
	Family Name
	1: 

	2:
	3:
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Confidential: Restricted Access

	
Child’s Name
	
Known as
	
Gender   Please Circle
	
Date of Birth
	Customer Reference Number (CRN)
	Under Guardianship of Minister
	Indigenous Status
Torres Strait Islander

     Aboriginal                  

	1
	

	
	M / F / O
	/        /
	
	Yes / No
	Yes / No
	Yes / No

	2
	

	
	M / F / O
	/        /
	
	Yes / No
	Yes / No
	Yes / No

	3
	

	
	M / F / O
	/        /
	
	Yes / No
	Yes / No
	Yes / No



[image: ] 
	Have you applied for Child Care Subsidy (CCS)

	Yes
	No


	Name
	Known as
	Gender Please Circle
	Date of Birth
	Customer Reference Number (CRN)
	Relationship to Child
	Languages Spoken

	

	
	M / F / O
	/        /
	
	
	

	Address
	

	Phone Number
	(M)
	(W)
	(H)

	Email
	

	Place of Work
	


[image: ]
Contact Priority
Eligible Parent/Guardian & Billing Details (Claiming CCS)
Flexible/Casual Care

[image: ]   Contact Priority
Other Parent/Guardian (If Applicable)

	Name
	Known as
	Gender
Please Circle
	Date of Birth
	Relationship to Child
	Languages Spoken

	

	
	M / F / O
	/        /
	
	

	Address
	

	Phone Number
	(M)
	(W)
	(H)

	Email
	

	Place of Work
	


	Parenting Plan/Custody Orders Relating to Child/ren
Please notify us of any custody issues and attach a copy of any court orders/restraining orders

	_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 



	[bookmark: _Hlk82353172]Name
	

	Relationship to Child/ren
	

	Address
	

	Mobile Phone Number
	

	Work Phone Number
	

	Home Phone Number
	


Authority to Collect (If parents/guardians are unable to be contacted, these people have the authority to collect children)

This Person can be contacted in an emergency      Yes  /  No

	Name
	

	Relationship to Child/ren
	

	Address
	

	Mobile Phone Number
	

	Work Phone Number
	

	Home Phone Number
	




	Child/ren reside with:

	Parent/Guardian 1 □
	Parent/Guardian 2 □
	Shared Care □
	Court Order Supplied □


This Person can be contacted in an emergency      Yes  /  No

	Please list info for each child including their name:Medical Information per child

	Name:


	Name:
	Name:

	Date of Birth:
	/          /

	/          /
	/          /

	Has the child any conditions / medications that may be affected by OSHC activities?
	Yes / No (If yes please specify)



	Yes / No (If yes please specify)
	Yes / No (If yes please specify)

	Are your children’s immunisations up to date?
	Yes / No
	Yes / No
	Yes / No

	Does any child have a physical limitation, diagnosed disability or medical condition including asthma?
	Yes / No (If yes please specify and attach relevant medical plan)




	Yes / No (If yes please specify and attach relevant medical plan)
	Yes / No (If yes please specify and attach relevant medical plan)

	Does the child have any allergic reactions? Food/penicillin/other
	Yes / No (If yes please specify)



	Yes / No (If yes please specify)
	Yes / No (If yes please specify)

	Expected reaction:
	


	
	

	Treatment required:
	


	
	

	Does the child require an emergency response plan?
	


	
	

	Does the child usually require special aids? (e.g. glasses, hearing aid etc.)
	Yes / No (If yes please specify)



	Yes / No (If yes please specify)
	Yes / No (If yes please specify)

	Has the child any special dietary needs not related to allergies?
	Yes / No (If yes please specify)



	Yes / No (If yes please specify)
	Yes / No (If yes please specify)

	Medicare number:
	



	Health Care card number:
	



	Ambulance Cover with:
	



	Family Doctor:
	



	Address:
	



	[bookmark: _Hlk86222544]Dentist Name:

	



	Dentist Number:


	





Note: Please supply the service with required medications in original containers with the child’s name clearly marked. Please complete a permission to administer medication form together with any medication records where necessary.
Please Note: This Service does not have access to medication or relevant documentation stored at the school.


[image: ]Health profile
for education and care 

[image: ]




	The following information must be completed by the parent/guardian or adult student and returned to the preschool or school as soon as possible. This information is confidential and will be available only to relevant staff and emergency medical personnel.


	Name of child/young person:
	     

	DOB:
	     
	Medic alert number:
	     

	Allergies:
	     

	Education or care service:
	     
	Year level:
	     



	EMERGENCY CARE

	If your child becomes ill or is injured staff will administer basic first aid.
If your child requires emergency medical help an ambulance will be called and your child’s emergency contact will be notified. 



	HEALTH SUPPORT
(Identify if  your  child or young person’s has any health care needs) 

	Personal Care
	Physical Health
	Neurodiversity 

	|_|
	Continence 
	|_|
	Anaphylaxis and allergy
	|_|
	ADHD 

	|_|
	Infection control 
	|_|
	Asthma 
	|_|
	Anxiety 

	|_|
	Oral eating and drinking
	|_|
	Cancer 
	|_|
	Autism Spectrum

	|_|
	Personal Hygiene
	|_|
	Cerebral palsy
	|_|
	Depression

	|_|
	Transfer and positioning
	|_|
	Cystic Fibrosis
	|_|
	Eating disorders

	|_|
	Wound and skin care
	|_|
	Diabetes
	|_|
	Emotional regulation

	
	|_|
	Osteogenesis Imperfecta
	|_|
	FASD 

	
	|_|
	Seizures & Epilepsy
	|_|
	Gender Diversity

	
	|_|
	Spina bifida
	|_|
	Self-harm and suicidality 

	|_|
	Other(specify)      

	Provide a copy of any health care plans, action plans or management plans completed by a health professional  (these can be accessed on the Department for Education website) https://www.education.sa.gov.au/supporting-students/health-e-safety-and-wellbeing/health-support-planning



	MEDICATION 

	Is medication required to be administered in an education or care service?
	|_| YES
	|_| NO

	If yes, a medication agreement must be completed 

The medication agreement and supporting information can be accessed from the Department for Education website https://www.education.sa.gov.au/supporting-students/health-e-safety-and-wellbeing/health-support-planning/managing-health-education-and-care/medication-management



	CONSENT

	|_| The information I have provided is true and correct
|_| I understand it is my responsibility to keep the education and care service up to date with my child’s health support information.


	Name      
	Relationship to child/young person       

	Signature
	Date      
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CONSENTS
Please initial next to each item to which you consent
[image: ]Medical Emergency
In the event of a medical emergency, OSHC educators will call an ambulance, in line with standard first aid
 Training.  I understand that I am responsible for the cost associated with medical care, ambulance
 and hospital costs	
[image: Shape

Description automatically generated with low confidence]
Child Information
I consent to the exchange of information including appropriate medical plans relating to my child/ren between my child’s/ren’s Teacher/Principal/OSHC Directors and to the appropriate person(s) where necessary for the child’s wellbeing or in an emergency. 
	
[image: ]Photo Consent 
I consent to the use of photographs/images of my child being used as part of the OSHC program and to be displayed around the OSHC/School site on display boards. 
	
[image: ]Story Park Group Consent
I consent to photographs/images of my child/ren to be included in Hallett Cove East OSHC individual and group stories in Storypark.
You own all content and control your child’s digital footprint. Children in group photos can be viewed by families of our service that also use Storypark.
[image: Shape

Description automatically generated with low confidence]	
Creative Work Consent
I consent to my child’s work (art/craft) being published in an OSHC newsletter and displayed on boards in the OSHC/School area.	
	

[image: ]Permission to inspect for Head Lice. 
OSHC staff has permission to check my child's hair for head lice (if there is a possibility of head lice) and that such checks will be conducted sensitively.  I understand that
 the South Australian Health Commission recommends that children's hair should be checked every week for head lice and this checking and treating hair is, by law, a parent's responsibility. Child can return to OSHC once treatment has been completed.
	

[image: ]Movies and Electronic Games 
I consent to my child/children watching PG rated movies and playing PG rated games (no adult only themes or extreme violence will be shown) at all times G movies and games will be available.
	

[image: ]Sun Protection
I consent to my child having sun block applied as the need arises in accordance with the OSHC policies and procedures.  The Service provides Sunblock however I understand that it is my responsibility to notify OSHC staff if my child/children are allergic to any sunblock and provide a suitable replacement. 



Agreements

Fees
I agree to pay the required fees for my child/children’s booked care for OSHC.  I agree to pay all extra costs relating to outstanding fees and late fees.  I understand that Child Care Subsidy is available through the Dept of Human Resources to assist in the cost of my Child Care Fees. I acknowledge that I am responsible for any debts resulting from a Child Care Subsidy Reconciliation/Adjustment, which may be applied to your OSHC Account retrospectively by the Department of Human Resources. I acknowledge that it is my responsibility to confirm my child/children’s attendances through my MYGOV account to enable the Child Care Subsidy to be granted where eligible. 

As a result of failing to comply with the above statement, I the applicant hereby acknowledge and agree that the service is entitled to use a formal debt recovery process if all other attempts to collect outstanding fees have been unsuccessful.  All fees incurred for debt recovery process will be added to the outstanding debt.

I understand that it is a government requirement that my child/ren must be signed in and out by a parent/guardian or a nominee listed on this enrolment form.  Centrelink benefits can be removed if it is discovered that this is not occurring.	

Privacy Act
I understand the information provided on this enrolment/medical form:
· Is collected for the purpose of registration, program planning, preparing statistics, reporting and evaluation.
· May be disclosed to and used for the purposes by Commonwealth and State Government departments and their agencies.
· May otherwise be disclosed without consent where authorised and required by law.

	


Information to Parents
If requiring medication, a Medication Permission form is required before the enrolment can be processed.  In case of ACCIDENT or EMERGENCY every effort will be made to contact parents prior to taking medical action or seeking treatment.  In the event of your child/ren requiring urgent medical treatment, OSHC staff will obtain medical assistance deemed necessary and you will be liable for any medical costs incurred. 
All medication must be supplied in the original container with the pharmacy label and the child’s name clearly marked on the container.


I understand that it is the responsibility of the parent to inform the OSHC staff of the child’s behaviour needs.

I have read the OSHC Family Information Handbook and agree to comply with the OSHC service policies and procedures. 	

I acknowledge that the Hallett Cove East OSHC/Vacation Care is a NUT AWARE service and I agree to not send nut-based products to the service.


	
Account Information

Your accounts will be emailed on a weekly basis.

Email address? (Please print clearly) ___________________________________________________________________

Parent/Guardian Name: _____________________________________________________________________________

Signature: ________________________________________________________   Date: ________ /________ /________


If at any time you have any concerns regarding your child, your billing or any other issues please do not hesitate to speak to Sally Mitchell (Director) or either Linda McGrath or Maddison Govan (Assistant Directors).

We value your feedback whether it be positive or negative, we strive to offer a quality service and meet your needs.  Please don’t hesitate to contact us with any suggestions you may have.
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