ANNEX B

TBGS PARENTAL CONSENT FOR OFF-SITE ACTIVITIES

Dear Parent / Guardian

Please complete and return the form below TO RECEPTION BY FRIDAY 25 NOVEMBER.  It relates to the forthcoming journey or activity for which you have already received details.  The form gives your consent for your child to take part in this activity.

VISIT OR ACTIVITY:  YEAR 9 COLOGNE TRIP
DATES: 16th – 20th July 2012
I confirm that my son is in good health and I consider him fit to participate.

SPECIAL DETAILS: (Please explain where relevant)

Any relevant information concerning your child’s health requiring special attention but which does not prevent him taking part should be noted below.  Does your son:

*  suffer from allergies? ………………………………………………………………………………

*  take medication and if so what is the dosage required? ……………………………………………

*  experience travel sickness? ………………………………………………………………………...

*  have diabetes, asthma or epilepsy? ………………………………………………………………..

*  hold religious beliefs which may require special consideration? ………………………………….

*  Has your son had any relevant recent illnesses? …………………………………………………...

*  Please record any additional comments not covered above, e.g. bed wets, sleepwalks, etc.?

    ……………………………………………………………………………………………………....

DIET

*  Does your son have any specific dietary requirements?

EMERGENCY TELEPHONE NUMBER (where different from overleaf):

................................................................................................................................................

PLEASE FILL IN THE OTHER SIDE AS WELL

Name of Pupil AS IT APPEARS ON HIS PASSPORT: ……………………………………………………  Tutor Group: …………………….……….                             Pupil’s date of birth ……………………………. 

Address: …………………………………………………………………….………………………………………

………………………………………………………………..………..…  Post Code: ….………………………..

Name of Parent / Guardian: ……………………………………..……………………..…………………………...

Parent’s email (please give me an email address so that I can contact you on) PLEASE WRITE IT CLEARLY ....................................................................................................................................................................

Contact telephone number(s):  Day: …...………………........  Evening: ………….……………....……………..

Student’s mobile phone (if he is taking it on the trip) ……………………………………………………………

Nature of visit:  YEAR 9 COLOGNE TRIP

Date(s) of visit: 16 – 20 July 2012
I am willing to contribute approx. £380 towards the proposed visit.

I accept the school’s offer to take my son on the above visit.  I have read the information sheet giving details of the event and give permission for my child to take part in all the activities mentioned.

In return I agree to indemnify any member of staff involved, against:

1.  Any claim against the member of staff by a third party, directly or indirectly, arising out of any act of fault of 
my son.

2.  Any costs and expenses reasonably incurred and/or other sums disbursed by the member of staff on behalf of 
my son during or as a result of the visit.

3.  Any loss to the member of staff arising from damage to or loss of property or personal injury contributed to or 
caused by act or default of my son, provided that the indemnity shall not extend to any claim, damages, costs or 
expenses in so far as any member of staff shall be entitled to be indemnified under any policy of insurance.

I/we accept that all reasonable care will be taken of my/our son and that whilst staff are in loco parentis they have my/our authority and will only be held liable in the event of gross or deliberate negligence being proved.  I/we further accept that verbal instructions given to pupils in the presence of a witness can constitute normal care and concern.  If my son’s behaviour proves to be unacceptable, I agree to him being returned home at my expense should this prove necessary.

I authorise members of staff to approve such medical treatment as is deemed necessary in an emergency or on the advice of a qualified medical practitioner during the course of the visit including anaesthetic and a blood transfusion where considered necessary by medical authorities.

Details of any medical condition requiring regular treatment or which may require emergency treatment are endorsed in a separate letter.  (Delete this sentence if it does not apply.)

Date of last tetanus immunisation: ……..…… NSH Medical Card Number: ……………………………………

Name of Family Doctor: ………………………… Telephone Number: …………………………………….…….

Address of Practice: …………………………………………………………….…………………………………....

………………………………………………….…………………………… Post Code: ………………………..…..

Signature of Parent or Guardian: ……………………..………………. Date: ……………………….……….…..

