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Health Record Booklet for Child in Care
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I hereby give my consent to such medical and dental treatment as may be
recommended by a qualified medical or dental practitioner for:
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I additionally give my consent that the person/persons who hasfhave care of my child

should have free access to all medical and dental information which has been given by
a qualifiéd practitioner and is relevant to hisfher health.

* lagree o the child named above, receiving at the appropriate times protection against the
following diseases

** Diphtheria: Whooping Cough: Tetanus: Poliomyellitis: MMR (Measles, Mumps,
Rubella)
** Delete any not required and ring those required.
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(Father, Mother, Legal Guardian) District Manager or Delegated Person
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Forms A, B & C should be completed as appropriate: See CONSENTS.
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