=l

Group NamMe:.......couvvuiiniiiiiieeenns l_ _l
S
HEALTH INFORMATION
Scout details Family Doctor’s Name and Address
Surname..........coeeiiiiiiiiian... NAME . oviieie e
Forenames................coovennnn. Practice.........ooovvviiiiiii
Address........ooiiiiiiiii, AdAress.......ooooviiiiiii
........................................... Postcode.......ovvviiiiiiiiii
Postcode.......ooviviviiiiiiiiiiinn, B
Date of birth......................oo.lL
National Health
Number...............cooenel.
In an emergency you should contact the following Alternative emergency contact
NAME..oveciieceece e e NaAMC. oo i,
Relationship.......ccooveeieeie Relationship............coooeviiininn..
AdAress.....ooeeecececeece e AdAressS. .ooveeeeeee e
(2T ol o [T POStCOde. .,
BDaYtiMe. ... s B Daytime...........cooeeveiniinnnnn.
BEVENING.cotieeriteteeereer et eerseens @ Evening ......cocoooiiiiiie,
BMODIlE...oeeeeertecee e T MODIle. oo

If it becomes necessary for my child to receive medical treatment and | cannot be contacted by phone or any other
means to authorise this, | give my general consent to any necessary medical treatment and authorise the organiser in
charge to sign any document required by the hospital authorities.

Name of Parent/Guardian...........ceeveeereeeeverereresereeeeveererennnes RelationShip....coveeeeeire e

Signature of Parent/Guardian..........ccceeeeveeneeerreserssiereninens Date

Please mark as appropriate. whether or not your son / daughter suffers from or can /can’t have

Elastoplast g\N ] CE\'N’T i oo

Diabetes o o
Aspirin o o Hay fever o o
Paracetamol m] o Asthma o o
Penicillin o o Wasp/beesting 0O 0O
lbuprofen (m] o Epilepsy o o

Please indicate any thing else you feel we need to know about along with dietary needs eg. allergies

Does you son/daughter administer their own medicine when required? YES/NO and if so for what do they
AAMINISEEL TNIS? ..t e




