North Kitsap School District

Health Services

FIELD TRIP PARENT-DESIGNATED ADULT FORM
FOR STUDENT MEDICATION ADMINISTRATION DURING OUT-OF-STATE FIELD TRIP
  Washington State requires public school districts to address the medical needs of students.  Parents must designate a school staff member to administer medication to their student in their absence for out-of-state school sponsored overnight trips.

  For purposes of this form, “parent-designated adult” means:  a volunteer, who is a school district employee, and who receives instructions from the parent or guardian in the administration of medications the student will require while out-of-state.
  By law, a school district employee as a parent-designated adult, acting in good faith and in substantial compliance with the instructions of the student’s licensed health care professional, that provides medication administration assistance shall not be liable in any criminal action or for any damages in his or her individual or marital or governmental or corporate or other capacities as a result of services provided to my child with medication while out-of-state on this trip.
Information

Name of Child:________________________________________________Birthdate: _________________

Address:_____________________________________________________Phone #: __________________

School Year:_____________ School: _____________________________________ M/F: _____________

Name of PDA: ___________________________________________ Birthdate: _____________________

Address:_________________________________________________ Phone #: _____________________

Alternate Phone #: ____________________ Relationship to Child: _______________________________

Grant of Permission

As a parent or guardian of _____________________________________, a child with medication 

                                                                (Student’s Name)

administration needs while on this field trip, I hereby acknowledge that I have read and understand this form and agree to the following:

I hereby authorize _____________________________________, to be a Parent-Designated Adult (PDA) 



          (Parent-Designated Adult’s Name)

for the above named student and empower him/her to provide medication administration to my child.

I understand that the PDA as a district employee will administer medications in my absence while my student is on this out-of-state field trip. 
________________________________              ___________              __________         __________

Signature of Parent/Guardian

        Date                          Work Phone       Home Phone

PLEASE SIGN AND RETURN THIS FORM TO YOUR SCHOOL OFFICE

