FIELD STUDIES

Information and Emergency Contacts

	General

Residential Visit ______________________________________________________

Full Name _____________________________________Date of Birth ___________

Journey to ___________________________________________________________

Having had all relevant information, I agree to take part in all of the activities described.  I understand that, while the staff in charge of the party will take all reasonable care of individuals within the party, they cannot be held responsible for any loss or damage suffered by participants during the journey.


	Medical
I do not suffer from any condition requiring regular treatment ( tick if applicable,    

                                                                                                      or answer the relevant questions below

I suffer from _________________________________________________________

requiring regular medical treatment.  I enclose a letter giving full details of the condition and its treatment.

I have the following lifelong condition/disability ____________________________

I suffer from travel sickness      Yes / No     * delete as appropriate
I have the following allergies ____________________________________________

My National Health Service Medical Card number is _______________________


	Date of last Tetanus injection ___________________________________________

Name of Family Doctor _________________________Tel. No.________________

Address _____________________________________________________________



	Emergency Contact Name  ___________________________________________

Relationship _________________________Tel. No._________________________

Address _____________________________________________________________

_____________________________________________________________________



	DECLARATION: The information I have given is accurate to the best of my knowledge.

Signature _____________________________________ Date __________________

Name in block capitals _________________________________________________


