MAIDENHEAD/LODDON DISTRICT SCOUTS

ADULT HEALTH INFORMATION FORM 
Event:



         
HOLLAND 2009  – 12/8 - 278/2009
To be completed by all leaders/ADULTS.

The information given on the form will be treated in confidence and will be only be used in the event of a medical emergency during the event.  The form will be destroyed after the event. 

As far as I am aware I have/have not* been in contact with any infectious disease within the last 3 weeks.  If the answer is yes please give details overleaf.

I have/have not* been immunised against tetanus in the last 10 years.

I have/ do not have* any known allergies/ sensitivities (e.g. to nuts) or disabilities which the organisers need be aware of.  If yes please give full details including of any precautions and remedies overleaf.

I am/am not* suffering from any allergies or other conditions which anyone treating me in an emergency ought to be aware of.  If yes, please give details overleaf including, if appropriate, any medicines which are being /need to be taken and the names of the doctor and/or hospital concerned.

Name 

.........................................................................................................................................

Address
.......................................................................................................................................

Home tel
..........................................................................................

Scout Group/ District 
.......................................................................................

Name & address of doctor..........................................................................................................
.....................................................................................................................................................

National Health Service Number (if available) ............................ 

Date of birth ........................

Next of kin:



     Name ...................................................................................................................



Address during event  ..................................................................................................................


Tel no
 
                         
.....................................................................................

Signed
..........................................................

Date
..........................................................


* Please delete as appropriate
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