
Family Mediation West  
Offices in both Glasgow and Kilmarnock 

19 Woodside Place, Glasgow G3 7QL  
28/30 Grange Street, Kilmarnock KA1 2DD  

Charity Number: SC008938 Company Number: 103933 
Registered Scottish Charity 

Affiliated to Relationships Scotland 
  1 

 
 

  

Please read the forms below and complete ONE relevant to you. 
 

MEDICAL FORM (1) 
-To be completed by the person with care of the child(ren)- 

(Please print using BLOCK letters) 
 

Child(ren)’s Information 

Name____________________________ Date of Birth_________________  Male Female 

Name____________________________ Date of Birth_________________  Male Female 

Name____________________________ Date of Birth_________________  Male Female 

Medical information we should know about 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

Name of person with care of the child(ren)_____________________________________ 
 
Relationship to child(ren) ___________________________________________________ 
 
Address _________________________________________________________________ 

 
    __________________________________________    Post Code____________ 

 
Home Phone_______________________ Mobile Phone___________________________ 
 
Email Address: ___________________________________________________________ 
 
If required do, we have permission to contact your emergency contact person Yes/No 

Emergency contact person _________________________________________________ 

Phone No. _____________________ 
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Signature________________________________________      Date__________________ 

MEDICAL FORM (2) 
-To be completed by the person attending contact- 

(Please print using BLOCK letters) 
 

 
Name of person attending contact____________________________________________ 
 
Name(s) of child(ren) ______________________________________________________ 
 
Relationship to child(ren) ___________________________________________________ 
 
Address _________________________________________________________________ 
 

    _________________________________________________________________ 
   
    Post Code________________________ 

 
Home Phone_______________________      Mobile Phone________________________ 
 
Email Address: ___________________________________________________________ 
 
 

Medical information we should know about: 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

If required do, we have permission to contact your emergency contact person Yes/No 

 
Emergency contact person _________________________________________________ 

Phone No. _________________________ 
 
 
 
 
Signature______________________________________    Date____________________ 
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