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_______________________________________________ 

NAME OF PARTICIPANT ______________________________________________ GRADE: _________ 
LAST NAME FIRST NAME 

GENDER (Circle One):    Male     Female 

CAMPUS (circle one): Avenue South     Brentwood     Harpeth Heights     Lockeland Springs
                                       Nolensville          Station Hill       West End        West Franklin       Woodbine 

PLEASE COMPLETE EACH SECTION OF THIS FORM: 
Is the participant listed above currently under the care of a doctor? (circle one) YES NO 
If Yes, WHY? _______________________________________________________________________ 

Step 1: List all routine medications below that need to be administered while on this trip. 
This includes any over the counter medicines routinely given. 
Step 2: Please provide enough medication as needed for the length of the trip. 
Step 3: Sign this form and bring with medication to check-in. 
*Please note: If a participant requires an Epi-Pen, a separate form must be filled out.* 

This information listed on this form is correct and complete. I hereby give permission for the 
Brentwood Baptist Church staff and event leadership to administer the medications as directed above. 

_____________________________________________________ Parent Signature (required) 

DRUG DOSE AM/PM/PRN 

ALL MEDICATIONS MUST BE LABELED IN A BAG WITH 
THE MEDICATION NAME AND THE PARTICIPANT’S NAME. 

Contact Telephone Number 

REFRIGERATE? 

(required) 

AM / PM / PRN 
Fri Fri Sat Sat Sun Sun Mon Mon Tues Tues Wed Wed Thurs Thurs 


