2nd Uxbridge (St Margaret's) Scout Group

MEDICAL FORM
Camp dates
:  

Location     
:  

Scouts name :__________________________________

Address
 :__________________________________________________________________

Home phone no.  :_________________________
Parents Mobile no:___________________

Date of birth
  :_________________Age:_______
NHS Medical number : ________________ 

Email address: _______________________________    
Can he/she swim 50 m?
: Yes / No

Has he/she been inoculated against Tetanus : Yes / No
Has he/she any allergies: 
: Yes / No

Does he/she follow a special diet?
  :  Yes / No

Is he/she travel sick?
  : Yes / No

If yes, please give details :-__________________________________________________________

Does he/she take any medicines
  : Yes / No

(if yes, please give details)__________________________________________________________

_______________________________________________________________________________

Has he/she any weakness or complaints? : Yes / No

(this includes any problems at nightime i.e. sleep-walking or bedwetting)______________________

_______________________________________________________________________________

The following medication will be provided if required. Please indicate which medication may be used:
	Medication
	Yes (()
	No(()
	Medication
	Yes (()
	No(()

	Paracetamol
	
	
	Cetirizine (antihistamine)
	
	

	Ibuprofen
	
	
	Anthisan antihistamine cream
	
	

	Chorphenamine (Piriton)
	
	
	Burneze spray
	
	

	Savlon antiseptic
	
	


If we are unable to contact you, please write the name and phone number of a second contact:-

Name

: __________   _______________ Phone number
:  ____________________

Home Doctors name : ___________________________________

Address and phone no.
 : ________________________________________________________________

If your son/daughter is attending a hospital for a complaint that might occur or need treatment whilst we are away, please complete this section:

Hospital
: _________________________ Phone number 
: _____________________________

Doctor in charge: ____________________________________

If any of the above  details change before we depart, please inform the leader in charge.

IN THE EVENT OF ILLNESS OR ACCIDENT NEEDING EMERGENCY HOSPITAL TREATMENT AND I CANNOT BE CONTACTED, I AUTHORISE THE LEADER IN CHARGE TO AGREE TO ANY TREATMENT.

Signed (Parent/Guardian) ___________________________ Date _____________________

NB All the above information will be kept in a confidential file and will be destroyed after the camp.

