I HAVE RECEIVED A COPY OF 

THE EUSTIS MIDDLE SCHOOL BAND CONTRACT

Student signature





date

Printed student name




music period
Please complete and RETURN
Appendix A, B, C

And

Proof of insurance  (Which can be a copy of an insurance card). If you do not have medical insurance, please purchase the “24 hour-school insurance” using the form you receive from your child at the beginning of the year. This form can also be obtained from the EMS Office. 
to:

Gerry Ricke, Eustis Middle School

18725 Bates Ave.

Eustis, FL 32736    (352) 357-3366
Due: September 2, 2011
APPENDIX  A

PRINT CLEARLY

GRADE LEVEL_______BAND CLASS PERIOD(s)________

NAMES:

Student: Last __________________________First_______________________________

Parent or Guardian: 

Father: Last ___________________________First ______________________________

Mother: Last __________________________First_______________________________

Street Address: ____________________________________City__________Zip_______

PHONE: Home _______________Work: Father______________ Mother____________
           Cell: Father______________ Mother____________
Emergency_________________ name of emergency contact_______________________

E-MAIL Distribution list:  – IMPORTANT: PLEASE CHECK A BOX BELOW – Please see the EMS Band Contract for more information on the web site and this list.
Home_______________________________Work_______________________________

· Please include (circle one) Home – Work – Both   email(s) in the distribution list.

· Do NOT include my email in the distribution list. 

I have read and understand the requirements and responsibilities for my child to be a member of the band program at Eustis Middle School.

___________________________________________      ______________

PARENT/GUARDIAN SIGNATURE


 DATE

I have read and understand my requirements and responsibilities as a member of the band program at Eustis Middle School.

___________________________________________      _______________

STUDENT’S SIGNATURE




DATE

_____OVERNIGHT 

LAKE COUNTY SCHOOLS (Appendix B)
_____ OUT-OF-STATE                         FIELD TRIP/SCHOOL ACTIVITY 

___X_ OFF CAMPUS                            PARENT CONSENT/LIABILITY WAIVER/MEDICAL RELEASE 

Student _______________________________________________ School ____Eustis Middle School____________________

Club/Group/Class __EMS Band____________________________ Supervising Faculty Member __Ricke___________________

Activity __Off Campus Performance________________________ Location __________________________________________

Date & Time of Departure ________________________________ Date & Time of Return ______________________________

Method of Transportation: ____School Bus ____ Charter Bus ____ Private Car ____ Leased Vehicle ____ Walking ____ Other 

________________________________________________________________________________________________________

MEDICAL INFORMATION

Does your child have any of the following conditions? 

Epilepsy/Seizures
 ____ Yes ____No 

Motion Sickness ____ Yes ____No 
       Diabetes ____ Yes ____No 

Any Medication 
____ Yes ____No 
 
Asthma/Wheezing ____ Yes ____No 
       Heart Disease ____ Yes ____No 

Muscular/Skeletal Problems 
 ____ Yes ____No 

Hemophilia/Bleeding Disorders ____ Yes ____No 

Is there any other condition which might possibly require treatment and/or medication during the trip? Yes___ No___ If yes, you must complete and attach the Administration of Non-Prescription Medication Consent Form and/or the Administration of Prescription Medication Consent Form. 

________________________________________________________________________________________________________

PARENT CONSENT / LIABILITY WAIVER / MEDICAL RELEASE 

I/We hereby give permission for my child to accompany employees of the LCSB, acting as chaperones, to __________________________ for the days indicated above. I/We will not hold the LCSB nor their agents or employees accompanying the group responsible for any accident or injury to my child/ward. 

In the event my child/ward causes any property damage or personal injury, whether individually or in concert with other persons or entities, I/we agree to indemnify and hold harmless the LCSB, its agents and employees. 

I/We have read all the information in regards to this trip. I/we are aware of guidelines of said trip and the number of chaperones which will accompany my/our child/ward. 

I/We hereby grant permission to the attending physician or his consulting physicians, to render to my/our child/ward any emergency treatment, medical or surgical care that might be deemed necessary to the health and well-being of said child/ward. Also, when necessary for the administering of such care, I/we grant permission for hospitalization at an accredited hospital. 

I/We assume full responsibility and liability for any and all expenses, damage, accident, illness, injury or medical expense of and to my/our child/ward or my/our property resulting from such participation. I/We attest and affirm that the participant has no limitation that should prevent participation in the activity and I/we have not been advised or informed by anyone to the contrary. 

I/We further agree to inform the appropriate school official(s) should my/our child/ward’s physical condition change in any way and any time so as to affect his/her participation in the activity herein named. 

I/We further relieve and release said LCSB from any liability in its failure to carry insurance upon my/our said child/ward. 

_ 

Our/My child/ward has medical insurance _______ Yes _______ No If yes, you must complete and attach a copy of proof of insurance to this form. 

InsuranceCo___________________________________________________Policy# ___________________________________

__________________________/__________________________/__________________________/_______________________

Home Phone 


Work Phone 

        Cell Phone 

   Emergency Phone 

_________________________________________________/___________________________________/________________

Parent/Guardian Name (Please Print) 



Parent/Guardian Name (Signature) 
Date 



_____________________________________________________________________________________________________________________Home Address / City / Zip 

75 F004 01/15/10 NEW 
Submitted by Risk Management 

LAKE COUNTY SCHOOLS EMERGENCY TREATMENT AUTHORIZATION CARD (APPENDIX  C)
(Please Print) 

Student Legal Name _______________________________________________School __Eustis Middle School___________Grade__________ 

Student DOB ______________________Date of last tetanus shot______________________ 
my child/ward has the following allergies _____________________________________________________________________ 
child/ward is allergic to the following medications _______________________________________________ 

Please identify any serious injuries or disease your child/ward has had ______________________________________________________________
Name alternate contact in case of emergency ___________________________________________Telephone Number ________________________
Primary Care Doctor Name _________________________________________________________Telephone Number ________________________
I/We the parent/guardian understand that the medical insurance coverage for our/my child/ward is my/our responsibility; whether it is family insurance or purchased school insurance. I/we relieve and release LCSB from any liability in its failure to carry insurance upon our/my child/ward. I/We are providing information for medical insurance coverage for my/our child/ward. I/We further understand that if I/We falsify any insurance information that my/our child/ward will forfeit athletic eligibility from date of disclosure. The information below is required for participation, if you do not have family insurance you must purchase and identify below that you have football/school insurance for your child/ward. 

Name of Insurance Company _______________________________________________ Insurance Policy Number ___________________________
Name of Insurance Contact __________________________________________________Telephone Number _______________________________
I/We further give permission for appropriate school staff and their designees to render medical treatment or authorize medical treatment by a hospital and/or doctor and agree to hold the Lake County School Board and its employees harmless in the administration of such assistance. I/We hereby acknowledge and certify that I/We have read the emergency medical document and I/We understand and agree with its terms. According to Florida Statues (92.525) "Under penalties of perjury, I/we declare that I/we have read the foregoing and that the facts stated in it are true." I/We agree to be bound by its terms and I/we have reviewed and explained the notice with my/our child/ward. 

____________________________________________ _______________________________________________________________ ____________
Signature of Parent/Legal Guardian 



Print Name of Parent Legal Guardian 



Date 

Telephone (H) _____________________________________ Telephone (W) ________________________________Other_____________________
Street Address____________________________________________________________________________________________________________
City ___________________________________________________________State _________________________ Zip ______________________________ 

