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Normandy
4 July – 7 July 2018
Student Record Details and Consent Form
Name of Student: __________________________                                       Tutor Group: _____________

As part of the visit planning, we need to have an accurate record of contact names and numbers, as well as any relevant medical/dietary information.  In addition, could we ask you to sign at the bottom of the page to give consent for a member of staff to seek medical treatment for your son/daughter should it be required.  Thank you.

Contact Telephone Numbers:

Contact details are taken from our database. If your landline/mobile number(s) have changed since your child started at Dene Magna School, please can you ensure that you inform Reception, as soon as possible, so that we can update your records and contact you or another nominated person in the event of an emergency.
Personal Information: 
Please complete the details requested below or personal information, which might be relevant.

a) Does he/she suffer from Diabetes, Migraine, Epilepsy, bad period pains or any other illness or disability?        YES / NO  

If YES please indicate below:

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

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

b) Does he/she have any allergies or is allergic to anything (e.g. fur, grass, antibiotics, Elastoplast, aspirin or any such medicines, any particular food, etc.)?                    YES / NO
If YES please indicate below:

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

……………………………………………………………………………………………………………………………………………………
c) Is he/she actively sensitive to penicillin?                   YES / NO  
If YES, give details    ……………………………………………………………………………………………………………………
d) Is he/she receiving any medical treatment at present?            YES / NO  
If YES, give details of illness/disability and treatment
……………………………………………………………………………………………………………………………………………………

e) Date of last anti-tetanus injection ..……………………………………………………………………………………………

f) Please give name, address and contact number of GP ………………………………………………………………

…………………………………………………………………………………………………………………………………………………..
I will inform the Trip Leader, immediately, if my son/daughter has been in contact with anyone with an infectious illness within 3 weeks of the trip’s departure. 

Dietary Requirements:

a) Is he/she a vegetarian, vegan or other (please specify)?       YES/NO   Other: ……………………………
b) Does he/she have any special dietary needs, food intolerances/allergies?      YES/NO 

If YES please indicate below:

…………………………………………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………………………………..
Medical Treatment:

Please give details of any other medical/dietary information, which you feel staff may need to know:

In the unlikely event of my son/daughter requiring medical treatment, I/we give my/our permission for staff to seek treatment.

I authorise the party leader(s) to sign, on my behalf, any written form of consent required by the hospital authorities should medical treatment (a surgical operation or injection) be deemed necessary, provided that the delay required to obtain my signature might be considered, in the opinion of the doctor or surgeon concerned, likely to endanger my child’s health or safety.
Parent’s/Carer’s signature: __________________________            Date: ______________________

Continued overleaf....








