
 

 

 

Sa mple  Pa re nta l Conse nt Form 
 

Da ta  Pro te c tio n Ac t. The  info rma tio n b e ing  c o lle c te d  o n this fo rm will o nly b e  use d  

fo r the  purpo se  o f sc ho o l a d ministra tio n o f visits a nd  jo urne ys und e r De pa rtme nt o f 

Ed uc a tio n a nd  Skills g uide line s. The  d a ta  will no t b e  d isc lo se d  to  a ny e xte rna l 

so urc e s o the r tha n in a n e me rg e nc y, o r to  the  Lo c a l Ed uc a tio n Autho rity, witho ut 

yo ur writte n c o nse nt. 

 

1. De ta ils o f visit to   …………………………………………………………..……...... 

        

2. Fro m: (d a te / time ) …………..…………. To  d a te / time ) ..……………………… 

 

3. Na me  o f p a rtic ipa nt ………………………………………………….........…….. 

 

4. Ad d re ss …………………………………………………………………………….… 
             

……………………………………………………………………………………………… 
 

……………………………………………………………………………………………… 

 

5. Te l No  .…………………………………………………………………...…………… 

 

6. Ag e  ……………………….   Da te  o f Birth ………………………..……………… 

 

7. Eme rg e nc y Ad d re ss /  Te le pho ne  (if d iffe re nt fro m a b o ve ) …………………….. 
 

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

……………………………………………………………………………….………… 

 

8. PERSONAL INFORMATION: Ple a se  g ive  d e ta ils re q ue ste d  b e lo w o f 

pe rso na l info rma tio n whic h mig ht b e  re le va nt. 

 

a . Ha s yo ur c hild , to  yo ur kno wle d g e , b e e n in c o nta c t with a ny infe c tio us 

illne ss in the  la st thre e  we e ks?        YES   /    NO  
 

If ye s, g ive  d e ta ils ...………………………………………………………………... 

 

b . Do e s he / she  suffe r fro m a lle rg ie s, d ia b e te s, mig ra ine , e p ile psy, b a d  

pe rio d  pa ins, sle e p -wa lking , b e d -we tting  o r a ny o the r illne ss o r 

d isa b ility?        YES   /    NO 
    

If ye s, g ive  d e ta ils .…………………………………….………………………….... 
 

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

 

c . Is he / she  a lle rg ic  to  a nything  (e .g . a ntib io tic s, e la sto p la st, a sp irin o r a ny  

suc h me d ic ine s, a ny pa rtic ula r fo o d / d rink)?        YES   /    NO 

    

If ye s, g ive  d e ta ils ……………………………………………………………..…… 
      

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

 

d . Is he / she  a c tive ly se nsitive  to  pe nic illin?        YES   /    NO 
 

 



If ye s, g ive  d e ta ils …………………………………………………..……………… 
     

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

 

e . Is he / she  re c e iving  a ny me d ic a l tre a tme nt a t p re se nt?        YES   /    NO 
        

If ye s, g ive  de ta ils o f illne ss/ d isa b ility a nd  tre a tme nt ………..……………… 
     

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

 

f. Da te  o f la st a nti-te ta nus inje c tio n ...……………………………………………. 

 

g . Do e s he / she  ha ve  a ny spe c ia l d ie ta ry ne e d s?        YES   /    NO 
 

If ye s, g ive  d e ta ils …………………………………………………..……………… 

     

h. Ca n he / she  swim 50 me tre s?        YES   /    NO 

 

i. Na me  & Ad d re ss o f o wn Do c to r …..…………………………………………… 
     

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

     

j. Do c to r’ s Te l No  ………………………………..……………………………………. 

 

9. INSURANCE: Ple a se  no te  tha t the re  is a  limite d  a mo unt o f c o ve r fo r 

pe rso na l a c c id e nt a nd  lo ss o f pe rso na l b e lo ng ing s thro ug h Sc ho o l 

Jo urne y Insura nc e . Pa rtic ipa nts a re  c o ve re d  b y Co rnwa ll Co unty 

Co unc il insura nc e  in the  e ve nt o f ne g lig e nc e  b y o ne  o f its e mplo ye e s 

o r a g e nts. De ta ils a re  a va ila b le  o n re q ue st. 

 

10. PARENTAL CONSENT: 

i. I ha ve  re a d  the  info rma tio n pro vide d  a nd  a g re e  to  my so n /  

d a ug hte r ta king  pa rt in the  a b o ve  a c tivitie s. 

ii. I a c kno wle d g e  the  ne e d  fo r him/ he r to  b e ha ve  re spo nsib ly a t a ll 

time s. 

iii. I und e rsta nd  tha t the  sta ff re spo nsib le  fo r the  a c tivitie s will ta ke  a ll 

re a so na b le  c a re  o f pa rtic ipa nts. 

iv. I c o nse nt to  a ny e me rg e nc y tre a tme nt ne c e ssa ry. I the re fo re  

a utho rise  the  pa rty le a d e r(s) to  sig n, o n my b e ha lf, a ny writte n fo rm 

o f c o nse nt re q uire d  b y the  ho spita l a utho ritie s sho uld  me d ic a l 

tre a tme nt (a  surg ic a l o p e ra tio n o r inje c tio n) b e  d e e me d  ne c e ssa ry, 

p ro vide d  tha t the  d e la y re q uire d  to  o b ta in my sig na ture  mig ht b e  

c o nside re d , in the  o p inio n o f the  d o c to r o r surg e o n c o nc e rne d , like ly 

to  e nd a ng e r my c hild 's he a lth o r sa fe ty. 

v. I c o nse nt to  my c hild  tra ve lling  in a  mo to r ve hic le  d rive n b y a  

me mb e r o f sta ff o r o the r a d ult in the  e ve nt o f a n e me rg e nc y a nd  in 

a c c o rd a nc e  with a sso c ia te d  LEA g uida nc e . 

 

 

Sig na ture ……………………………………………. Print ….……………………………… 
(Ple a se  print yo ur na me  a lo ng sid e  yo ur sig na ture ) 

 

Ple a se  re turn this fo rm, to g e the r with a ny de p o sit o r pa yme nt re q uire d , to : 
 

…………………………………………………………….  By (d a te ) ……………………… 

 
 

A c opy of this form ma y be  re turne d to  pa re nt/ g ua rdia n by the  sc hool onc e  re c e ive d a fte r 

sig na ture , should it be  re que ste d. 


