
DIOCESE OF RIPON AND LEEDS

Parish of ……………………………………………………………………………….

ACTIVITY CONSENT FORM

Part One  (To be completed by the group leader)

Name of group…………………………………………………………….………….

Description of group activities………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………

Time and venue of group…………………………………………………….………

…………………………………………………………………………………………

…………………………………………………………………………………………

Name of group leader……………………………………………………….

Contact telephone number………………………………………………….

Part Two (To be completed by the parent/carer if the child is under 18, or by the participant if he/she is over 18)

Full name of participant…………………………………………………….

Date of Birth…………………………………………………………………

Permission

I have read the above information and give my permission for the above-named person to take part in the activities of the group.

Signed……………………………………..  Date…………………………..

Medical Details

Please provide details of any medical problems or disability which may affect participation

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

Does your child suffer from any allergies?  Yes / No

If Yes, please specify…………………………………………………………………

…………………………………………………………………………………………

Medication
Please provide details of any medication required during the time of the activity. This should be clearly labelled and handed to the group leader at the beginning of the activity. If the parent /carer wishes the medication to be administered by the group leader, please discuss with the leader and specify in writing the time(s) and dosage required.

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

Name and address of family doctor

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

Child’s NHS number………………………………

In an emergency and/ or if I am not contactable I give my permission for my child to receive any necessary dental, medical or surgical treatment, including anaesthetic

Signed……………………………………Dated……………………………

Emergency Contact Details

Name…………………………………………………………………………………..Address………………………………………………………………………………...

Telephone numbers:

Day……………………Evening…………………..Mobile…………………

Other Emergency Contact Number……………………………………….

Your relationship to child…………………………………………………

Please note your child will not be able to participate in the group’s activities until this form has been completed and returned to the group leader.
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