Chapelford Village Primary School Educational Visits
Parental Medical/Consent Form

1.  Educational Visit Information

Name of School – Chapelford Village Primary School

Details of Visit – 1 night in Llandudno May 2025
			
I agree to my son/daughter    ……………………………………………….… 

Class     ……………         DOB …………………………………………………

taking part in the above-mentioned visit and having read the information sheet, agree to him/her participating in any or all of the activities described.  I acknowledge the need for obedience and responsible behaviour on his/her part.


2. Medical Information

a. Does your son/daughter suffer from any conditions requiring medical treatment? 

	YES    or    NO   (Please circle)


 If yes, please complete - 

Name of condition  ____________________________________________

Name of medication  ___________________________________________

Dosage   _____________________________________________________

Time of dosage  _______________________________________________


Name of condition  ____________________________________________

Name of medication  ___________________________________________

Dosage   _____________________________________________________

Time of dosage  _______________________________________________


Actions if any to take in an emergency.

______________________________________________________________




Symptoms to be aware of – 

             _____________________________________________________________

_____________________________________________________________


b. To the best of your knowledge, has your son/daughter been in contact with any contagious or infectious diseases or suffered from anything in the last four weeks that may be or become contagious or infectious?  If yes please provide brief details.




c. Does your son/ daughter have any allergies? 

Yes or No (Please circle)

       If YES, please specify.
	
	______________________________________________________________

	______________________________________________________________

d.	Has the participant received a tetanus injection in the last ten Years?  

Yes or No (Please circle).

Give details of any other inoculations given during the last five years.

	______________________________________________________________

	______________________________________________________________

e. Please outline any special dietary requirements for your child 

	_____________________________________________________________

	_____________________________________________________________

	_____________________________________________________________

	_____________________________________________________________

	_____________________________________________________________

	_____________________________________________________________



	


    
3. Contact Information 
 
Name _________________________________________________________

Relationship to child ____________________  may be contacted by telephoning the following numbers:

Mobile  ________________________________________________________

Home _________________________________________________________

Work __________________________________________________________

My home address is:   ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If not available at above, please contact:

Name  __________________________________________________________

Relationship to child  _________________ Tel  ________________________

Address ________________________________________________________________________________________________________________________________________________________________________________________________

Name, address and telephone number of family doctor


________________________________________________________________

________________________________________________________________
	
I undertake to inform the co-ordinator/head as soon 
as possible of any change in the medical circumstances 
between the date signed and the commencement of 
the journey.  


I agree to my son/daughter receiving emergency 
medical treatment, including anaesthetic, as 
considered necessary by the medical authorities 
present.

Signed _____________________________________



Signed______________________________  Date  _______________________
