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Parental Consent Form




 Please answer all questions, in order that the best possible care and quick effective action may be taken in an emergency.

PART A Details of the Event

Name of Group: St Peter’s Short Term Mission                 Event: IAF Neerekshe Short Term Mission Experience
Dates/Time from: February 18-26/27th February 2011
Leader(s) in charge: Martin Cornes/ Pete Churms
PART B Details 
Full Name ____________________________________________________________________________________

Home Address _________________________________________________________________________________
______________________________________________________________________________________________
Telephone ____________________ Date of Birth __________________Email Address _______________________

Name and Address of Doctor______________________________________________________________________
_____________________________________________________________________________________________
Telephone _____________________________
National Health Number ____________________________
Blood Group___________________________
Contact details: address and telephone number(s) of next of kin during the dates of the event.
Full Name ____________________________________________________________________________________

Home Address _________________________________________________________________________________

___________________________________________________________           Telephone ____________________ 

If the answer to any of the following questions is YES, give details overleaf.

1. Has you been in contact with any infectious disease within the last three weeks? 

2. YES NO

2. Are you taking any medicine, following any treatment or diet, etc., that needs to be

continued during the event? 







3. YES NO

3. Do you suffer from any recurrent illness - asthma, hayfever, migraine, fits or faints,

or any other illness or disability? 







4. YES NO

4. Are you known to be allergic or sensitive to anything

(e.g. penicillin, aspirin, other medicines, food etc.)? 





5. YES NO

5. Please attach a complete list of your immunisations.
6. Please attach a copy of your travel medical insurance.
Consent

PERMISSION 
I acknowledge that I may be included in both still and moving images/audio taken during the trip and related activities by our designated staff, which may appear on church displays and the church website.

I acknowledge that the team may use email addresses and mobile numbers where appropriate.

AUTHORISATION - In the event of illness or an accident requiring emergency hospital treatment,

I authorise the Leader(s) named in Part A of this form to sign on my behalf any written form of

consent required by the hospital authorities, if the delay required to obtain my own signature is

considered inadvisable by the doctor or surgeon concerned.

Signed _______________________________________ Date ___________________________
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