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SCOTTISH GARELOCHHEAD MARCHES 
CONSENT FORM AND CERTIFICATE OF HEALTH
PERSONNEL DETAILS AND CERTIFICATE OF HEALTH
	Surname:


	Forenames:



	Rank:
	Service Number:
	Date of Birth:
	RN/RM/Army//RAF/SCC/ACF/ATC/CCF/ other _____________________

Sqn/Unit:


NEXT OF KIN/PERSON TO CONTACT
	Name:
	Relationship:



	Address:


	Telephone No:



	Post Code:
	

	Contact address and Telephone Number during SGM (if different from above)




I have volunteered to attend the Scottish Garelochhead Two Day Marches:

Year __________________________ from _____________________ to ________________

I certify that I am fit to participate in the 80 km route over the two days of the Scottish Garelochhead Marches or attend as support staff member.  I will advise my Commanding Officer/Wing Administrative Officer if I have contact with any infectious diseases in the 3 weeks prior to SGM.

The information contained in this document is classified as sensitive personal information and is subject to the provisions of the Data Protection Act 1998.  It is necessary for such information to be retained for legal reasons.  Only such data as is relevant to your attendance at the camp will be used / retained. Signing below indicates your consent for us to use and retain such data.  You have a right under the Data Protection Act 1998 to request access to any personal information we hold about you.

Date _____________________________ Signed __________________________

(TO BE SIGNED BY PARENT OR GUARDIAN IF PARTICIPANT IS UNDER 18 YEARS OF AGE)
REGARDLESS OF YOUR MEDICAL CONDITION YOU ARE REQUIRED TO COMPLETE AND SIGN THE CERTIFICATE OF HEALTH OVERLEAF

CERTIFICATE OF HEALTH
Do you suffer from the following? (CIRCLE “YES or “NO”).  Amplify any problem on a separate sheet of paper sealed in an envelope marked for the attention of OC Medical Support.
	Chest and Heart Conditions:  Other than mild chest infections, a chest or heart condition may be significant: this includes any history of asthma, bronchitis or wheezing


	YES
	NO

	Epilepsy:


	YES
	NO

	Any Loss of Consciousness or Blackouts:  This includes any history of fainting episodes


	YES
	NO

	Ear or Sinus Problems:


	YES
	NO

	Diabetes:


	YES
	NO

	Severe Headaches:


	YES
	NO

	Any Other Major Illness or Injury:


	YES
	NO

	Any Conditions Requiring Regular Prescribed Medication:


	YES
	NO

	Any Condition Requiring Regular Care, Doctor or Hospital Specialist:


	YES
	NO

	Any Other Disability:  (if YES give details)


	YES
	NO

	Are you taking tablets or medicines?:  If YES, specify:


	YES
	NO

	Do you have any known Allergies?:  If YES, specify:


	YES
	NO

	Do you have any Diet Restrictions or Special Food needs?:  If YES, specify:


	YES
	NO


DETAILS OF DOCTOR
NAME: ____________________________ADDRESS: ____________________________________

_________________________________________________________________________________

POSTCODE: _______________________ TEL NO: ______________________________________

DATE: ____________________________ SIGNED: ______________________________________

(NAME IN BLOCK CAPITALS) ______________________________________________________
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