Environmental Education Field Trip Checklist

Dear Parents and Students,

In order to help you prepare for the 7t grade Environmental Education Field Trip,

complete the checklist below.

1 Completed and signed Medical Information Form

[l Completed and signed Authorization for Self Administration of Medication Form

[1 Completed and signed Authorization for Administration of Medication Form (for
Fairview Lake YMCA nurse)

[1 Signed Medical Treatment Waiver Form

[1 Signed Permission Form for West Essex Regional School District

(1 Signed Permission Form for Fairview Lake YMCA Camp

[l Keep Camp Information and Packing List to help guide packing and preparation

for the trip

[1  Completed Parent Chaperone Form (If applicable)

The following table lists deadlines for returning forms to the Middle School:

Due Date

Item

Bring To

Monday August 3,2009

District and Camp
Permission Slips

Final Payment

Cabin Preference

Surv Pack form /payment

Middle School Main Office
via mail or in person

Monday August 3, 2009

Parent Chaperone Form (If
applicable)

Middle School Main
Office via mail or in
person

Monday August 17, 2009

Medical Forms and
Authorization for Medical
Treatment Waiver Form

Middle School Nurse- Ms
Logan

Wednesday Sept 9, 2009

Over-the-Counter and
Prescription Medications
in Original Containers and
packaged in Ziploc bags
and clearly labeled with
the student’s name

Middle School Nurse- Ms
Logan




DINING HALL PROCEEDURES

For smooth operation in the dining hall, a few basic procedures need to be observed.
Fairview Lake serves the majority its meals “family style” with few exceptions. This system
requires only one waiter per table for setting, serving, and clearing. A staff member will always
be present at each meal to instruct students on the proper procedures. Remember, it is your

. dining hall for the duration of your trip; it will stay as clean as you and your students keep it.

Our tables sit approximately 10 people cach. Please use this figure in determining how many
tables your group will require.

MEAL TIMES

Meal times are approximate and can easily be adjusted 30 minutes in either direction

Breakfast — 8:30 Lunch — 12:30 Dinner — 5:30
MENU
Breakfast Lunch Dinner
0.J./Milk Juice Milk
Hot/Cold Cereal Hot Dogs Baked Ziti
Pancakes Macaroni & Cheese Salad & Dressing
Syrup Carrot/ Celery Sticks Garlic Bread
Mixed Fruit Pudding
0.J./Milk Juice Milk
Hot/Cold Cereal Pizza Turkey & Gravy
Scrambled Eggs Soup & Crackers Stuffing
Hasbrowns Salad bar Mashed Potatoes
Toast Peaches Cranberry Sauce
Butter & Jelly Vegetables
Salad & Dressing
Bread & Butter
Cake
0.J./Milk Juice Milk
Hot/Cold Cereal Hamburgers Baked Chicken
French Toast French Fries Vegetables
Syrup & Honey Lettuce & Tomatoes Rolls & Butter
Onions & Pickles Rice
Fruit Dessert Salad & Dressing
Jello



PARENT CHAPERONE FORM

We welcome parent volunteers to assist us on this 2 day
adventure to Fairview Lake YMCA Camp in Newton NJ on Sept 16-
17, 2009. Parents will accompany students as they travel to
various activities during the day. They will also bunk with
students to help our staff maintain a safe nighttime environment
in the cabins. If you are interested in participating in this trip,
please complete this form and return it to Paula Arbadji at the
Middle School either by mail or in person

Name of Parent Volunteer
Name of Child
Home phone #
Cell phone #
Work phone #

If we can use your help, Paula Arbadji [parbadji@westex.org]lor
David Montgomery[dmontgom@westex.org] will contact you to

discuss specific responsibilities assigned to all chaperones. We

will also have an evening meeting the week prior to the trip for

orientation.

Thank you !



WEST ESSEX JUNIOR HIGH SCHOOL
PERMISSION SLIP

Seventh
Period or Class Homeroom Grade

has my permission to

go on the following trip_Environmental Education at Fairview Lake YMCA Camp, Newton, NJ

Day and Date of Trip:__Wednesday September 16 through Thursday Sept 17, 2009

Approximate Cost $_130 Time of Departure _ 8:00 AM Time of Return Approximately 7:00 PM

Teacher(s) in Charge__David Montgomery/Paula Arbadiji
Method of Transportation: School Bus__ X Chartered Bus Public Transportation

Van___ Other

Additional Information:

Note: All school rules apply for all students on all school trips. Special rules for individual trips
will be clarified while the trip is planned. Violations will result in normal disciplinary action in
line with established school practice and policy.

Parent Guardian Signature

Student Signature

PARENT OR GUARDIAN INFORMATION:

In case of an emergency, | can be reached at:

Daytime Telephone Number

Evening Telephone Number

10/2/02 sf



Fairview Lake YMCA
Environmental Education Program

Permission Slip

| grant permission for my child,

To attend the outdoor/environmental education program at Fairview
Lake YMCA and to participate in all activities.

Permission is also granted for Fairview Lake YMCA to use any
photographs in which my child appears for the purposes of

educational or public use.

(Signature of parent or guardian) (Date)

10/2/02 sf



West Essex Regional School District
West Greenbrook Road
North Caldwell, New Jersey 07006
973-228-1200

Senior High Health Office: ext. 240 Junior High Office: ext. 340
REQUEST FOR SELF-ADMINISTRATION OF MEDICATION
ASTHMA INHALERS INSULIN EPI-PEN
School: Junior High Senior High
Student’'s Name Grade D.O.B.

TO BE COMPLETED BY PHYSICIAN: (Please Print)
| am requesting that the above student be allowed to self-administer the following medication(s):

Name of Medication: Dosage Time

Diagnosis for which medication is given:

If daily, at what time?

If “when needed”, describe indications:

How soon can it be repeated ?

Possible side effects and/or special precautions to be taken:

Length of time medication is prescribed? From To

Conditions under which self-administration will take place:
() Independently, CHILD HAS BEEN TRAINED AND IS PROFICIENT IN SELF-ADMINISTERING MEDICATION
() UNDER THE SUPERVISION OF SCHOOL NURSE

Medication should be: ( ) STORED IN THE NURSE'S OFFICE OR DESIGNATED AREA.
() IN THE POSSESSION OF STUDENT.
() IN THE POSSESSION OF STUDENT DURING FIELD TRIP.

Physician’s Name (Print) Physician’s Signature/Stamp
Address (Please Print) City State
( )

Telephone Date

TO BE COMPLETED BY PARENT/GUARDIAN: | give my permission for my child to self-administer the medication described above. | will
notify the school nurse if this medication is no longer required or self-administration is no longer directed by the physician.

The medication is to be provided by me in the original labeled container. To my knowledge, my child is not allergic to this medication.

| hereby release and hold harmless the Board, its agents, servants, and employees from any and all liability for injuries or other damages
which may result to the student, and representatives which may result from administration of the medication.

Parent(s)/Guardian(s) Signature(s) Date

School Physician Signature School Physician’s Stamp Date



Seventh Grade Environmental Field Trip
September 16-17

Survival Pack Order Form
Survival Kits Include:

e A nylon backpack

e Arain poncho

o A flashlight with batteries
e A 20-ounce insulated water bottle

All items are in West Essex Colors!

If you would like your seventh-grader to have a survival pack
for the environmental education field trip, please fill out the
form below and return it and a check for $25 made out to
West Essex Middle School. Packs will be distributed to
students when we reach Fairview Lake. If you have any
guestions, please email Paula Arbadji at
parbadji@westex.org

EEFT Survival Pack Order Form

Student Name:
Student Address:
Student Phone #:

Check #




West Essex 7™ Grade Environmental Transitional Field Trip

CABIN PARTNER FORM

Please indicate your child's preferred cabin partner

Your child’'s name

Town

Phone Number: Home:

Work:

Cell:

Preferred cabin partner

What town are they
from?:

any questions or concerns: email Paula Arbadji at parbadji@westex.org



West Essex Regional School District For School Use Only
Environmental Education Health Form Team
September 16-17 2009 Cabin Leader

In order to insure a safe and healthy trip, please fill out BOTH sides of the
form. Please print clearly.

Child’s Name: Age:

Parent’s Name: Relationship to Child: mother father
(please circle one)

Home Address:

Home Phone #: Cell Phone #

Business Phone # Alt Phone #

Family Doctor:

Doctor’s Phone #:

If Parent cannot be reached, in an emergency call:

Emergency Contact Person: Phone #

Relationship of Contact:

Administering of Medication

| give my permission for medication to be given to the above-named students by a
qualified nurse on the trip. Please include all “over the counter medications™ such as Advil

or Tylenol.

Medication: Dosage:
Medication: Dosage:
Medication: Dosage:

Diagnosis (Reason for medication):

Prescribed by: Physician’s Pone #

Physician’s Signature

The physician MUST sign here if ANY medication is listed above!

Signature of Parent/Guardian Date



Date of last tetanus shot

Insurance Carrier: Policy #

* Please make sure you provide a response for each of the sections below. If your child
does not have dietary restrictions, allergies, and/or health conditions, please write
“NONE” on the lines provided.

Dietary Restrictions:

List Food Allergies (be specific):

List Other Allergies:

Has your child been exposed to any communicable disease within the past 21 days?

If yes, what disease?

List any health conditions such as heart disease, diabetes, asthma, fractures, epilepsy,
severe allergies, eye or ear problems, or any chronic conditions.
Explanation:

Does your child wear a medic alert bracelet? Yes No

Will this condition limit a program of physical activity?

In order to protect your child from possible embarrassment, this information is needed:
Does your child sometimes wet the bed? YES NO

Have nightmares or night terrors? YES NO

Nervous habits? YES NO |If yes, please explain

Does your child have any particular fears?  YES ~ NO  If yes, please explain

Hs your child ever been away from home for more than a day? YES NO

In the space below, please provide any additional information necessary to the medical
staff.

Return this form to West Essex Regional Middle School by August 17, 2009



Medications

The school nurse will be attending the field trip. The nurse will administer first aid and give
assistance to those who are ill. The nurse may not offer medical diagnosis or treatment. Please
consider keeping your child home if you feel they are not well on the morning of the trip.

If your child should require medication during the days at camp, you must submit an
Administration of Medication Form, which is included in this packet. (All medication forms can
be downloaded from the www.westex.org website, under FORMS on the left side menu, then
under NURSE). This form applies to all prescription and over-the-counter medication. The
medication must be brought to the nurse the day before the trip. All medications must be in
the original container, appropriately labeled by the pharmacy, and by the parent/guardian.
Medications will be administered only if all the forms with the physician signatures/stamps are
filled out correctly and completely.

If your child has a Life Threatening Allergy, please fill out the form that is included in this packet,
have it completed by your physician, and contact the school nurse as soon as possible. If your
child will require an inhaler, please have the Asthma Action Plan form filled out by your
physician. All forms are included, but may also be downloaded from the website as stated
above.

If you have any questions concerning your child’s health or medications please do not hesitate
to call the school nurse at 973-228-1200-ext. 340.



WEST ESSEX REGIONAL SCHOOL DISTRICT
West Greenbrook Road
North Caldwell, NJ 07006
973-228-1200

Senior High Health Office: ext. 240 Junior High School Office: ext. 340

Administration of Medication

1) Pupils requiring medication (prescriptive and non-prescriptive) at school must have a written
statement from the private physician which identifies the name of pupil, diagnosis of pupil, name of
medication, dosage, time of administration.

2) A written statement from the parent/guardian requesting medication prescribed by the private
physician is required.

3) The medication should be brought to school in the original container, appropriately labeled by the
pharmacy, by the parent/guardian.

4) The certified school nurse/parent/legal guardian is the only person permitted to administer
medications in school.

5) The school physician may review any request for medication to be administered during school hours.

Student’s Name Grade D.O.B.
School: Junior High Senior High

Diagnosis:

Name of Medication

Dosage Time

How long is prescribed medication to be administered? From: To

Possible side effects

*Medication may be omitted on %2 days yes no
*Medication may be omitted on school trips yes no
Prescribing Physician’s Signature Date

Physician’s Name Printed / Physician’s Stamp

Address City State

( ) ( )

Telephone Number Fax Number
If any revision in the above request occurs, a written revised statement must be submitted to the school.
In addition, it is the student’s responsibility to come to the nurse’s office for medication unless he/she is
physically unable to do so.

Signature of Parent/Guardian Date

School Physician Signature School Physician’s Stamp Date
ESSEX FELLS - FAIRFIELD - NORTH CALDWELL — ROSELAND

Revised 10/06



Authorization for Medical Treatment

Dear Parent or Guardian,

While your child is attending the Fairview Lake YMCA Camp excursion, he/she may need
medical attention. To avoid delay in obtaining your consent, to make clear your choice
physician and provide other information about your child's needs, please fill out this form
and sign it. This form should be left with the person or institution that will be in charge
of your child. This authorization will be effective if the School Nurse or person in charge
is unable to reach the parents or guardians.

I (We)

(parent(s)/guardian(s))

(city) (county) (state) (zip)

(home phone) (business phone)

do hereby state that | am/we are the parent(s)/guardian(s) having legal custody of:

(child's name)

as a minor child, age , born on:

who resides with me at

(address)
If 1/we can not be reached, I/we authorize the following person to authorize medical

services for my child: Mr David Montgomery, Principal

an adult who works at West Essex Regional Junior High School

in the city of North Caldwell, County of Essex, State of New Jersey, to consent to any X-
ray examination, anesthetic, medical or surgical diagnosis or treatment, and hospital care
to be rendered to the minor, at a recognized medical facility, under the general or special
supervision of a licensed physician or surgeon.

This authorization will expire on

the 17th day of September, 2009

(parent(s)/guardian(s) signature)






