


Student’s name __________________,____________________
Last Name First Name

TRIP AUTHORIZATION FORM
Cedar Point, 2024

Sex

Student’s Name_________________________________ M F Birthday_______Age___
(Please circle one)

Parent’s Name____________________________________________________________________

Street__________________________________City_______________State_____ZIP Code______

Home Phone Number________________________Cell Phone Number____________________

Work Phone Number_______________________________________________________________
Please list both parents’ numbers, if applicable

Student’s Cell Number______________________________________________________________

Physician’s Name________________________Physician’s Phone Number__________________

Medical Conditions________________________________________________________________

Known Allergies___________________________________________________________________

Medications to be taken on the trip, including dosage, frequency, & reason for taking this

medication _______________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Date of Last Tetanus Shot____________________________________________________________

Medical Insurance Company________________________Policy Number________________
Attach a copy of the Medical Insurance Card (optional)


