USA TRIP – 14-20 FEBRUARY 2025
MEDICAL INFORMATION
AS MEDICAL NEEDS CAN OFTEN CHANGE, WE REQUIRE THAT PARENTS MAKE US AWARE OF ANY ISSUES BEFORE WE TRAVEL. PLEASE RETURN THIS COMPLETED MEDICAL FORM AS SOON AS POSSIBLE, REGARDLESS OF WHETHER ANY MEDICAL INFORMATION HAS BEEN PREVIOUSLY SUPPLIED. 
PLEASE NOTE THAT ANY PRE EXISTING MEDICAL CONDITIONS WHICH ARE NOT DECLARED MAY NOT BE COVERED BY THE INSURANCE. 
INSURANCE DOCUMENTS WILL BE AVAILABLE ON THE SCHOOL WEBSITE.

NAME OF STUDENT ………………………………………………..  TUTOR GROUP ………….

MEDICAL CONDITION ……………………………………………………………………………….
………………………………………………………………………………………………...................
WILL YOUR CHILD BE TAKING MEDICATION WHILE WE ARE AWAY? IF SO PLEASE PROVIDE DETAILS  ……………………………………………………………………………………………………………..
……………………………………………………………………………………………………………...
WILL YOUR CHILD NEED SUPPORT WITH THEIR MEDICATION? (please circle)
YES/NO
If yes, please outline below how you would like us to support your child. 
……………………………………………………………………………………………………………….
……………………………………………………………………………………………………………….
Please indicate your preferences using the tick boxes below. 
· I give permission for a member of staff to administer medication my child has brought with them.
· I give permission to staff to give approval of any medical intervention a student may need while we are away.
IF YOUR CHILD HAS ASTHMA, PLEASE ENSURE THAT THEY UNDERSTAND THEY SHOULD CARRY THEIR OWN INHALERS WITH THEM AT ALL TIMES.
PLEASE ADD YOUR EMERGENCT CONTACT DETAILS BELOW  – Name and phone number -  

EMERGENCY CONTACT 1 NAME  ……………………………………………………NUMBER…………………………
EMERGENCY CONTACT 2 NAME  ……………………………………………………NUMBER…………………………

Please contact Miss Cole if you would like to discuss any medical issues with us before we travel.

Signature……………………………………………		Date…………………………………




