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A CONSENT TO MEDICAL TREATMENT: - -
I hereby give my consent to vaccination against Poliomyelitis, Tuberculosis, Diphtheria, Whooping Cough,
Tetanus, or any other disease, and to any treatment, injection or operative measures, including the
administration of an anaesthetic considered necessary by a registered medical practitioner or dental
surgeon, for the time that my child remains in the care of Lothian Regional Council.

I understand that wherever possible I will be consulted about any significant treatment so long as my
whereabouts remain known to the Social Work Department.

CONSENT 7O ACTIVITIES:
I give my consent to my child being involved in normal sporting,hcliday and social activities during
his/her stay in the care of Lothian Regional Council.

I also understand that if my child is to participate in any significant holiday, sport, or hazardous
activity I will be notified and consulted about this so long as my whereabouts are known to the Social
Work Department.

I also understand that sport and activities will be supervised, where appropriate,by a responsible
adult.

I have detailed below those activities in which I do not wish my child to participate.
LIST OF ACTIVITIES NOT AGREED TO:
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2e esoscsccnssesccsssesassaseesecasesseass0s00e0seacesasosoc0000800008300800000000e0080008000008000 8000
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Ue coanesacososasoscssascecssscesoossassnoeooesossasosesescsscsocsossstosscensooesosecsosaasoscossssss
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tossssssescssanssasssessslitness Date ..yffz.i .:...gtif......

Signed

B REFUSAL TO CONSENT TO MEDICAL TREATMENT:
I have been asked to give my consent to appropriate treatment for my child during his/her stay in the
care of Lothian Regional Council and I have refused to give this consent.

SigNEd ceessosssscsenssssncssassssssssasansansossaasssParent/Guardian Date eeccesosssesncsasccoacsca

Signed secscessacesascscsssssssssssssccsssssssassonssollitness Date cococcocsccasssccsscanss

C TO WHOM IT MAY CONCERN
The parents of this child are unable to be found or have refused to sign their consent to any essential
medical treatment which the child may require.
* The child is now in the care of the Lothian Regional Council Department of Social Work under

Section .........of the-.oaacnonoootooo.o-no.o'.o'a&iic‘cicd-l-----c-v-onn.--on-.---loACt 19
OR * The child is subject to a Place of Safety Warrant/Court Order in terms of Section ceececsssss 0Of the

Weesaesesscsacanccennsssasnassesecassasssscatecsssascssscncnasasncscosss ACL 19 and is presently
being cared for by the Lothian Social Work Department.

Since the Lothian Regional Council does not at this stage hold parental rights in respect of this child I

would request medical staff, in consultation with their colleagues, to consider offering any necessary
medical or surgical treatment despite the absence of parental consent.

Signature VevoesecccesessnssasasonsesssoscesDES5iONatioN.scccossccccescoscosssccscasscsssDAlBeocsccscccsasnan
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MOORE HOUSE SCHOOL

PARENTAL CONSENT TO MEDICAL TREATMENT
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' Address JS7. Leeafl, Geolr, HanpeD ..
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CONSENT TO MEDICAL TREATMENT:

I hereby give my consent to vaccination against Poliomyelitis,
Tuberculosis, Diphtheria, Whooping Cough, Tetenus, or any other
disease, and to any treatment, injection or operative measures,
 including the administration of an anaesthetic considered necessary
/ by a registered medical practitioner or dental surgeon, for the
time that my child remains in the care of Moore House School.

I understand that wherever possible I will be consulted about any
significant treatment so long as my whereabouts remain known to
the Principal, Moore House School.

Signed_ ............. Parent/Guardian DatedO /L[5 .
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Signed. _ ........... Witness Date.20/../. 75
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I E%gfgﬁl f&@%vﬁixf feel that I am responsible enough to have

possession of my own cigarettes and matches.

I agree to smoke only in the lounge at appropriate times and understand

that it is also my responsibility to ensure that no one smokes in banned
areas. I agree not to share my cigarettes or give cigarettes to anyone

who is not allowed to smoke.

I accept the above conditions and I am aware that any breach of these

rules could result in Moore House School becoming a non-smoking school
and I promise to act responsibly at all times.

S0, , /
Signed ‘é{g@%l\ Macy s,/

Date %/5 /?ﬁ‘; “ ’1/

I _—_ give permission for DT TiEACEN
7

- .
to smoke in Moore Hoése School, and agree to the above conditions.

Date &r~—//ﬁ (a5 .






