










Compton Unified School District 
WAIVER OF ALL CLAIMS (STUDENT) (Policy 6153) 
COMPTON UNIFIED SCHOOL DISTRICT 
Form F-14 (Rev. 08/06) 

 

 
 

I hereby give my permission for my child, __________________________________________________________, 

to participate in the T-Dap St. John’s Clinic field trip as a part of his/her regular school program. This trip is 

to be held on Tuesday, September 2, 2013 

from 8:15m – 3:30 pm, I understand my child is representing the Compton Unified School District and must 
abide by all the rules and regulations governing conduct as set forth by the Compton Unified School District. I 
understand my child must fully cooperate with all teacher and volunteer chaperones in a respectful manner. It is 
understood that any child not fulfilling these behavior standards will be sent home at the parent’s expense. 
 
I, the above named student’s parent or guardian, knowingly withhold all claims against the Compton Unified 
School District, its officers and employees and the State of California for injury, accident, illness or death occurring 
during or by reason of this field trip or excursion; further, I hereby release 
 

school site personnel    or      principal   or     assistant principal 

 

from all responsibility and liability in the case of accident, illness or death while my child is on the above-
mentioned field trip. 
 
In the event of any illness, or accident, I give school site personnel     or   principal or    assistant principal 

 

full authority to obtain such medical treatment and/or surgery from a licensed physician and/or surgeon as deemed 
necessary fro the welfare of my child. 
 
 
______________________________________________ In the event of illness or accident, please contact:  
Health Insurance Company 
 
______________________________________________ _____________________________________________ 
Policy Number       Name 
 
______________________________________________ _____________________________________________ 
Group Number       Address 
 
______________________________________________ _____________________________________________ 
Number of Insured       Telephone Number 
 
_____________________________________________________________________________________________ 
Possible Medical Problems (Allergies) 
 
_____________________________________________________________________________________________ 
Necessary Medications 
 
______________________________________________ _____________________________________________ 
Date        Signature of Parent and/or Guardian  
 
 

 



INSTRUCTIONS FOR SUBMISSION:     DISTRIBUTION: White: Office of Risk Management & Safety Services 
Prepare in Triplicate         Yellow:  Principal/Department Head 
          Pink:  Parent or Guardian 



Compton Unified School District 
RENUNCIA DE TODA DEMANDA (ESTUDIANTE) (Póliza 6153)  
COMPTON UNIFIED SCHOOL DISTRICT 
Forma F-14 (Rev. 08/06) 

 

 

Yo doy mi permiso para que mi hijo/a ______________________________________________________________ 

Participe en el paseo T-Dap – St. John’s Clinic  como parte del programa regular escolar. Este paseo tendrá 

lugar del September 2, 2013 

 Al  8:15 am – 3:30 pm. Yo entiendo que Mi hijo/a esta representando al Distrito Escolar Unificado de 
Compton y deberá seguir todos los reglamentos y regulaciones que gobiernan conducta como es designado por los 
chaperones voluntarios en una manera respetuosa. Es entendido que cualquier niño/a que no cumpla con estos 
reglamentos de conducta será enviado a su casa al costo de los padres.  
 
Yo, padre o guardián del estudiante mencionado arriba, retengo toda demanda contra el Distrito Escolar Unificado 
de Compton, sus oficiales, empleados y el estado de California por daño, accidente, enfermedad o muerte ocurrida 
durante o por razón de este paseo o excursión, además doy libertad a  
 
School site personnel;    y      principal y     assistant principal 

de toda responsabilidad en caso de accidente, enfermedad o muerte mientras mi hijo/a esté en el paseo mencionado 
arriba. 
 
En caso de una enfermedad, o accidente, yo doy school site personnel    or      principal   or    assistant principal 

 
Completa autorización para obtener tal tratamiento médico y/u operación de un médico con licencia y/o cirujano 
como sea necesario para el bienestar de mi hijo/a. 
 
        En caso de enfermedad o accidente por favor 
______________________________________________ comuníquese con:  
Compañía de A seguranza de Salud 
 
______________________________________________ _____________________________________________ 
Número de Póliza        Nombre 
 
______________________________________________ _____________________________________________ 
Numero de Grupo       Dirección 
 
______________________________________________ _____________________________________________ 
Numero de A seguranza        Número de Teléfono 
 
_____________________________________________________________________________________________ 
Problemas Médicas (Alergias) 
 
_____________________________________________________________________________________________ 
Medicamentos Necesarios 
 
______________________________________________ _____________________________________________ 
Fecha         Firma del Padre y/o Guardián  
 
 
INSTRUCCIONES PARA SUMISIÓN:     DISTRIBUCIÓN: Blanco: Oficina de Gerencia de Riesgo y Servicios de Seguridad  
Preparar en Triplicado          Amarillo:  Directora/Departamento Principal  
          Rosa:  Padre o Guardián  

 


	immunization consent form
	20130830145519033
	Trip Slip - Tdap

