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Name ____________________________________________  DOB ___________  NHS No _________________
Address________________________________________________________________   Postcode___________

Hospital____________________________________   Name of consultant _______________________________

Diagnosis______________________________________________________   Date of diagnosis_____________

GP name____________________________________________ Telephone number_______________________

Practice name and address_____________________________________________________________________

On/Off treatment_____________ If off treatment, date treatment completed_______________________________

Recent blood count___________________________________________________________________________

Current therapy______________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________


__________________________________________________________________________________________

If the child is exposed to chicken pox, will ZIG be needed?  Yes/No          Is the child immunosuppressed?  Yes/No

Does child have Hickman/central line or PEG feed? Yes/No   If yes, will line need flushing during holiday?  Yes/No 

If yes please provide relevant protocols___________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Medical history (include allergies) _______________________________________________________________

__________________________________________________________________________________________

Please provide contact details for a member of your team:  
Name_____________________________  Telephone number_________________________

Signature of appropriate DOCTOR_________________________________     Date______________________
PARENTAL CONSENT

I hereby consent to medical staff appointed by Camp Quality UK to make decisions, administer and give consent for medical treatment to the child named above and their siblings.
Signature of PARENT_________________________________________     Date________________________
Please return form to your camp director. If you are unsure who to send it to please call 07983 563747





The “appropriate doctor” for this form is either the child’s consultant or GP (if no longer under care of hospital)








Medical form











Please complete on reverse if required


