Easter 2019
Consent Form
Child's Name: ...........................................................................................................
I will inform Dave Webb if the above named is in contact with any infectious diseases within three weeks of the
Camp.
I will inform Dave if any medicines/diet etc have to be taken or followed during the Camp, and the
hospital/doctor concerned if under current treatment. (If pills or medicines have to be taken, these will be
clearly marked with exact dose.)
In the event of illness or accident requiring emergency treatment I authorise Dave Webb, or his nominee, to
sign on my behalf any written consent required by the authorities, if the delay required to obtain the signature
of the next of kin is considered inadvisable by the doctor or surgeon concerned.

 The named above has / has not* been immunised against tetanus.
Date immunised ......................................................
 The named above has / has not* any known allergies/sensitivities (e.g. penicillin, ashma,
bedwetting), disabilities etc. If so I have given full details on the reverse of this form and
have discussed the matter in full with Dave.

 The named above can / can not* have sun cream applied
Photographs and video images may be taken at Scouting events and activities (including this camp), and
these may include your child. The images may be used in the media, internet websites, or in other ways
to promote Scouting. If you DO NOT want the use of your child's image in this way. Please tick the
following box and we will do our best to comply with your request.

Full name:

.........

................................................. ..............................................

National Health number: (if Known)....................................................................................
Date of birth:

.......

.......................................................................................................

Home address:

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

Name of family doctor:

....

..................................................................................................

Address of family doctor:

.............................................................................................................................................................

Name of next of kin:

…......................

Telephone no. of next of kin:

............................................................................. ............................................................................

.......................................................................................................................
.

Parents / guardian Signature:.....................................................................................................................................................................................................
Date:

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

NB: Home Contact form should also be completed

* indicates delete where applicable

Note: The medical profession takes the view that the parent's consent to medical treatment cannot be delegated. This view is explicit in the Children Act 1989. Thus medical consent
forms have no legal status and a doctor/nurse insisting on the consent of a parent to a particular treatment has the right to do so. This form can, however, be a comfort to medical staff
to have general consent in advance from parents or to have a Leader on hand able to sign forms required by medical authorities.

Both of these forms should be returned by the 9th / 10th / 11th April

