Littleton Public Schools

FIELD TRIP MEDICATION PERMISSION FORM

Student’s Name: DOB: Grade:
Allergies:

Medication #1: Reason for medication:

Dosage Prescribed: Route: Time to be given:

Possible Side Effects:

Special Instructions:

Medication #2: Reason for medication:

Dosage Prescribed: Route: Time to be given:

Possible Side Effects:

Special Instructions:

I, the undersigned, give permission to the designated person below to administer the prescribed medication(s) listed above to my
child while attending school/class field trip on (date of field trip).
Parent/Guardian Name Parent/Guardian Signature Date

In Case of Emergency:

1.
Name Relationship Phone
2.
Name Relationship Phone
3.
Name Relationship Phone
4.
Name Relationship Phone
Designated Person (staff) Signature of Designee Date/Time School Nurse Initials

1t is the policy of the Littleton Public Schools not to discriminate on the basis of race, gender, religion, national origin, color, homelessness, sexual orientation,
gender identity, age or disability in its educational programs, services, activities or employment practices. Further information may be obtained by
contacting Lyn A. Snow, District Equity Coordinator at 978-540-2500, Isnow@littletonps.org or 33 Shattuck Street, P.O. Box 1486, Littleton, MA 01460.



