
WILMINGTON PUBLIC SCHOOLS 
WILDCAT BAND 

Medical Release Form 
 
Student Name_______________________________    Birthdate:__________________ 
 
My child has permission to travel with the Wilmington High School Band. 
  
            In the event of an emergency during which we can not be reached, we hereby give permission to the bearer of this form to 
allow any doctor or medical facility to administer an anesthetic and perform such emergency procedures as may be necessary for our 
child. 
 
   We, hereby, release and hold harmless the Town of Wilmington, its agents, servants or employees from any liability and/or 
responsibility for any damages or injuries sustained by our child while under your care, not caused by the lack of due care by the 
Town of Wilmington, its agents, servants or employees duly authorized. 
 

 VERY IMPORTANT!!!  The following information must be completed in full in order for your child 
to participate. Please be sure to indicate all telephone numbers requested as well as insurance 
information and policy numbers. This information will be the only medical information traveling with 
the group.  Fill out and sign front and back of this form. 

 
Home Address:____________________Home Phone:_________________Work Phone:______________ 
 
Emergency Contacts        Name #1__________________________ Phone #____________________ 
       
        Name #2__________________________ Phone #____________________ 
 

 Health Ins. Co.___________________________      Policy No.____________________________  
 

 Date of last Tetanus Shot_____________________ 
 
Any Allergies??  To Medications: __________________________  Other:____________________________ 
 
****************************************************************************************** 
LIST ANY SIGNIFICANT HEALTH PROBLEMS YOUR CHILD MAY HAVE:______________________ 

_________________________________________________________________________________________

_________________________________________________________________________________________ 

Please check the appropriate need: 
  
____  It is not necessary for my child to take ANY medication on this trip. 
 
____ My child’s medication will be sent in the labeled prescription or “over the counter” 
         containers and will be given to the nurse on the morning of departure. 
 
____ My child requires an EpiPen. (Parents must provide an EpiPen and give it to nurse prior to departure.) 
 
My child may________ may not_______ receive Non-Aspirin (Tylenol) 
 
 
Parent Signature________________________________ Date________________________ 



 
 
Please list all medications that your child will be taking while traveling with us. 
 
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’S SIGNATURE IS REQUIRED 
 

Parent/Guardian Signature________________________________   Date___________________ 
 
For School Nurse: 
 
Designated Person: __________________________ 
I have instructed the above designee in proper administration of medication as stated above. 
 
Signature:_________________________________ Date:________________________ 


