CONSENT FORM-PARENT/GUARDIAN 
(To be completed in respect of all young people aged under 16 years and vulnerable adults) I hereby give consent that, as the 
person with legal responsibility of …………………………………........................ (name of young person) can participate in the competition. 
I give consent that …………………………………………... (name of young person) may be photographed and/or filmed during the 
project and these may be used for promotional material by Groundwork Lincolnshire in the future (this is in accordance with the 
Data protection Act).

I also agree that medical treatment can be administered, if necessary, including the administration of general anaesthetic and surgical operations in accordance with the recommendation of a qualified practitioner. (Please state if you have any objections with any of the above conditions)

Note
……………………………………………………………………………………………………
Date of Birth: …………………………………………………………………………………………………………………………………….
            1.
MEDICAL INFORMATION
a)
Does your child suffer from any condition requiring medical treatment, including medication?





YES/NO

If YES, please give brief details
………………………………………………………………………………………………………………………………………

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

b)
Is your child allergic to any medication?
YES/NO

If YES, please specify

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

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

c)
Has your child received a tetanus injection in the last five years?

YES/NO
2.  If you do not want your child to appear in a photograph or film, which may be used 
for publicity purposes, please tick ( (This is in accordance with the Data Protection Act.)
3. INSURANCE

I understand that the organiser has not arranged personal accident cover for my child.
4. DECLARATION

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

YES/NO

If NO, please specify……………………………………………………………………...........



5. I may be contacted by telephoning the following numbers:
…………………………………….........................






…………………………………………………….
My home address is:
……………………………………………………………………………………………………………………………………..

…………………………………………………………………………………………………………………………………….
If not available at above, please contact:

Name: …………………………………………………………………………………………………………………………….
Number: …………………………………………………………………………………………………………………………
Family doctor name: …………………………………………………………………………………………………………………………...

Telephone number: ……………………………………………………………………………………………….........................................
Medical Practice name: ………………………………………………………………………………………………………………………..

Signed…………………………………………………………. (Parent/Guardian) Date……………………………………………………

