FORTROSE ACADEMY Badaguish 15-17 Nov 2013
1.   Name of Pupil …………………………………………………………………………………………………. Date of Birth ……………………………….………..

2.   Home Address ………………………………………………………………………………………………………………………………………………………………………  

…………………………………………………………………………………………………………………………………………………………………………………………………………

3.   Tel number/s where parent/guardian may be contacted ………………………………………………………………………………………….
………………………………………………………………………………………………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………………………………………………………………………………….

4.   In the event of an emergency, it is important that the person in charge of the group has the necessary information about any medical condition which could affect the treatment of your child.   All information requested will be treated in strict confidence and will not necessarily prejudice the inclusion of your child in this activity.   It is in the interests of your child that full and accurate information is given.           

(a)  Recent surgery for ………………………………………………………………………………………………………….  Date ………………………………………..

(b)  Any known allergy to medicine, food, etc. (eg penicillin, nuts) ………………………………………………………………………………………

(c)  Is your child undergoing treatment by a doctor ……………………………………………………  If so, please give details ………………………………………………………………………………………………………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………………………………………………………………………………….

(d)  Any medical condition about which a doctor should know before carrying out treatment (eg Asthma) or which

should be notified to the Insurers  (eg Epilepsy) …………………………………………………………………………………………………………………..

5.  Occasionally a member of staff might find it desirable/necessary to give a child “over the counter medicine”, eg paracetamol, cold medicines, etc.   Please write “YES” if you are happy for members of staff to use their judgement in such situations and “NO” if you are not.
………………………………………………………………………………………………………………………………………………………………………………………………………….






     

6.  Name of family doctor …………………………………………………………………………… Tel. no. ………………………………………………………………..

7.  Does your child have any special dietary requirements ……………………………………………………………………………………………………

11.  Declaration - 

I have read the information concerning this visit.   He/she does not suffer from any medical condition not stated above.   I hereby consent to the above named having emergency medical or surgical treatment, including the administration where necessary of a local, general or other anaesthetic.   

Name (Block Capitals ) ………………………………………………………………………………………………………………………..…………. Parent/Guardian

Signature ………………………………………………………………………………………………………………….  Date ………………………………………………………….

