HIGH SCHOOL STUDENT




Student Name__________
________


EMERGENCY INFORMATION



School________________________
High Trails Outdoor Education Center



Session Date___________________

719.748.3341        fax:  719.748.3259


Name (last, first)______________________________________  Age ____  Date of Birth __________

Parent Name_________________________________  Home Phone___________   Pager ___________

Parent Address________________________________  Dad Work___________   Dad Cell __________



  _______________________________   Mom Work___________   Mom Cell__________

Emergency Contact (if the above can’t be reached)_______________________________ Relationship _________ 

Home Phone____________    Cell Phone____________    Work Phone ____________

Student’s Doctor_____________________ Doctor’s Phone________ Date of last tetanus shot ______

Insurance coverage:  Name of plan__________________________ Policy#_________  Group#______

Has student been exposed to communicable disease the past three weeks? _____ If so, what? __________

Health concerns (including Asthma)/serious illnesses/operations: _____________________________

_____________________________________________________________________________

Allergies? (yes/no) Explain  _____________________________________________ Epi Pen? (yes/no)
Drug reactions? ______________________________________________

AUTHORIZATION FOR EMERGENCY TREATMENT

In the event I cannot be reached in an emergency, I hereby give permission to the physician selected by the director of High Trails and the teacher/administrator in charge from the school/district to secure and administer treatment, including hospitalization, for the person named above.  I understand that reasonable attempts will be made to notify me regarding any illness or accident requiring off-site treatment. 

_________________________________________ 
___________________________ __________
Parent/Legal Guardian Signature



Print Name

 
Date





   High Trails Official Use Only
Comp _______

Meds _______

Auth. _______

FYI ________

Contact _____

High School Student






Student Name________________________

Medication Administration at





School______________________________

High Trails Outdoor Education Center



Session Date_________________________

PART A:

Over-the-counter (OTC) medications

If your student takes or may need over-the-counter preparations during his/her stay at High Trails, some medications are stocked in the High Trails Health Center.  The nurse at the High Trails Health Center is able to administer over-the-counter medications for symptomatic relief of a variety of symptoms.  Signed written permission from the parent or guardian is required for the nurse to administer over-the-counter medications.

Over-the-counter medications that are available at the Health Center include:



_____ I give permission for the nurse at High Trails Outdoor Education Center to give my student, 

____________________________, over-the-counter medications (except those listed below) for the symptomatic relief of the condition.  I understand the nurse will do an assessment of my student’s symptoms before administering the medication(s).

My student should NOT receive the following OTC preparations:

_______________________________________________________________________________________

_____ I do not give permission for my child, _________________________________, to receive any over-the-counter medication that his/her health care provider has not prescribed.  (If your student brings any medication(s) to High Trails, please follow the instructions to complete PART B, C and D).

· _________________________________________


________________________



Parent/Guardian Signature




       Date

Print Name _____________________________________

High School Student






Student Name________________________

Medication Administration at





School______________________________

High Trails Outdoor Education Center



Session Date_________________________

PART B:  If a student will BRING medications to be taken while at High Trails, please fill out the information below for prescription and over-the-counter medications.

Medication___________________________Oral or other_______Time(s)____________Dosage(mg)______

Medication___________________________Oral or other_______Time(s)____________Dosage(mg)______

Medication___________________________Oral or other_______Time(s)____________Dosage(mg)______

Medication___________________________Oral or other_______Time(s)____________Dosage(mg)______

Self-Administration
High School students have the option to self-administer certain prescriptions and over-the-counter medications.

Students may not self-administer “controlled drugs”.  Controlled drugs include, but are not limited to, stimulants (including Ritalin), anti-depressants, anti-convulsants and anti-psychotics.


The guidelines for self-administering medications include the following:

· The student is knowledgeable about hi/her medication(s)

· The student knows (s)he must take the medication

· The student knows when (s)he must take the medication

· The student acknowledges and complies with the responsibilities involved in self-administering his/her medication(s)

· The student demonstrates ability to self-administer medication properly

· Written authorization is obtained from the parent

· All medication(s) are stored in the Health Center.  The exception to this guideline is medication needed in the case of an emergency illness, i.e. inhalers, epi-pens, etc.

· Medication is in the original container

· High Trails and its staff bear no responsibility for ensuring that the medication(s) are taken

Students must be aware that this is a privilege granted to them as an individual.  This privilege will be rescinded if the student shares medication with others.

· My student, ______________________________, and I have discussed this responsibility.  My child has my permission to self-administer the medication(s) listed above.  ______yes ______no*

*If you do not give permission for your student to self-administer medication(s), you and the health care provider must complete the front and/or back of this form.  All medications (prescription and over-the-counter) brought to High Trails must be accompanied by a written authorization from a health care provider.  Medications cannot be given without this authorization.
· Parent/Guardian Signature _________________________________
Date ______________



            Print Name _________________________________

**Also, please read and sign Part A regarding over-the-counter medications/preparations**








Student Name________________

High School




           School_____________________

MEDICATION ADMINISTRATION AT HIGH TRAILS       Session Date_________________

PART C:     Parent/Guardian Authorization for the High Trails Nurse to give Medication
The parent/guardian of (Student Name)________________________________ asks that the nurse at High Trails give medication(s) to my student, as directed by the health care provider.


Prescription medications  must have a signed health care provider authorization and

must come in the pharmacy container labeled with:  student’s name, name of medicine, time medicine

is to be given, dosage, date medicine is to be stopped, and licensed health care provider’s name.

Pharmacy name and phone number must also be included on the label. 


Over-the-counter medication brought to High Trails must have a signed health care provider authorization and must be labeled with student’s name.  Dosage must match the signed health care provider authorization, and medicine must be packaged in original container.  (For example:  allergy medication, cough syrups, antacids, vitamins, Tylenol, Motrin, Advil, etc.)

By signing below, I give permission for my student’s health care provider to share information about the administration of this medication with the nurse or director at High Trails.

______________________________
_______________________________     ____________

     Print Parent/Legal Guardian Name
                         Parent/Legal Guardian Signature                          Date
Phone (home) __________________________(work) ___________________ (cell) ________________

*********************************************************************************************

PART D:     Authorization by Health Care Provider to Administer Medication at High Trails

Student Name: _____________________________________________ Birthdate: ____________

Medication #1: ____________________Dosage: _______________Time(s): ___________________

Purpose of Medication: ________________ Report These Side Effects:________________________

Special Instructions & Notes: _________________________________________________________

Medication #2: ____________________Dosage: _______________Time(s): ___________________

Purpose of Medication: ________________ Report These Side Effects:________________________

Special Instructions & Notes: 
_______________________________________  ______________________  ________________   

Signature of Health Care Provider with Prescriptive Authority
          Phone Number
    
                   Date

_______________________________________ 

Printed name of Health Care Provider with Prescriptive Authority


Use additional form, if necessary.

This form complies with regulations of the State of Colorado for medication administration.
Required for all high school students at High Trails:


Completion of Emergency Information (below)


Parent/guardian signature on the Authorization for Emergency Treatment (below)


Parent/guardian signature on the Authorization for Over-the-Counter Medication (Part A)


Complete Parts B, C and D for students who bring any medication, prescription or OTC


Parent/guardian signature if you give permission to self-administer medication








Ibuprophin


Insect repellents containing DEET


Motrin


Sunscreen preparations


Throat lozenges


Tylenol





Acetaminophen


Advil


Antacid


Benedryl


Cough drops


Cough syrups


Decongestant





Please read and sign the permission regarding over-the-counter medications for your child.





Students may self-administer homeopathic or herbal preparations with written permission from a parent and a licensed health care provider authorized to prescribe medications.








