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WEST BRIDGFORD MONARCHS HOCKEY CLUB

GENERAL CONSENT FORM

To be completed in respect of all young people aged under 18 years by their Parent/Guardian.  

	CLUB:
	West Bridgford Monarchs


	1.
	DETAILS OF VISIT / ACTIVITY
	 Hockey training and regular fixtures

	
	
	

	
	DATE(S)
	 Wednesday evening 7-8pm        /      Sunday mornings 9 – 11am    

	
	
	

	
	I   agree  to  my  son / daughter / myself

	
	

	
	NAME
	
	taking part in any of the activities

	
	
	
	

	
	described therein.  I acknowledge the need for responsible behaviour on his / her / my part.

	
	

	2.
	INFORMATION

	
	a.
	Does your son / daughter suffer from any condition requiring medical treatment, including medication?                                                                                                                                   YES / NO

	
	
	If YES, please give brief details

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	b.
	To the best of your knowledge, has your son / daughter been in contact with any contagious diseases or suffered from anything in the last four weeks that may be or become contagious or infectious?                                                                                                                                     YES / NO

	
	
	If YES, please give brief details

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	c.
	Is your son /daughter allergic to any medication / substances e.g. Wasp stings          YES / NO

	
	
	If YES, please specify

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	d.
	Has your son / daughter received a tetanus injection in the last five years?                 YES / NO

	
	
	

	
	e.
	Please outline any special dietary requirements of your child

	
	
	

	
	
	

	
	
	

	
	
	

	
	f.
	I agree to my son/daughter being collected promptly at the end of training sessions                                     YES / NO



	
	
	

	
	g.
	I agree to my son/daughters photograph being taken for the purpose of hockey only                                    YES / NO




	3.
	DECLARATION

	
	

	
	I agree to my son / daughter receiving emergency medical treatment, including anaesthetic, as considered necessary by the medical authorities present.

	
	

	
	I may be contacted by telephoning the following numbers:

	
	

	
	Work:
	
	Times:
	

	
	
	
	
	

	
	Home:
	
	Times:
	

	
	
	
	
	

	
	Mobile:
	
	
	

	
	
	
	
	

	
	Please tick the first contact number in event of an emergency

	
	

	
	My home address is:
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	If not available at any of the above telephone numbers please nominate additional contact person

	
	

	
	Name:
	

	
	
	

	
	Relationship:
	

	
	
	

	
	Emergency Tel. No.
	

	
	
	

	
	Address:
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	Name, address and telephone number of family doctor:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	Date:
	
	Signed:
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	This form should returned to the Lead Coach and kept on file during every training session. 

	
	

	
	


This form is available in different fonts/sizes etc. on request from Rachael Fell / Bob Douglas






