THE HANGER
Registration and Consent Form

Personal Details


First Name:                                                         


Last Name:


Date of Birth:                           Day               Month                   Year 



Postcode: 


Address 1:


Address 2:


Home phone:


Child’s Mobile phone:


Child’s Email:


Emergency Contact Name:


Emergency Contact Number:


Emergency Contact Relationship:


	Parent/guardian Email:




Name of school/college:


Borough:
	Gender:  Male / Female

Do you have a disability?
Yes / No  (If yes 

Please give details) ___________________________________________

Please tick your ethnic origin:
(Census definitions)

White

(
Black Caribbean
(
Black African
    (
 Black Other
   (
Indian
  
(
Pakistani

(
Bangladeshi
    (
Chinese
   (
Other Asian
(
Other


(
Religion:  ________________________




Doctor:                                        


Doctor Surgery:


Doctor Telephone:

Medical Information

Does your son/daughter have any medical conditions that we should know about?  If YES, please give brief details.  We will not administer medication apart from first aid if necessary.  

Please specify

____________________________________________________________________________________________________________________________
Does your son/daughter take any medication that we should know about?  

Please specify

____________________________________________________________________________________________________________________________

Does your son/daughter have any allergies or are they allergic to any medication/food?  ?                                         YES                  NO               
   

Please specify. 

Is there any other information that we should know about?  Please specify.

____________________________________________________________

Your Signature :  ______________________________________

 Parent/carer/guardian to complete and sign the section below.

Name of parent/ guardian: __________________________________

Name of young person: _____________________________________
































































































































