YOUNG PEOPLE
CALEB’S | CONSENT FORM

M O UNTAIN

This form is to be completed for all CALEB’S MOUNTAIN activities for the year
April 1st 2016 — March 31st 2017
For young people under 18, to be completed by a parent or carer.
Please complete in BLACK INK as this form has to be photocopied.

Details of Young Person

Name | |
Home

Address

Post Code | | D.OB. | |
Tel 1 | | Tel2 | |

Activity

Activities may include outdoor education, visits, meetings, visits to training
providers/colleges and 1-2-1 mentoring.

Name | |
Surgery

Address

TelNo. | |

Emergency Contact 1 Emergency Contact 2

Name | | Name | |
Relationship | | Relationship | |
Address Address

Tel No. Tel No.




Medical History (This information is important and every effort will be made to encourage participation.)

Any medication currently being taken

Any current illness or disability

Has the YP been vaccinated against

Tetanus?
no []

YES | |

Date of last injection:

Is the YP allergic to any medication?

YES | | NO | ]

If yes, please specify:

Any allergies

Any special dietary requirements

If the YP has been in contact with any
contagious or infectious disease in last
4 weeks, please give details:

Swimming Ability

Is the YP able to swim 50 metres?

Is the YP confident in a pool?

Is the YP confident in the sea or in open inland water?

Is the YP safety conscious in water?

Declaration

YES | | NO
YES | | NO
YES | | NO
YES | | NO

NN

I confirm that the YP is in good health and is fit to participate in the activities. | will
inform the Youth Support Worker as soon as possible of any changes in the medical or
other circumstances before participating in an activity.

Name (Parent/Carer/Adult):

Signed (Parent/Carer/Adult):

Date:




Parental request for the organisation to administer medication (if applicable)

Condition of lliness: Name or type of medication:
How long is the YP required to take this
medication?

Directions for use of medication:
Date dispensed:

Dosage and method: Timing and frequency
Special precautions: Side effects
Self administration Procedure to be taken in an emergency

YES | | NO | ]

Request

| request, as Parent/Carer of (YP name)
that a member of staff involved in the activity administers the medication detailed above
to the YP.

Signed Date:
(Parent/
Carer/Adult):

Consent

Consent is given for the above named person to participate in the activities identified
above, under the supervision of Caleb’s Mountain Youth Support workers, school staff
or designated qualified tutors/instructors.

| agree to the YP receiving medication as instructed and any emergency dental, medical
or surgical treatment, including anaesthetic or blood transfusion, as considered
necessary by the medical authorities present. | understand the extent and limitation of

the insurance cover provided.
(Should there be an emergency and it is not possible to contact you, any necessary consent will be given by a worker.)

Signed: | | Print Name: |

Relationship: | | Date: |

Data Protection

There are times when the information contained on this consent form about the YP will
need to be shared between the different organisations who are helping to run the
activities, and by signing this form you are allowing us to share this information. We
will only share information that is needed, and that you have given us, and records will
only be kept as long as they are necessary or legally required. The information will not
be used for any unnecessary purpose. “l agree”

Signed: Date:




