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BRIGHT FUTURES
ACTIVITY WEEK for SIBLINGS, YOUNG CARERS & FRIENDS

8TH – 12TH AUGUST 2011
PGL LIDDINGTON

Nr SWINDON

BOOKING FORM

PLEASE COMPLETE ONE FORM PER CHILD, & RETURN WITH FULL PAYMENT OF £30 PER CHILD TO:  

ASNA, SUITE W05, WINDRUSH INNOVATION CENTRE, HOWBERY PARK, WALLINGFORD, OX10 8AB.
Full name of child ………………………………………………………………  Date of birth …………………………..
Name of parent/guardian:  Title …………..   Name……………………………………………………………………..

Full postal address ………………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………...

Telephone (day) …………………………..………… Telephone (evening.) …………….………….…………….……

Mobile no ………………………………………. Email ……………………………………………………………………

Will you need assistance with transport to the holiday?          Yes/No

Please specify ………………………………………………………………………………………………………………
Name of doctor …………………………………………………  Telephone no ………………………………………..

Please give details of any medical conditions, allergies and current medication: …………………………………..

………………………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………...

Is your child allergic to any medication? (give details) ………………………………………………………………….

………………………………………………………………………………………………………………………………...

Please give details of any special dietary requirements ………………………………………………………………..

………………………………………………………………………………………………………………………………...

Is your child able to swim 25 metres or more?          Yes/No

Is your child unable to swim 25 metres or more but is confident in water?         Yes/No

Is your child unable to swim?          Yes/No

Photograph consent:  I consent to pictures of my child/children being taken, for ASNA use only.           Yes/No 

Declaration:  I have read the information sheet provided by PGL and agree to my child’s participation in the activities described.  I believe that the information I have provided above is correct and will notify ASNA of any changes as soon as possible.  I agree to my child receiving medication as instructed and to any emergency dental, medical or surgical treatment as considered necessary by the medical authorities present.  I understand the extent and limitations of the insurance cover provided.

Signature of parent/guardian ……………………… ………………………………  Date …………………….........
�








