CHARLESTON COUNTY SCHOOL DISTRICT
EXTRACURRICULAR AND AFTER-HOURS SCHOOL-SPONSORED EVENTS AND TRIPS
CONSENT FOR MEDICAL TREATMENT 2011-2012

GENERAL INFORMATION

Student Home Phone () Cell Phone ()
Address
City Zip
Father’s Name Home Phone ()
Address

Street City State Zip Code
Place of Business Work Phone () Cell Phone ( )
Mother’s Name Home Phone ()
Address

Street City State Zip Code
Place of Business Work Phone () Cell Phone ( )

ALTERNATE TO NOTIFY IN CASE OF EMERGENCY

NAME
Relationship Phone ()
City State Zip

FINANCIAL CONSIDERATIONS
For and in consideration of emergency services and goods rendered by or through the attending physician(s), the undersigned
hereby guarantees payment in full, immediately upon receipt of the final billing.

SIGNATURE DATE

>
SCHOOL DISTRICT



CHARLESTON COUNTY SCHOOL DISTRICT
EXTRACURRICULAR AND AFTER-HOURS SCHOOL-SPONSORED EVENTS AND TRIPS
MEDICAL INFORMATION FORM 2011-2012

STUDENT
SEX (M) &) BIRTH DATE [/ INSURANCE CARRIER:
PARENT(S) POLICY #:

PLEASE CLOSELY REVIEW THE INFORMATION BELOW. CHECK ANY HEALTH CONDITION THAT MAY REQUIRE
ATTENTION DURING AFTER-SCHOOL ACTIVITIES OR ON FIELD TRIPS. YOU MUST ALSO COMPLETE AND SUBMIT A
DOCTOR’S ORDER FORM IF YOUR CHILD HAS A HEALTH CONDITION WHICH REQUIRES MEDICATIONS/PROCEDURES
AFTER SCHOOL OR DURING FIELD TRIPS. DOCTOR’S ORDER FORMS ARE AVAILABLE ONLINE AT
WWW.CCSDSCHOOLS.COM -- GO TO HEALTH SERVICES.

oAllergies (be specific) o Physical disability (be specific)

o Foods 0 Respiratory (be specific)

0 Medications oSeizures

oOBee sting/Insect bite o Sickle Cell disease

oOther o Vision problems (be specific)
OAsthma o0 Glasses o Contact lenses
oDiabetes 0 Heart problems (be specific)
OHearing problems o Hearing Aid(s) o Other health issues (be specific)
*DATE OF LAST TETANUS SHOT: (*REQUIRED)

List all medications and dosages your child receives on a continual basis:

**If your son/daughter takes medication that they administer to themselves and will need it on_an overnight field trip, a self-monitor-self-medicate
form will be required for that medication (e.g. oral contraceptives, over-the-counter allergy medications, allergy nasal sprays, etc.)

FAMILY PHYSICIAN

TELEPHONE & ADDRESS

L R R S S R S S R R SR S R R R A R R R SR S R R R A R S S R A R S R SR S R e R S R S S SR S R S S R S R S S SR S S R R S R R S R A S R R R R S SR S R S S R S

Over-the-counter (OTC) medications may be available for occasional use if the student meets the criteria by the CCSD physician
consultant. Only volunteer nurses or physicians who have their licenses on file and who have been checked off by CCSD school
nurses may administer the medications below with parental permission. BY SIGNING BELOW I GIVE PERMISSION FOR MY
CHILD TO RECEIVE THE MEDICATIONS I HAVE CHECKED. (GENERIC MEDICATION EQUIVALENTS MAY BE
USED.)

o Acetaminophen (like Tylenol) o Ibuprofen (like Advil/Motrin) o Cough Drops (like Halls)
o Chewable antacids (like Tums) o Liquid Antacid (like Maalox)
o I DO NOT WANT ANY MEDICATIONS GIVEN TO MY CHILD.

Signature

++TO WHOM IT MAY CONCERN, I, the undersigned parent or guardian of:

Name of Student Date of Birth

Hereby grant authorization to the Band Director or any chaperone of the School Band Boosters standing in loco
parentis to obtain any emergency medical and/or surgical procedures from a physician or hospital emergency room physician on behalf of the
above-named minor.

Sworn to before me this day of Signature Date _/ [/

,20

Parent’s Printed Name
My Commission Expires:

Notary Public for South Carolina

++Notary required for out-of-state trips

>
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