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Desart Hall

New Street

Kilkenny

Tel: (056) 7761200
Parental Consent Form
Club: ____________________
Date:________________
Volunteer Contact: ………………………….
Mobile No:……………………………………
Parent/Guardian Consent Form

Name of Participant:
…………………………………………………………………

Parent/Guardian:
…………………………………………………………………
Address:

…………………………………………………………………

Date of Birth:

……………………   Age:  ……………………………………

Home Tel No:

………………….      Mobile Tel No:…………………………

Third Party Emergency Contact Details ………………………………………………

TERMS AND CONDITIONS

· For the duration of any programme/project that Ossory Youth is running, all participants and staff must adhere to the organisations Drugs and Alcohol Policy which means zero tolerance in relation to anyone using/taking drugs or alcohol. A drug is any substance, other than food, that changes the way the body thinks, acts or feels.

· At all times, participants must adhere to an acceptable level of behaviour during all programmes.

· Whilst every effort is made to keep your child/ward safe according to Health & Safety and Child Protection & Insurance Policies, they cannot be monitored 24 hours a day.  It is expected therefore that each participant shows proper consideration and responsibility for themselves, co-members, staff and leaders at all times. 
· Certain activities are not covered by Ossory Youth’s Insurance policy such as horse-riding, abseiling, etc however, all these activities are covered under each activity centre’s own insurance policies that Ossory Youth uses.
Please tick the box below if you consent to photographs of your child/guardian being used as part of Ossory Youth’s promotional material 


⁯

Please tick the box below if you consent to staff members contacting your son/daughter by text from time to time in relation to meetings times etc
⁯


I give permission for my son/daughter named above to participate in the above mentioned activity/ club
Parent/Guardian signature   ……………………….   
Date  .………..
Medical Information


Please tick as appropriate





My child has had TETANUS Vaccine/Booster			Yes ‭  No ‭


My child is allergic to PENICILLIN				Yes ‭  No ‭


My child is allergic to OTHER KNOWN MEDICATION	Yes ‭  No ‭


My child is allergic to certain FOODS 				Yes ‭  No ‭


Does your child suffer from any MEDICAL CONDITION	Yes ‭  No ‭


Is your child currently using  MEDICATION.  			Yes ‭  No ‭


Do you suffer from Travel Sickness				Yes ⁪  No ⁪





If you answered YES to any of the above questions, please provide any additional information about your child that is important for us to know. For example any known side effects of current medication.


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


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


Additional Information





Phobias/Fears (e.g. spiders, heights, panic attacks, balloons etc)	Yes ⁪ No ⁪


Patterns of Behaviour (e.g. sleep walking, running off in		Yes ⁪ No ⁪


Stressful situations etc)


If you answered YES to any of the above, please provide additional info……………………………………………………………………………………….………………………………………………………………………………………………………………………………………………………………………………………………











