
Essential information for participants attending Climbing Out Activity Programmes. To be filled out by the participant or a consenting adult if the participant is under18yrs of age.
All information will remain strictly confidential.

Please return this to Ravinder Sandhu either by email: marketing@sta.co.uk  

Or by post: STA, Anchor House Birch Street, Walsall, WS2 8HZ

Deadline: 8th July 2019
Note:  On your trip with Climbing Out, you will be taking part in adventurous activities, which can involve some personal risk.  It is a legal requirement that before starting any activity you fully complete the following medical declaration.  The information will help us to decide what staffing and equipment are needed so that we can keep everyone safe on your trip safe.

PART A - PARTICIAPNT  DETAILS:

Surname: _______________________________________ 
First Names: ____________________________________________
Trip Start Date: __________________________________
Trip Finish Date:__________________________________________

Name of Hospital and Support Worker (where relevant)____________________________________________________________
Age:____________________________________  
Date of Birth:_____________________________________________
Height:_______________________________

Weight:
_______________________________
Approximate Clothing Size (please circle):     Size    XS      S      M      L     XL      XXL               Shoe Size________________
Would you describe your son/daughter as (please circle):
      Very Fit
Fit
  Unfit
        Very Unfit


Swimming ability (please circle):
Strong Swimmer
Average Swimmer
Weak Swimmer
Non Swimmer
Permanent Address:
________________________________________________________________________________



________________________________________________________________________________



____________________________________  Post Code:__________________________________
Details of Parent or Guardian:  
Name of parent or gaurdian__________________________________________________________________________________

Mobile Number _____________________________________
Email Address:  
________________________________________________________________________________
PART B - EMERGENCY CONTACT/NEXT OF KIN: Please give details of the first person we should contact in an emergency - all details are for internal use only

Name:___________________________________________ Relationship to you:_______________________________________

Address:________________________________________________________________________________________________   
 _______________________________________________________________________________________________________
Mobile:  __________________________________________ Home:_________________________________________________
PART C  – YOUR GP:
Name of GP; ____________________________________________________________________________________________
Name and Address of Surgery ______________________________________________________________________________
_______________________________________________________________________________________________________
Telephone Number     _____________________________________________________________________________________
PART D – MEDICAL INFORMATION:
1.  Is your son/daughter on any form of medication?  If yes, please give details of medication with dosage.

________________________________________________________________________________________________________
________________________________________________________________________________________________________
2.  Hearing:
Do they suffer from any notable impairment or deficiency with their hearing?

Yes / No

3.  Sight:

Do they suffer from any notable defect in their vision?



Yes / No

4.  Muscles and Bones:

a. Do they have any restriction of movement in their joints or limbs?  


Yes / No

b. Do they have any other restrictions in their movements e.g. neck or back? 

Yes / No

c. Do they suffer from any weakness or reoccurring injury to joints, limbs, back or neck?
Yes / No

5.  Allergies:

a) Do they suffer from any allergies?





Yes / No

b) Do they suffer from asthma?






Yes / No

6. Other:
Do they have any other Illness, disability, disease, impairment, previous injury or any other 

medical condition not included above?





Yes / No
7. Mental Health
a) To they have any mental health concerns?




Yes / No



b) Are they currently undergoing and form of therapy?



Yes / No
If you have answered YES to any question from 2 to 6 please give relevant details below (Please continue on a separate sheet if necessary):
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Are they: Independently mobile -  Yes/No
Self Reliant – Yes/No
Self Medicating - Yes/No/NA
Please include any additional information we may need to know on a separate sheet of paper.
Signed Consent: (To be signed by your doctor or consultant) This is to say that your doctor considers you fit and well enough to take part in a Climbing Out programme.

………………………………………………………………………………………………………   Date…………………….
PART E - DIET:

Please make a note of any necessary dietary requirements:

________________________________________________________________________________________________________

PART F – OTHER:

I consent to Climbing Out, directly or indirectly, photographing, producing film and written materials, audio reports and interviews with me during the course of any trip for promotional activities relating to Climbing Out. Please tick either   Yes  ( or No  ( 

________________________________________________________________________________________________________
PART G – DECLARATION: To be signed by the participants parent or guardian
I declare that the information given above is accurate and true, and that I have not knowingly withheld any information.  I understand that to knowingly withhold any information could result in the termination of my son/daughters trip with Climbing Out.

Signed: 
___________________________________________________   Date:  ___________________

Print Your Name:  ______________________________________________________________________

Medical Form for Participants on Climbing Out Activity Programmes








