1st Finchampstead Scouts

Parents Permission to Camp form – Summer Camp 2009
My son/daughter ______________________________ has permission to attend Summer Camp 2009 from 25th July to 1st August. He/She CAN/CANNOT * swim 50 metres. He/She HAS/HAS NOT* had an anti - tetanus injection within the last three years.

We undertake to inform you should he be in contact with any infectious disease within three weeks of the camp. 
In the event of illness or accident requiring emergency treatment, I authorise the leader in charge of the camp to agree to any treatment where the Doctor considers that the delay required obtaining our permission would be detrimental to my son/daughter.

I certify that I have supplied all the relevant details as requested at the foot of this form.

Signed _________________________ Parent/Guardian *  Date________

Please note below:
D.O.B _______________________

His/her National Health Number is _______________________________

The name and address of his/her normal doctor is ___________________________________

                                                                         ___________________________________

                                                                          ___________________________________

Any other doctor or hospital with whom he/she is currently undergoing treatment:

                                                                          ___________________________________

                                                                          ___________________________________

                                                                          ___________________________________

Any allergy, weakness or complaint. Most importantly, please put down any allergies to medicines or anything i.e. plasters, burneze, waspeze:

                                                                           ___________________________________

                                                                           ___________________________________

                                                                           ___________________________________

Please confirm that in event of headache it is acceptable to treat your son/daughter with paracetamol or aspirin                                                                                                YES/NO

Any medicines to be taken or diet to be followed.

                                                                            ___________________________________

                                                                            ___________________________________

                                                                            ___________________________________

· Your address and telephone number during the period of the camp. (If you are a long distance from home during the camp, please also give the name of someone prepared to take responsibility for your son/daughter in the case of illness or misbehaviour if you would be unable to do so)                                                                       ____________________________________

               ____________________________________  
Any other information that you consider might be useful to us in our care of your son/Daughter during the period of the camp                                         ________________________________________________________________________

