

	South Wight Area Partnership PARENTAL CONSENT FORM [image: 2018 sway logo]
NAME OF PARTICIPANT:________________________________ DATE OF BIRTH:_____________________
YOUTH PROJECT: South Wight Area Youth Partnership
Youth Groups & activities: ___________________________________DATE(S):_______________________
· I consent to my child taking part in the trip(s) and the activities indicated.
· I acknowledge that the staff will be liable in the event of any accident only if they have failed to take reasonable care of my son/daughter during the visit.
· A risk assessment has been carried out by SWAY. I acknowledge that my child is required to follow Government UK Covid guidelines and adhere to SWAY risk assessments to keep themselves and others safe. 
· My child does not have any symptoms of coronavirus.
· I consent to my child receiving medical treatment that, in the opinion of a qualified medical practitioner, may be necessary. 
· My child 's doctor’s name and address is: _________________________________________
PLEASE COMPLETE THE SECTIONS BELOW:
1. Please give your home address and contact phone numbers. If you will be away from home during the visit please give an alternative address where you, or a relative or friend acting for you, can be contacted. 
Home Address: 			__________	Alternative Contact (if required)
Name: _______________________________     Name: _____________________________________
Address: _____________________________      Address: ___________________________________
Post Code: ___________________		Post Code: ________________________
Tel:	_________________________		Tel: ______________________________
Email: _________________________		Email: ______________________________

2. In your child’s interest, it is important that we should know whether they suffer from any illness or medical condition. Please use this space to state, in confidence, any health or other matter of which accompanying staff should be aware. Please indicate here also if your child is receiving medication including painkillers, with details and dosage while on the activity. (All medication to be given to a member of Staff and administered by them.)    
________________________________________________________________________________________________________________________________________________________________________

3. Any specific dietary requirements including vegetarian/ vegan/ gluten free/lactose intolerance __________________________________________________________________________________


4. PLEASE INDICATE BELOW IF YOU AGREE TO PHOTOGRAPHIC or VIDEO CONSENT  for in house, reports, fundraising advertising and internet:
Yes/ No 	(Please delete)
						


Parent Signed: ____________________________Print: _______________________Date:___________
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