
Office of the School Nurse
South Portland School Department

Overnight Field Trip Student Health

Dear Parent / Guardian:

Field trips are wonderful experiences that enrich each student’s education.
Overnight field trips necessitate anticipating a wider range of health care needs than do
day trips. The Maine Department of Education, Maine Boards of Nursing and Pharmacy
and the South Portland School Department Board of Education have laws and policies
that direct how all medications will be managed during field trips. In order to insure all
students’ safety, medications will be transported and administered by the field trip
coordinator or designee who have completed the state mandated Medication
Administration Training for Non-Licensed School Personnel. Exceptions to this policy
are emergency medications including Epipens(epinephrine) and rescue inhalers. Diabetes
medications including insulin, glucagon and glucose may also be carried and self
administered

Date of trip:_______________________
Destination:________________________________________________
Teacher/Trip Coordinator:_____________________________________

 Please contact the school nurse to discuss any health needs, concerns and
medications needed during the planned field trip by  Date:___________________
Nurse Name:_______________________________ Phone:_________________

Health
Concerns:_______________________________________________________________
________________________________________________________________________
________________________________________________________________________
Serious Allergies:_________________________________________________________

Other Important
Information:____________________________________________________________
________________________________________________________________________

Student Name:_________________________ My son/daughter has my informed
consent to request/receive the following identified  over the counter pain reliever no more
often than every 6 hours during the field trip.

Generic Tylenol: ___one 325 mg tablet      or     Generic Advil: ___ one 200 mg tablet
                            ___ two 325 mg tablets                                       ___ two 200 mg tablets
Parent/Guardian Signature:________________________________ Date: ________
Daytime Phone #____________________      Evening Phone #__________________



I understand that in the event that the school representative is not available, my child may have
the responsibility to carry/self administer his/her medications.

My son/daughter needs the following scheduled prescribed medications:
Medication:______________________       Dose:___________________ Time:_________

     Dose:___________________  Time:_________
     Dose:___________________  Time:_________
     Dose: ___________________ Time: _________

Medication:______________________       Dose:___________________ Time:_________
     Dose:___________________  Time:_________
     Dose:___________________  Time:_________
     Dose: ___________________ Time: _________

Medication:______________________       Dose:___________________ Time:_________
     Dose:___________________  Time:_________
     Dose:___________________  Time:_________
     Dose: ___________________ Time: _________

My son/daughter may need the following “As-Needed” medications:

Medication:_______________________ Dose:___________________ Time: _________
Give when these signs/symptoms are present:_________________________________
________________________________________________________________________

Medication:_______________________ Dose:___________________ Time: _________
Give when these signs/symptoms are present:_________________________________
________________________________________________________________________

Medication:_______________________ Dose:___________________ Time: _________
Give when these signs/symptoms are present:_________________________________
________________________________________________________________________
________________________________________________________________________

My son/daughter may need the following EMERGENCY medications:
Medication:_______________________ Dose:___________________ Time: _________
Give when these signs/symptoms are present:_________________________________
________________________________________________________________________

____I understand that each medication must be in an original clearly labeled container with
student’s name. Prescription medication must be in its original prescription container. Your
pharmacist will provide an additional labeled container.
____I understand that these medications will be administered by non- licensed school
department personnel.
____I give permission for my child to carry & self-administer in the event that the school
representative is not present ( stays in family homes…)
Parent/guardian signature:________________________________ Date: ___________


