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F I E L D  T R I P  E M E R G E N C Y  F O R M  
Grapevine-Colleyville Independent School District 

 
 
 

Name_____________________________________  Birthdate_____________  Age______   F      M 
 
Parent or Guardian__________________________________________________________________________ 
 
Home address______________________________________________________________________________ 
 
Home Telephone Number ________________________  Work Telephone Number ______________________ 
 
Cell/Emergency Telephone Number_____________________________________________________________ 
 
Name of Family Physician________________________________________  Phone______________________ 
 
Current Medications Student is taking:___________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Any significant health related information important for teachers to know while your child on this field trip: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Does your child have asthma?       Yes       No   
If yes, does he/she use an inhaler?  Please put name of inhaler here:  ___________________________________ 
 
Health Insurance Information: 
 
 
Carrier___________________________________________ Policy/Group Number__________________ 
 
 
EMERGENCY AUTHORIZATION: In the event of an emergency, I hereby authorize GCISD to seek 
emergency medical assistance for my child. 
 
 
 
Parent/Guardian Signature________________________________ Date:_________________________ 
 
 

C HI LD  W ILL  N OT  BE  A LLO WED  TO  ATTE N D T HIS  FIEL D T R I P 
W ITH OU T T HE ABO VE  SI GN AT U RE  


