THE SCHOOL DISTRICT OF ESCAMBIA COUNTY ANNUAL CONSENT TO
?g?\lér;rgiztét/gurrlculum and Instruction STUDENT DRUG SCREENING

Pensacola, FL 32505 SCHOOL YEAR

| understand that submission to testing for the presence of drugs is a conditions of parking on
campus and/or participation in interscholastic athletics and/or extra/co-curricular activities. |
further understand if | refuse to take the test, or if the test establishes a violation of the random
drug test policy, | will forfeit my privilege of parking on campus and be removed from
participation in athletics and/or extra/co-curricular activities until satisfactorily complying with the
Random Drug Testing Policy.

By signing and dating this form, | consent to random drug screening and the sanctions thereof
throughout the school year. The selection for the random screenings will be performed on a
weekly basis with the selected students being notified on the day they are to report for
urinalysis.

By signing and dating this form, | understand that the cost of the initial random screening will be
paid for by the school district. Furthermore, | understand that the cost of all follow-up drug
testing will be the responsibility of the student if the follow-up test results in a positive outcome.
If the results are determined to be negative, the district will be responsible for reimbursement. |
also understand that the cost for the assessment and rehabilitation program and any additional
testing in the event of a violation of the random drug testing policy is also the responsibility of
the student.

| hereby consent to the administration of the drug screening and to the conditions listed in this
consent. By signing and dating this form, | attest that | have read and understand the attached
Random Drug Testing Policy.

Student's Name; Student ID:
Date : Signature:

Parent/Guardian's Name:

Date : Signature:

Notary Signature: Date:

Commission Expires:

(Notary Seal)

If your child is selected for random drug screening, an attempt will be made to notify you either
by phone or letter of both selection for screening and the subsequent result. The best number
to reach you is . An alternate number is

9200-RMT-601 Revised: July 9, 2015
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