MEDICAL
DETAILS

PLEASE COMPLETE THE FOLLOWING INFORMATION

NAME DOB / /

YOUR CONTACT NUMBERS
Your emergency contact details during your stay with us are:

NAME OF PARENT
/GUARDIAN/GONTACT ETC
ADDRESS OF PARENT/GUARDIAN/CONTACT ETC EMAIL
HOME
TEL NO.
FAMILY DOCTOR’S NAME
POSTCODE DOCTOR’S
TEL NO.
MEDICGAL DETAILS
Please indicate with a tick if you suffer from any of the following:
ALLERGY ASTHMA EPILEPSY OTHERS
Please specify

None of the above will exclude you from participating in Project 32. The information is needed to enable us to
make the appropriate arrangements for your stay.



Please give details of any medicine that you are currently taking and how often it has to be taken.

MEDICAL GONDITION MEDICATION REQUIRED HOW OFTEN YOU TAKE IT

PLEASE COMPLETE THE FOLLOWING BY TICKING YOUR ANSWER:

Please include this form with your application.



