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PHO

YOUNG PERSONS DETAILS





FULL NAME		……………………………………………………………MALE/FEMALE


ADDRESS 		……………………………………………………………………..


& POST CODE		……………………………………………………………………..


DATE OF BIRTH	……………………………………………………………………..


TELEPHONE NO.	……………………………………………………………………..





PARENT/CARERS DETAILS





FULL NAME		………………………………………………………………………


ADDRESS		………………………………………………………………………


& POST CODE		……………………………………………………………………….


TELEPHONE NO.  DAY…………………………EVE………………………………


				MOBILE………………………………………………………..




















PLEASE PLACE A TICK NEXT TO THE STATEMENT THAT BEST DESCRIBES THE YOUNG PERSONS ETHNIC ORIGIN.





ASIAN/ASIAN BRITISH				DUAL HERITAGE			


BANGLADESHI						WHITE AND ASIAN


INDIAN							WHITE AND BLACK AFRICAN


PAKISTANI							WHITE AND BLACK CARIBBEAN


OTHER ASIAN BACKGROUND				OTHER DUAL BACKGROUND


BLACK/BLACK BRITISH					WHITE


AFRICAN							BRITISH


CARIBBEAN							IRISH


OTHER BLACK BACKGROUND				OTHER WHITE BACKGROUND


CHINESE							OTHER ETHNIC GROUP


CHINESE							PLEASE SPECIFY………………………………….

















DOES THE YOUNG PERSON HAVE ANY SPECIAL EDUCATIONAL NEEDS OR DISABILITIES?									 YES		NO




















DETAILS OF EMERGENCY CONTACT IF PARENT/CARER IS UNAVAILABLE





NAME……………………………………………………….TELEPHONE NO…………………………………………………





DOES THE YOUNG PERSON:





HAVE ANY CONDITIONS REQUIRING MEDICAL TREATMENT OR MEDICATION


YES/NO    DETAILS…………………………………………………………………………





HAVE ANY SPECIAL REQUIREMENTS E.G DIET, ALLERGIES, EPILEPSY, ASTHMA 


YES/NO     DETAILS…………………………………………………………………………….





HAS THE YOUNG PERSON HAD A TETANUS INJECTION IN THE LAST 5 YEARS


YES/NO





PARENTAL CONSENT





AUTHORISATION:


IN THE EVENT OF AN ACCIDENT OR ILLNESS, I AUTHORISE PROJECT STAFF TO:


SIGN ON MY BEHALF, ANY WRITTEN FORM OF CONSENT REQUIRED BY MEDICAL AUTHORITIES, IF THE DELAY REQUIRED TO OBTAIN MY OWN CONSENT IS CONSIDERED INADVISABLE BY A DOCTOR.


ADMINISTER PRESCRIBED OR NON PRESCRIBED MEDICATION TO MY SON/DAUGHTER





CODE OF CONDUCT


IF YOUR SON/DAUGHTERS BEHAVIOUR TOWARDS STAFF, OTHER YOUNG PEOPLE OR THE GENERAL PUBLIC IS PERSISTENTLY CHALLENGING OR HE/SHE ACTS IN A DANGEROUS MANNER THE PROJECT WORKERS WILL CONTACT YOU AND REQUEST THAT YOU COLLECT THEM AND TAKE THEM HOME.





DATA PROTECTION


THE PERSONAL DETAILS COLLECTED ON THIS FORM ARE REQUIRED FOR HEALTH AND SAFETY REASONS AND WILL REMAIN CONFIDENTIAL . HOWEVER, OCCASIONALLY STATISTICAL INFORMATION MAY BE SHARED WITH OTHER ORGANISATIONS.





PERMISSION


 I GIVE PERMISSION FOR MY SON/DAUGHTER TO TAKE PART IN ALL ASPECTS OF THE AXLR8 ROAD USER EDUCATION PROGRAMME INCLUDING MOTORBIKE MAINTENANCE AND BASIC RIDING SKILLS.





PHOTOGRAPHS


PHOTOGRAPHS TAKEN DURING AXLR8 PROGRAMMES WILL ONLY BE USED FOR PORTFOLIO EVIDENCE, DISPLAY AND PUBLICITY PURPOSES


 





SIGNED PARENT/CARER      …………………………………………………….





DATE				   ……………………………………………………….





YOUNG PERSONS DOCTORS DETAILS





G.P NAME				………………………………………………………………………………….


SURGERY ADDRESS		…………………………………………………………………………………..


TELEPHONE NO.		……………………………………………………………………………………








