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CONSENT FORM FOR SPECIFIC SCHOOL VISIT  

 
Name of Child 1 :   ________________________     Class :  __ ______________ 
 

Name of Child 2 :   ________________________     Class :  ________________ 
 
 

Date of Visit :  

Venue :  

 

Medical Information 
 

(a) Any conditions requiring medical treatment, including medication?      YES / NO 
If yes, please give brief details in box below and make sure the school has the 
appropriate medication. 

 
 

 
 (b) Does your son/daughter have any allergies, including to any medication?   YES / NO 
 
 If yes, please give brief details in box below. 

 
 

 
 (c) When did your son/daughter last have a tetanus injection 
 
 
Voluntary Contribution for Educational Visit (Payments to School Fund) 
 
I enclose a voluntary contribution of £……………... (cash/cheque) 
 
Packed Meal (Payments to Shropshire Council) 
 

� My child is entitled to free school meals and I would like to order ………………. 
packed meal(s) from the School Kitchen (1 free meal/child/trip). 
 

� I would like to order ………………. packed meal(s) from the School Kitchen at a cost 
of £2.20 per child for this trip.  
 

� I will provide a packed meal(s) for my child/ren.                                            P.T.O. 

 
 

St John the Baptist CE Primary School & Nursery 

Church Street 

Ruyton XI Towns 

Shrewsbury 

Shropshire 

SY4 1LA 

Tel: 01939 260445 

Email: admin@ruyton.shropshire.sch.uk 
Website: www.ruytonschool.org.uk 



Declaration 
I agree to my child/ren receiving medication as I have instructed. I authorise the leaders and 
first aiders on this visit to give permission for my child/ren to receive any emergency dental, 
medical or surgical treatment, including the administration of anaesthetic as considered 
necessary by the medical authorities present if this should occur at a time when my consent to 
the particular treatment cannot otherwise reasonably be obtained.   
 
Note: If there are some medical treatments you will not consent to please ensure that you tell 
the party leader about these and attach details to this form. 
 
I understand the extent and limitations of the insurance cover provided. A copy of the insurance 
is held in the school office. 
 

Contact Details  
 

Home telephone No. :  

Work telephone No. :  

Home Address : 
 
 
 

 

Alternative Emergency Contact 
 

Name :  Tel No.   

Address : 
 
 
 

 

Doctor 
 

Doctor’s Name :  Tel No.   

Address : 
 
 
 

 

Collection of Child/Children 
 

� I am aware that my child/ren will need to be collected from school at the agreed time. 
 

� I will be collecting my child/ren OR 
 

My child will be collected by:………………………………………………………………………...  
 

� Please book an After School Club session for my child/ren 
 

 
I agree to my child/ren taking part in this visit and have read the above information.   
 
I agree to my child/ren’s participation in the activities described.   
 
I acknowledge the need for my child/ren to behave responsibly. 
 

 
Signed :  _________________________________ Date :  ____________________ 
 
Full Name (capitals) :  ___________________________________________________ 


