
PLEASE FILL IN USING BLOCK CAPITALS
Name of Beaver/Cub/Scout/Venture/Rover Age
F I R S T N A M E

S U R N A M E Gender
Date of Birth Male / Female

ADDRESS D D / M M / Y Y Y Y

A D D R E S S L I N E 1

A D D R E S S L I N E 2

C I T Y / T O W N

E I R C O D E

NEXT OF KIN NAME (PARENT 1) NEXT OF KIN NAME (PARENT 2)
F I R S T N A M E F I R S T N A M E

L A S T N A M E L A S T N A M E

Mobile Number Mobile Number

NEXT OF KIN ADDRESS NEXT OF KIN ADDRESS
Same as above? Same as above?

A D D R E S S L I N E 1 A D D R E S S L I N E 1

A D D R E S S L I N E 2 A D D R E S S L I N E 2

C I T Y / T O W N C I T Y / T O W N

E I R C O D E E I R C O D E

EMAIL ADDRESS

ALTERNATIVE EMERGENCY CONTACT NAME (Not Mum/Dad/Guardian) EMERGENCY CONTACT NUMBER
F I R S T N A M E

L A S T N A M E

HEALTH INFORMATION

Breathing/Asthma Heart problems Operations Grass/Pollen/Hay Fever

Eye Trouble Blood disorders Head/Neck/Back Dust/Pet Allergy

Ear Trouble/Deafness Epilepsy Sleep Walking/Nightmares Other Allergy

Nose or throat Diabetes Bed Wetting ASD

Seizure / Fits Kidney Dyslexia ADHD

Skin Conditions Prosthetics Dyspraxia Other Allergy

Vaccinations
6 in 1 includes (Diphtheria, Haemophilus Influenzae b, Hep B, Pertussis, Polio and Tetanus

6 in 1 Date MMR Date PCV MenC Date

MenB Date Hib Date Rotavirus Date Other (Please list on separate page)

Tetanus Date

Medication
If your child is on regular medication, please identify the medication, reason for medication, doages and instructions for administering (On REVERSE page)

If there is any medication your child may NOT be prescribed with, please identify it and why it cannot be prescribed (On REVERSE page)

GP Details
G P N A M E G P N U M B E R

APPROVALS
Can your child swim? Yes No

Do you give permission to take part in supervised water activities? Yes No

Can we add your phone number to a Whatsapp group with other parents & leaders? Yes No

Yes No

Yes No

I/We confirm that the medical details and approvals in relation to my/our child are correct
F I R S T N A M E L A S T N A M E

Signature D D / M M / Y Y Y Y

I/We understand that in the event of my/our child requiring medical attention, all reasonable efforts will be made to contact me/us (or the alternative Emergency contact if I / we 
are uncontactable) at the contact numbers provided on this consent form, I/We have consent to any emergency medical, surgical or dental treatment that may be necessary in a 
situation where I/we cannot be contacted for the purposes of giving consent at the time of treatment. I/We heaby authorise the Scouters of 115 Ballinteer Scout Group to 
communicate our consent to any treating medical or dental practitioner

All data is gathered for the health and safety of your child. We may use your details to contact you directly should any emergency arise. We may share your childs information with 
relevant emergency services if required. All data will be stored securely and only shared with those that need it.

Please fill out as accurately as possible. This information is strictly private and confidential and will only be shared with the team leader and medical professioanls, where 
appropriate

If you have ticked yes to any of the above, on REVERSE OF THIS page please provide detailed description of the issues and any medication that needs to be taken (including 
dosage/times)

During activities and meet ups, we often take photographs to share in the parents and leaders whatsapp groups and to make end of year 
photoboards. Do you give permission and consent that your child can be included in these photographs?


