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PRINCES HILL PRIMARY SCHOOL      
BEFORE AND AFTER SCHOOL CARE PROGRAM 

ENROLMENT FORM  
	For office use only:   

Date Enrolment form received:         /       /   .  Time of Enrolment:   ________

Staff Signature: ____________________




Family Details[image: image2.wmf]
 (PARENT) 



INVOICE PARENT 1             (PLEASE TICK)  
[image: image3.wmf][image: image4.wmf]First Name: 




Family Name:


  

[image: image5.wmf][image: image6.wmf][image: image7.wmf][image: image8.wmf]Address:











Postcode:________
                            

Phone: (H)


    (W) 


       (M)



        *Date of Birth __/__/__
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PRINCES HILL

PRIMARY SCHOOL



You require care for which reasons:







* Mandatory field for CCB

Please tick: 
as I work/study
 Occupation:




for recreational needs of my child  

Email address
Are you registered for claiming CCSS  Yes /No       * Customer Reference Number _____________________

(PARENT) 



INVOICE PARENT 2             (PLEASE TICK)

First Name: 




Family Name:


  

Address:











Postcode:________
                            

Phone: (H)


    (W) 


       (M)



        *Date of Birth __/__/__

You require care for which reasons:







* Mandatory field for CCB

Please tick: 
as I work/study
 Occupation:




for recreational needs of my child  

Email address
Are you registered for claiming CCSS  Yes /No       * Customer Reference Number _____________________
   *A parent includes a guardian of the child and a person with parental responsibility for the child under a decision or court order. 

    *Parental responsibility is a term defined under section 61C of the Family Law Act 1975, which means “all the duties, powers, responsibilities and authority which, by law, parents have in relation to children”.  

Authorisation Details
Emergency Contacts 

Who else can collect your children? (Authorised Nominee)

If the parent of the child cannot be immediately contacted, please authorise a nominee i.e. In the case of an emergency, details of any person who is to be notified if any parent cannot be immediately contacted (regulation 160(3)(b)(ii)).

· this person is authorised to consent to medical treatment of, or to authorise administration of medication to, the child. It does not need to be in case of an accident, injury, illness or emergency that this authorisation would be used (regulation 160(3)(iv)).

· this person is authorised to authorise an educator to take the child outside the education and care service premises. This does not need to be in the case of an emergency (regulation 160(3)(v)).

Authorised nominee means a person who has been given permission by a parent or family member to collect the child from the education and care service or the family day care educator. See section 170(5) of the Education and Care Services National Law Act 2010.
EMERGENCY CONTACTS AND PEOPLE AUTHORIZED TO COLLECT YOUR CHILD     

(These cannot be parent contacts)

1. First Name __________________________________
Surname___________________________________________

Address _____________________________________________________________________________________________

Contact Phone ___________________________________
Relationship to Child _________________________________

2. First Name __________________________________
Surname___________________________________________

Address _____________________________________________________________________________________________

Contact Phone ___________________________________
Relationship to Child _________________________________

Please Note: Children can only be collected from the Program by adults authorised on this form. If anyone else is to collect the child, prior arrangements must be made in writing and submitted to the Coordinator. An authorosied person must be a min. of 18 years of age.

Booking Information

DAYS REQUIRED (permanent bookings only) If you wish to use the OSHC Program on a casual basis only, please do not tick any of the before/after care sessions listed below
BEFORE CARE
Hours 7.30 to 8.45am

(please circle)
MONDAY

TUESDAY
WEDNESDAY
THURSDAY
FRIDAY













COMMENCING: __________________











EG: 03/05/19






AFTER CARE 
Hours 3.30 to 6.00pm
  (please circle)
MONDAY

TUESDAY
WEDNESDAY
THURSDAY
FRIDAY

COMMENCING :________________












EG: 03/05/19
Custody Details

Are there special access/custody arrangements?
 YES

NO
NO

If yes, please give details


Details of any court orders, parenting orders or parenting plans must be provided to the Service relating to powers, duties, responsibilities or authorities of any person in relation to the child or access of the child. – this information is kept confidential, please provide a copy to the Coordinator

· parenting order means a parenting order within the meaning of section 64B(1) of the Family Law Act 1975 (Commonwealth)

· parenting plan means a parenting plan within the meaning of section 63C(1) of the Family Law Act 1975 includes a registered parenting plan within the meaning of section 63C(6) of that Act
Confirmation of School Aged Child Care Agreement & Medical Declaration
I confirm:
That the details in this enrolment form,as well as the the details of the child I am enrolling are correct
-I have agreed to the days of care within the Service and understand the start and end times of these sessions

-That care may be provided on a casual or flexible basis where available at my service at my request

-I understand I am liable to pay fees for the care of my child as indicated as above and, if applicable, in other information the Service has given me (such as a current fee schedule and/or family handbook) which are subject to change over time based on advice from the provider and acceptance by me
- I understand I will  meet any cost incurred if I collect my child after 6pm (frefer to current fee schedule for late pick up fee)
- I also accept full responsibility for my child’s belongings whilst attending this program. 
- I fully understand that if my child continuously breaches the Student Code of  Conduct  and after behaviour guidance procedures have been followed, I will be notified and my child may be removed from the program.  

- I undertake to inform the staff of any absence of my child.  I acknowledge that my child will not attend the program if suffering from an infectious or contagious disease.  In the event that my child is injured or becomes ill during the program, either an authorised person or myself shall collect my child as soon as possible.
- I understand that all Enrolment details are private and confidential. I understand that I am required to immediately inform the Service in the event of any change to this enrolment information.

Medical:

I authorise for the approved provider, nominated supervisor, or educator of Princes Hill Primary OSHC in the event of any unforseen accident or illness administer such emergency medical treatment as is reasonably necessary and agree to reimburse any necessary expenses incurred by the OSHC service.

I authorise for the approved provider, nominated supervisor, or educator of Princes Hill Primary OSHC to seek

- medical treatment from a registered medical practioner, hospital or ambulance service

-transportation of the child by ambulance
Parent Name: ________________________________________________________________________________________________

Parents/Guardians Signature:

                




    Date:
Do you give permission for your child/ren to watch PG movies under the supervision of an OSHC staff member? 


YES  

NO 

Do you give permission for your child/ren‘s day to be recorded in communication books?         

YES                          NO       

Do you give permission for your child/ren’s photograph to be taken by OSHC staff to be displayed at OSHC only and on the OSHC Blog? (Please note: families will be informed if it will be used in brochures or displays for the Program.)

YES

   NO






OSHC Nominated supervisor Name/Signature: _______________________________Date: ______________
CHILD DETAILS (To be completed for each child)


First Name: 




SU   R      Family Name: 

CHILD RESIDES WITH (please circle)  Both Parents
Mother

Father

Guardian


AGE:

DATE OF BIRTH:


                 MALE:

FEMALE:
   GRADE IN 2019: 
   

Is the child registered for CCSS entitlements:   Yes / No           

*Customer Reference Number for the child:  _______________________________ * Mandatory field for CCB purpose 

Please note this number is different to the parent CRN number

Additional information

Any special considerations for your child/ren - for example, cultural, religious, or additional needs.  

__________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________
Principle language spoken at home: ________________________________________________________________________
Immunisation Details 
(Only to be provided if attending the Service for the first time)

Has the child been immunized?

 YES 

 NO
If yes, you must provide the details by:
· attaching a copy of the Immunisation Record from the Child Health Record book OR

· attaching a copy of the Immunisation Record printout from local government OR

· attaching the Child History Statement from the Australian Childhood Immunisation Register OR

	Office use only: The child’s immunisation history statement has been sighted


 YES        NO

	
Child’s Health Information

Child’s Doctor’s Name:





       
                   Phone:

Address:









Medicare No.:



Do you subscribe to an Ambulance Service:  YES

NO



Anaphylaxis











Has your child been diagnosed at risk of anaphylaxis?






 Yes  
No

Does your child have an auto injection device (eg Epi Pen)?





 Yes 
No

Has the anaphylaxis medical action plan been provided to the service?




 Yes
No

In the case of anaphylaxis you will be provided with a copy of the services anaphylaxis management policy. You will be required to provide the service with an individual medical action plan for your child signed by the medical practioner who is treating your child. This will be attached to your child’s enrolment form, then a anaphylaxisrisk management plan will be completed by the Service in consultation with you.
Asthma

Does your child suffer from Asthma?








Yes
No

Does your child have an Asthma Management Plan? 






Yes
No

Are there any known triggers? _______________________________________________________________________________________________

If your child suffers from Asthma and has an Asthma Management Plan, a copy must be supplied to the OSHC Program.

If your child suffers from Asthma and does not have an Asthma Management the OSHC program will follow the ‘4 Step Asthma First Aid Plan’ as outlined in the OSHC Medication administration policy. Copies of all our policies are located in the OSHC Office. 

A asthma risk management plan will be completed by the Service in consultation with you.
Does your child have any other medical conditions? (eg eczema, epilepsy, diabetes etc that are relevant to the care of your child) 










Yes 
No
If yes please provide details of any medical condition and any management procedure to be followed with respect to the medical condition.

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the child have any dietary restrictions?






Yes
 No

If yes, the following restrictions apply:

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
CHILD DETAILS (To be completed for each child)


First Name: 




SU   R      Family Name: 

CHILD RESIDES WITH (please circle)  Both Parents
Mother

Father

Guardian


AGE:

DATE OF BIRTH:


                 MALE:

FEMALE:
   GRADE IN 2019: 
   

Is the child registered for CCSS entitlements:   Yes / No           

*Customer Reference Number for the child:  _______________________________ * Mandatory field for CCB purpose 

Please note this number is different to the parent CRN number

Additional information

Any special considerations for your child/ren - for example, cultural, religious, or additional needs.  

__________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________
Principle language spoken at home: ________________________________________________________________________
Immunisation Details 

(Only to be provided if attending the Service for the first time)

Has the child been immunized?

 YES 

 NO

If yes, you must provide the details by:
· attaching a copy of the Immunisation Record from the Child Health Record book OR

· attaching a copy of the Immunisation Record printout from local government OR

· attaching the Child History Statement from the Australian Childhood Immunisation Register OR

	Office use only: The child’s immunisation history statement has been sighted


 YES        NO

	
Child’s Health Information

Child’s Doctor’s Name:





       
                   Phone:

Address:









Medicare No.:



Do you subscribe to an Ambulance Service:  YES

NO



Anaphylaxis











Has your child been diagnosed at risk of anaphylaxis?






 Yes  
No

Does your child have an auto injection device (eg Epi Pen)?





 Yes 
No

Has the anaphylaxis medical action plan been provided to the service?




 Yes
No

In the case of anaphylaxis you will be provided with a copy of the services anaphylaxis management policy. You will be required to provide the service with an individual medical action plan for your child signed by the medical practioner who is treating your child. This will be attached to your child’s enrolment form, then a anaphylaxisrisk management plan will be completed by the Service in consultation with you.
Asthma

Does your child suffer from Asthma?








Yes
No

Does your child have an Asthma Management Plan? 






Yes
No

Are there any known triggers? _______________________________________________________________________________________________

If your child suffers from Asthma and has an Asthma Management Plan, a copy must be supplied to the OSHC Program.

If your child suffers from Asthma and does not have an Asthma Management the OSHC program will follow the ‘4 Step Asthma First Aid Plan’ as outlined in the OSHC Medication administration policy. Copies of all our policies are located in the OSHC Office. 

A asthma risk management plan will be completed by the Service in consultation with you.
Does your child have any other medical conditions? (eg eczema, epilepsy, diabetes etc that are relevant to the care of your child) 










Yes 
No
If yes please provide details of any medical condition and any management procedure to be followed with respect to the medical condition.

______________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the child have any dietary restrictions?






Yes
 No

If yes, the following restrictions apply:

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
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