

Data Protection Act: The information provided on this form will only be used for the purpose of administering the work experience programme at Stroud District Council. The data will not be disclosed to any external sources other than in an emergency.

Section 1 Personal details

Section 2 Parent/Carer/Guardian details

Section 3  Declaration (This information will be treated as strictly confidential and will not have any detrimental effect on the Work Experience Programme but it will assist us in developing a suitable schedule of work for the duration of the experience period).

Section 4 Consent (Please delete any wording that reflects something that you do not wish to give your consent for).

(section 5)  Medical information




Name of student: _____________________________________





Address ____________________________________________________________________





Telephone number ___________________________________





Date of birth __________________ Male/Female*








Name (first contact) _____________________________________________________________





Telephone number __________________________Mobile number_______________________





Name (second contact) __________________________________________________________





Telephone number __________________________Mobile number_______________________














Has the child named in section 1 above:





Any specific learning needs that may need to be taken into account when planning the programme of work experience? yes/no* If yes, please provide relevant information on a separate sheet or by telephone/email





Any disability that may need to be taken into account when planning the period of work experience?  yes/no* If yes, please provide relevant information on a separate sheet or by telephone/email





Has the child been the subject of any disciplinary action internally or externally in the past 6 months that may have a bearing upon the field of work being considered? In particular are there any reasons that the child should be excluded from working with vulnerable persons?  yes/no*





I agree to the person named above in section 1 to take part in the Work Experience Programme at Stroud District Council for a period of work experience in accordance with the dates below. I understand that I may withdraw consent at any time by contacting Fiona Hammond (or her representative) in Human Resources at Ebley Mill, Westward Road, Stroud, GL5 4UB (01453 754320). I understand that the staff responsible will take all reasonable care and supervision of participants on the programme.





Should the child named above become unfit for work due to illness during the dates of work experience, I will contact his/her Workplace Mentor to notify them of the absence.





I agree that any photographs or video material taken of the child whilst participating in activities provided Stroud District Council may be used for any reports, promotional material (including the Council’s website and intranet) or educational purposes without limitation, reservation or compensation.





I agree that should the occasion arise, I give consent to any medical treatment necessary in the event of an emergency. I therefore authorise the Workplace Mentor to sign, on my behalf, any written form of consent required by hospital authorities should medical treatment be deemed necessary, provided that the delay required to obtain my signature might be considered, in the opinion of the medical staff concerned, likely to endanger the health of the child.








Signed:  					Name:					Date:





Dates of work experience:























Please answer the following questions in relation to the child referred to in section1 of this form:





Has the child, to your knowledge been in contact with any infectious illnesses in the last 3 weeks?


yes/no*. If yes, please give brief details:











Does the child suffer from any medical condition (such as asthma, epilepsy, diabetes etc) or any allergy?  yes/no*.  If yes, please give brief details:











Details of the child’s GP:





Name of Doctor:				Surgery address:





Telephone number














* Please delete as appropriate


