representative to secure proper treatment for my child.  I further give permission to the 

physician/hospital to hospitalize, order injections, anesthesia or surgery for my child as deemed 

necessary.  I understand that I will be responsible for any medical bills or hospital expenses 

incurred.   

 

Custodial Parent/Guardian Signature:____________________________ Date _________ 


