Activity Participation and Emergency Treatment Consent Form

I, ______________________, the parent/legal guardian of _________________________give my consent for my child to participate in the field trips after school hours and/or activity trips outside of the district described here: 
 
[bookmark: _GoBack]Trips sponsored by Ulysses USD #214 during the 2012-2013 academic year. 

I further give my legal consent and authorize any representative of Ulysses USD #214 to authorize emergency medical treatment, including any necessary surgery or hospitalization, for my above-named child, for any injury or illness of an emergency nature he/she incurred while participating in the field trip or other activity noted above by any physician or dentist licensed in accordance with the provision of the Kansas Healing Arts Act, K.S.A. 65-2801 and any hospital. 

I agree to pay and assume all responsibility for medical and hospital expenses and any emergency service incurred on behalf of my child. I acknowledge and agree that Ulysses USD #214 is not responsible for any medical, hospital expenses and/or charges that are incurred in the medical treatment or hospitalization of my child. A photocopy of this document shall have the same force and effect as the original. 

If my child requires emergency medical treatment, I understand that school personnel may provide emergency medical treatment if it is determined necessary. I also understand that school personnel will make a reasonable attempt to contact me to seek my permission to authorize treatment. To facilitate contacting me, I agree to provide current work and home phone numbers to the school. 

This form must be signed and returned to the school if the student named above is to participate in field trips or activities. 

Parent or legal guardian __________________________________________ Date ____________________ 
Parent or legal guardian __________________________________________ Date ____________________ 

STUDENT INFORMATION IN CASE OF EMERGENCY

Student name__________________________________________ Date of birth ________________________________ 
Address __________________________________________________________________________________________ 
Allergies or chronic illnesses _________________________________________________________________________ 
Daily medications __________________________________________________________________________________ 
Contact information in case of emergency 
Parent/guardian name _______________________________________________________________________________ 
Phone: Home (____)____________________ Work (____) __________________ Cell (____) ___________________ 
Parent/guardian name _______________________________________________________________________________ 
Phone: Home (____)____________________ Work (____) __________________ Cell (____) ___________________ 
Emergency contact name ____________________________________________________________________________ 
Phone: Home (____)____________________ Work (____) __________________ Cell (____) ___________________ 
If above named cannot be contacted, we, the undersigned parent/guardian of the student identified above, hereby authorize officials of the above school district to contact directly the following physician and we hereby certify that we are the parents/guardian of the said minor child, and do authorize the physician named below to render such treatment as said physician in an emergency, for the health of said child, without further authorization than here expressed. In the event that the physician here named can’t be contacted, or either of us is unavailable to give our express consent at such time with reference to any other physician, we hereby consent and authorize the officials of the school district to contact any licensed physician, and we hereby authorize said physician to render such treatment as he/she may deem reasonably necessary, in what he/she may consider to be an emergency, for the health of the aforesaid minor child. 

I also understand that expenses incurred as a result of emergency ambulance use, treatment by physician, or treatment in a hospital or clinic will not be borne by the school or school personnel. 

Physician_________________________ Hospital ______________________ Dentist ________________________ 
Phone (___)_______________________ Phone (____) __________________ Phone (____) ____________________ 
Insurance company name_________________________________________ 
NOTE: When a student becomes ill or is injured on an activity trip, it is virtually certain that the school will be unable to provide medical care through the primary physician selected. In most cases when the student is away from the Ulysses School District, no emergency care can be provided without this approval form.

REFUSAL TO CONSENT
I do not give consent for emergency medical treatment of my child. I understand that by signing “Refusal to Consent,” my child will not be allowed to participate in field trips or activities outside of the district.

Signature of parent/guardian______________________________________ Date signed _______________

