MEDICAL PERMISSION FORM – NEW YORK

Please complete this form and return to Wall or Reese no later than May 3, 2010.


The undersigned parents/guardians of __________________________________


authorize the directors and/or other chaperones of the New York trip to


obtain for him/her medical care in the event that such care is necessary.  If at all


possible, the parents/guardians of the student will be contacted in the event of a


medical emergency.  Permission is hereby granted to the licensed physician or 


accredited hospital to perform medical procedures that are deemed essential for


the treatment of the above named student.

Signed ___________________________________________
Date ___________


(Parent/Guardian Signature)

Home ________________________

Cell ______________________________
BRIEF MEDICAL HISTORY

Student Name __________________________________________________________

Known Allergies ________________________________________________________

Diabetes: _______________________
Medications: _______________________

Other Prescriptions: ______________________________________________________

The school health representative has my permission to give the following to the above student, if needed.

______ dramamine
________ aspirin
________ ibuprofen
_________ other
PLEASE NOTE:

If you wish to personally discuss any medical concerns with Mr. Reese, Miss Wall, or Mr. Mays, please feel free to contact them prior to departure.

Thank you,

Mr. Reese – 323-9900 Ex. 257

Miss Wall – 323-9900 Ex. 255

Mr. Mays – 323-9900 Ex. 167

PERSONAL INFORMATION – NEW YORK

Please complete this form and return to Mr. Reese or Miss Wall by May 3, 2010.

Student Name 
_____________________________________________________

Parent/Guardian  ___________________________________________________

Home Address
_____________________________________________________

City/State/Zip 
_____________________________________________________

Preferred Contact Number____________________________________________

Father’s Work Information (if applicable):


Company Name ___________________________________________________


Work Number
   _________________________
Hours  _________________

Mother’s Work Information (if applicable):


Company Name ___________________________________________________


Work Number ___________________________
Hours _________________

MEDICAL INSURANCE INFORMATION / RELEASE

Please complete the following information and return to Mr. Reese or Miss Wall by May 3, 2010.  If you do not have insurance coverage, you MUST sign the Insurance Release Statement at the bottom of this form.

NOTE:

You may want to contact your insurance company to be certain your coverage is valid in the states of New York and New Jersey.  If it is not, you may be able to add a “rider” to your policy specifically for the duration of the trip at a small cost.

Is the STUDENT covered by a medical benefit plan, group/family plan or other policy?  

YES ______________
NO _______________  (If no, please sign the Insurance Release Statement below)

Student Name _______________________________        Date of Birth ____/____/____

Student Social Security Number (if applicable) _________________________________

Person Carrying the Coverage _______________________________________________

Relationship to the Student _________________________________________________

Employer/Group/Association Name __________________________________________

Name of Insurance Company or Plan _________________________________________

Policy or Plan Number (shown on membership card) _____________________________

Address of Insurance Company or Claims Office ________________________________

 _______________________________________________________________________


INSURANCE RELEASE STATEMENT

As parent/guardian of (student name) ___________________

I, _____________________, do hereby release the Davenport Central    High School organization, and the Davenport Central School District

for any accident and/or illness that may occur during the time and dates

of the choir/orchestra trip to New York, NY.   I further understand that

costs of any treatment of medical care that should become necessary 

are solely my responsibility.

