RESIDENTIAL, OFF-SITE AND HAZARDOUS ACTIVITIES POLICY

[bookmark: _GoBack]
MEDICAL IN CONFIDENCE

ARMY WELFARE SERVICE PARENTAL CONSENT & MEDICAL INFORMATION PROFORMA

1. Full Name of the Participant:	…………………………………………………………………

2. Participant’s Date of Birth:	………………………………….

3.	Organisation: 	……………………………………………………….
		
4.	Details of the visit(s):	…………………………………………………………………….

Dates ………………………………………………………………………………………………….

	I agree to my son/daughter* (*delete as applicable) taking part in the above mentioned journey/visit and, having read the information sheet, agree to his/her participation in any or all of the activities described.  I acknowledge the need for responsible behaviour on his/her part.  I consent to photographs/video recordings being taken of my son/daughter and used in accordance with AWS guidelines to inform people about AWS and its various projects, or to promote AWS activities.

5.	Medical Information

Please complete the CONFIDENTIAL Medical Information Proforma overleaf and return it with your Consent Form.	

Declaration: (Parent/Carer’s Name) 					              	

I agree to my son/daughter receiving medical treatment, including anaesthetic, as considered necessary by the medical authorities present.  I understand the extent and limitations of the insurance cover provided.

6.	Parent/Carer’s Contact Details
I may be contacted by telephoning the following numbers (Please include ALL military and civil codes):

Home:				  Work: 				    Mobile: 			        

My home address is:				  	My Unit / Work Address is:
…………………………………………………..		……………………………………………….
…………………………………………………..		……………………………………………….
…………………………………………………..		……………………………………………….

If I am not available please contact (This MUST be completed):

	Name:  		……………………………………………………………………….
	Address:  	………………………………………………………………………..
			………………………………………………………………………..
Telephone No:  	………………………………………………………………………..





MEDICAL IN CONFIDENCE


Full Name of the Participant	……………………………………………………………..

IMMUNISATION STATUS

Has your son/daughter received vaccination against Tetanus in the last five years? 	   YES/NO

Is your son/daughter receiving medical treatment of any kind?			  	   YES/NO

If the answer to either of these questions is YES, please give specific details below including the required dosage of any medicines or tablets.

	

	
Do you require staff to supervise your son/daughter’s taking of their prescribed medication?

YES/NO (This must be completed)
Has your son/daughter had any of the following:

	
	Yes
	No
	
	Yes
	No

	Asthma or Bronchitis
	
	
	Allergies to Penicillin or other known drugs
	
	

	Heart Condition
	
	
	Any other allergies
	
	

	Fits, fainting or blackouts
	
	
	Disability
	
	

	Severe headaches
	
	
	Travel Sickness
	
	

	Diabetes
	
	
	Haemophilia
	
	



If the answer to any of these questions is YES, or your son/daughter suffers from any other medical condition or allergy, please give details below:
	

Are there any  special dietary needs that should be catered for?

	

I undertake to inform the Activity Organiser as soon as possible of any change in the medical circumstances between the date signed and the date of the activity.

	Signed: ____________________
	Name, address and telephone number of your Doctor and local medical centre:

	
	Doctor

	Name: ____________________
	Medical Centre

	            (parent /carer)
	Address: 

	
	

	
	

	
	

	
	

	
	Tel No:



NB: 
a.	All information given will treated in the strictest confidence.
b. The original of this form or a copy MUST be taken by the Activity Organiser on the venture. 
c. A copy should be retained at the home base together with a copy of the nominal role.
YOUTH AND COMMUNITY WORK

