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BLESSED GEORGE NAPIER SCHOOL
PARENTAL CONSENT FOR A SCHOOL VISIT

NAME:  …………………………………………..TUTOR: ……………………..
Details of visit to:  SOLI HOUSE – MONDAY 23 MAY to WEDNESDAY 25 MAY 2022

I understand that all reasonable care will be taken for my child during the visit/activity and that he/she will be under an obligation to follow all directions and instructions given and observe all rules and regulations 

governing the visit/activity. 

I understand that if my child seriously misbehaves or is a cause of danger to him/herself or to others, or has a medical issue, then my child may be sent home early from the visit/activity.  In such a situation there will be no obligation on the school/establishment to refund any money.  I understand that it will be my responsibility to collect or provide transport home for my child.
D.O.B:  . . . . ./ . . . ./. . . . .   (DD/MM/YY)
Medical information:  Any conditions requiring medical treatment / medication / allergies    Yes/No        
(If YES, please give brief details):  
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Is an Epi-Pen required   YES / NO 
Dietary requirements: 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

For residential visits and exchanges only
When did your son/daughter last have a tetanus injection?  _________________________
I will inform the Group Leader/Head Teacher/School as soon as possible of any changes in the student’s medical condition, or if there has been any contact with any contagious or infectious diseases or other circumstances between now and the commencement of the journey.
Any medication required during the stay will be provided to the lead teacher in a plastic,
self -sealing bag, clearly marked with name and dosage instructions.
Declaration

I agree to my son/daughter receiving medication as instructed and any emergency dental, medical or surgical 
treatment, including anaesthetic or blood transfusion, as considered necessary by the medical authorities 
present.
Contact telephone numbers:

Mobile . . . . . . . . . . . . . . . . . . . . . . . . . .   Home . . . . . . . . . . . . . . . . . . . . . . . . . . Work . . . . . . . . . . . . . . . . . . . . . . 
Home Address . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Name of Family Doctor . . . . . . . . . . . . . . . . . . . . . . . . . .   Telephone Number . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Address . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Signed  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   Date . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Full name (capitals) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
THIS FORM OR A COPY MUST BE TAKEN BY THE GROUP LEADER ON THE VISIT.
A COPY SHOULD BE RETAINED BY THE SCHOOL CONTACT
  �








