WILMINGTON MIDDLE SCHOOL

FIELD TRIP MEDICAL FORM

School fax number is 978-694-6085


FORM DUE BY: MONDAY, APRIL 16th 

Please Remember to list all Prescription & Over-the-Counter Medications, including any that may be self-administered (i.e. Epipens, Inhalers, Insulin, Motion-sickness medication)   
STUDENT’S NAME______________________________________________________

1. NAME OF MEDICATION___________________________________________

a. Dose_______________________________________________________

b. Time to be given______________________________________________

c. Reason for Requiring Medication_________________________________

2. NAME OF MEDICATION___________________________________________ 

a. Dose_______________________________________________________

b. Time to be given______________________________________________

c. Reason for Requiring Medication_________________________________

3. NAME OF MEDICATION___________________________________________

a. Dose_______________________________________________________

b. Time to be given______________________________________________

c. Reason for Requiring Medication_________________________________
4. NAME OF MEDICATION___________________________________________

a. Dose_______________________________________________________

b. Time to be given______________________________________________

c. Reason for Requiring Medication_________________________________

PARENT & PHYSICIAN SIGNATURE REQUIRED**
Date____________
Parent/Guardian Signature________________________

Date____________
Physician Signature** _______________________________

· MEDICATIONS MUST BE IN LABELED, ORIGINAL PACKAGING.
· MEDICATIONS DUE IN SCHOOL BY Friday, JUNE 1st .
**MDPH medication regulations do not allow medications to be ordered by a parent, therefore a Physician signature is required for all medications currently NOT being administered in school.
