                                                                    Shetland Islands Council
                                      SOE2(b)

Parental Consent Form (Residential)

I agree to my son/daughter ……………………………………………………… taking part in the proposed trip to Landmark Forest Adventure Park and Loch Insh Watersports Centre from 10/06/17 to 16/06/17.

Having studied the Itinerary I agree to his/her participation in all the activities described and acknowledge the need for

obedience and responsible behaviour on his/her part.

Medical Information

a) Does your son/daughter suffer from any conditions (including travel sickness) requiring medical treatment, including medication?

Yes/No

If Yes please give details:
…………………………………………………………………………..






…………………………………………………………………………..






…………………………………………………………………………..

b) Do you anticipate that your son/daughter will take any other medicines on the trip e.g. painkillers, cough bottles, indigestion  remedies etc.

Yes/No

If Yes please give details:
……………………………………………………………………………






……………………………………………………………………………






……………………………………………………………………………

c) To the best of your knowledge, has you 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.

Yes/No

If Yes please give details:
……………………………………………………………………………






……………………………………………………………………………






……………………………………………………………………………

d) Is your son/daughter allergic to any medication?

Yes/No

If Yes please give details:
……………………………………………………………………………






……………………………………………………………………………






……………………………………………………………………………

e) Has your son/daughter received a tetanus injection in the last ten years?

Yes/No

f) Please outline any special dietary requirements of your child. 
……………………………………………….

……………………………………………….

……………………………………………….

I undertake to inform the school as soon as possible of any change in the medical circumstances between the date signed and the commencement of the journey.

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

Between the above dates I can be contacted by telephone at:

……………………………………………….. home

……………………………………………. work

……………………………………………….. mobile

Name, address and telephone no. of family Doctor

…………………………………………….








…………………………………………….








…………………………………………….

Signed ……………………………………………………
Parent/Guardian  Date ……………………

	PLEASE RETURN THIS FORM BY TUESDAY 21st   MAY 2018


