
     $25.00  Registration fee charged (per family) _______ Information Processed_______ 
 

Mont Albert Primary School Out of School Hours Care Enrolment 2010 
Child Details: 
Family  Name  Address: 

 
Child 1  

 
Child 2  

Name  Name  

Please circle Male  Female   Please circle Male  Female   

Date of Birth  Date of Birth  

Grade  Grade  

Language spoken at 
home 

 Language spoken at 
home 

 

Special needs* YES        NO Special needs* YES        NO 

Medical conditions* YES        NO Medical conditions* YES        NO 

Medical Treatment* YES        NO Medical Treatment* YES        NO 

Anaphylaxis/Allergies* YES        NO Anaphylaxis/Allergies* YES        NO 

Asthma* YES        NO Asthma* YES        NO 

Dietary need/ 
Food intolerance 

 Dietary need/ 
Food intolerance 

 

Immunised? YES        NO Immunised? YES        NO 

If you ticked “yes” to any questions marked *, please attach Individual Medical Management Plan, signed by a Doctor. 
Children with no immunisation may be excluded from OSHC during an outbreak of an infectious disease. 

Custody access   YES  NO  

Please note that if there is a custody access issue we need a copy of the court order 

Parent/Guardian Details: For registration for CCB purposes you need to provide your date of birth.  

Parent 1  Parent 2  
Name:  Name:  
Date of birth  Date of birth  

Address:  
 

Address:  

Home Phone  Home Phone  

Mobile  Mobile  

Work Phone  Work Phone  

Work days : Mon     Tues     Wed      Thurs      Fri Work days : Mon     Tues     Wed      Thurs      Fri 

Email:  Email:  

Language:  Language:  

Does the child live with this parent/Guardian? Yes     No Does the child live with this parent/Guardian? Yes     No 

Persons Authorised to collect your child/ren / Emergency Contact People (other than parents- need at least 1) 
Contact 1  Contact 2  Contact 3  

Name:  Name:  Name:  

Address  
 

Address  Address  

Relationship  Relationship  Relationship  

Home Phone  Home Phone  Home Phone  

Mobile:  Mobile:  Mobile:  

Medical Information: 
Family Doctor  Medicare Number  

Phone Number  Health Insurance Provider  

Address  Health Insurance Number  

  Ambulance Membership No.  

Other Information (If there is anything else we need to know about your child/ren? Eg: excessive fears, favorite activities, etc) 

 
 
 
 



Photographic Consent: 
I give permission for my child to be photographed by staff members; I understand that these photos are for service use only.  YES   NO 

Sunscreen Consent: 
I give permission for my child to have a 15+ sunscreen applied as per Funcare Sun Smart Policy.        YES        NO 

Active After-school Program 
I give permission for my child to participate in Active After-school programs (free of charge) during this year   YES        NO 

Bookings: 
Before Care: 7:00am - 8:50am  

Monday Tuesday Wednesday Thursday Friday Casual Use Only 

After Care: 3:30pm – 6:00pm  

Monday Tuesday Wednesday Thursday Friday Casual Use Only 

Date Care is to Commence?  

Vacation Care 8.00am-6.00pm  

Special Booking form to be filled in prior to each holiday program 

Account Details: (New Families) 
Parent/Guardian responsible for invoice payment   

Have you applied for Child Care Benefit?  

If yes please provide your CRN (Customer Reference Number)  

Child 1 CRN  

Child 2 CRN  

Parent Involvement: 
Without parent involvement in the program, the program would be unable to function.  Would you be interested in offering 
support to the program in any of the following ways? 
Management Committee    YES   NO                                                                Quality Assurance/Policy Review    YES   NO      
Sharing a skill or interest with the children in the program   YES   NO             Donation of resources?      YES   NO 
 

 
Declaration and Consent to Emergency Medical Treatment 
 
I/We……………………………………………………………………………………………. (Print full name/s) 
Person/s with lawful authority of the child referred to in this enrolment form, 

 Declare that the information in this enrolment form is true and correct and undertake to immediately inform the 
OSHC service in the event of any change to this information 

 Agree to collect or make arrangement for the collection of the child/ren referred to in this enrolment form if they 
become unwell at the service. 

 Consent to the staff of the OSHC service seeking medical treatment by a medical practitioner, hospital or 
ambulance service, or where appropriate, administer such emergency, medical treatment as is reasonably 
necessary and agree to reimburse any necessary expense incurred by the OSHC service 

 Undertake to inform the staff of any absence of my child from the service 

 Accept full responsibility for my child’s belongings whilst attending the service 

 Be liable for debt collection fees and legal costs in respect to any action taken to claim any unpaid fees 

 
Parent Handbook 
I have received a copy of the parent information handbook.  YES     NO 

Privacy Notification 
The Mont Albert Primary School OSHC uses the enrolment form to collect personal information for the purposes of agencies and 
administrators for operational purposes only.  The information will not be disclosed to any other party except as required by law.  You 
are able to amend or correct information on request, by contacting the service coordinator. 

 
Parent/Guardian Signature/s ___________________________ 
                                                   
                                                  ___________________________ 
                                                                                                        Date: _____/________/_____________ 
 


