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Health Information

Form



*Both sides of this form are to be completed by the Parent or Guardian for those who are under 18 years of age.  Over 18 please complete and sign the form.  Please answer the following questions as fully as possible as in the event of anyone requiring emergency treatment, it will help the medical authorities in deciding which is the most appropriate treatment to give.

(Please complete in BLOCK CAPITALS)





*I hereby give permission for my child to attend the aforementioned Expedition.

If it becomes necessary for my child to receive medical treatment and I cannot be contacted by telephone or any other means to authorise this, I hereby give my general consent to any necessary medical treatment and authorise the Expedition Leader/s to sign any document required by the hospital authorities.

I will inform the expedition Leader if any of the information given on this form changes before the event takes place.

I am happy for any appropriate treatment/medication to be given where appropriate by the Expedition Medical Team.  Please indicate if there is any specific treatment you do not wish to be given.
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	Vaccination
	Status Yes / No
	Date received

	Yellow Fever
	
	

	Tetanus
	
	

	Polio
	
	

	Meningitis ACY + W-135
	
	

	Typhoid
	
	

	Hepatitis A
	
	

	Hepatitis B
	
	

	Diphtheria
	
	

	Tuberculosis (BCG)
	
	

	Rabies
	
	




�





Expedition Location:  Jiroff, Gambia





From:	December 2009 – January 2010 





Expedition Leader:	George Devine





Medical Team:	Jane Warren





Surname





Contact name and address during the Expedition

















Relationship


Telephone


Mobile





Date of Birth





Details of any medicines/diets/treatments currently being taken/followed (including dosage details) include the name of the specialist and hospital if appropriate.  Please include any non-prescription preparations or herbal medicines.





He/she may swim under careful supervision.


	Yes		No





Forenames





National Health Service Number





Family Doctors name and address























Telephone





Name*





Signature





Relationship to young person*





Date





Health Information Form continued……….Name:





Any known infectious diseases with which the person named overleaf has been in contact with within the last three weeks.  (i.e. chicken pox, measles etc)





Any known allergies/sensitivities/disabilities etc and details of any known precautions or remedies.  (e.g. penicillin, foods, travel sickness, asthma, sleepwalking etc)








Blood Group





Any other comments or information





Signed						
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Date





Details of any operations in the last 5 years








