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Membership and Medical Form 2026

By completing this form you are a Member of Community Works. We are collecting the information below with
your consent foranumber of reasons:

. Legislative - to ensure your health and safety

. Consent - to use yourinformation to support funding applications

With your consent we will keep yourrecords for7 years; however, you can withdraw your consent forus to keep
yourinformation at any time. Community Works will use yourinformation forits own purposes and will not share
it with a third party without consent.

Name: DoB:
Address:

Home phone: Mobile:
Email:

In an emergency please contact:

Name: Relationship:
Address:
Telephone: Mobile:

Please complete the following:
| agree to the above information being recorded and kept by Community Works.  Yes-No

| agree thatinformation about the servicesI've accessed can be used for statistical purposes and
recorded on Community Works database. Yes - No

lam over 16 and give permission for my photograph to be used for publicity.
(If under 16 please have parent sign for consent) Yes-No

lunderstand that | can withdraw my membership of Community Works at any time. Yes - No

e




DISCOVERY,

S

What is your availability for volunteering? (please tick)

ShortTerm

OpenEnded

Other (please specify)

Am

Pm

Evening

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

Please tell us about your skills and reasons why you would like to volunteer for this project (eg. Wildlife
enthusiast, ecologist, enjoy being outside, want to support a community project etc.)
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Medical Information

Please give details

Medical condition(s)

Are you suffering from, or a carrier of any infectious
disease?

Have you beentreated by the doctor orbeenin
hospital within the past two years?

Are you taking any medication? If so please give
details and dosage

Doyou have heart trouble orraised blood pressure?

Do you have asthma, bronchitis or shortness of
breath?

Doyouhave diabetes?

Doyou have epilepsy, fainting attacks, migraines or
asevere headinjury?

Do you have a psychiatric or mentalillness?

Doyou have ahistory of fractures, tendon or
ligament damage?

Areyou allergic to anything? E.g.: food, medicine

Are youregistered disabled?

Isthere anything else we need to know about you?

Details of Doctor:

CodBeck: Discovery is a dynamic project and as such, each activity will be unique. Activities are likely to be
outdoors, beside riverbanks and possibly inremote locations. Specificinformation and guidance foreach
activity will be provided so that volunteers can decide if it is suitable for them.

lunderstand thatitis my responsibility to inform Community Works if my medical circumstances change and |
cannot complete certain acivities. Yes-No

Signature:




