
 
 
 
 
Guthrie St. Shepparton Phone:  5821 1944   
PO Box 1310 O.S.H.C.  0409 132332 
SHEPPARTON  VIC 3630 www.guthriestps.vic.edu.au 
 
Childôs Personal Details 
Surname:  ___________________________________      

First Name:  __________________________  Second Name:  ______________________________   

Preferred Name:  ______________________        Birth Date:  ____/____/____ 

Address:  _______________________________________________      Post Code:  ________ 

Name of School Child Attends:  ______________________________     Year Level:  ________ 

Male:  ____   Female:  ____     Language spoken at home:  ____________________________ 

In which country was the child born?: Australia      Other: ____________________ 

Is the child of Aboriginal or Torres Strait islander origin?  No  ____  Yes, Aboriginal  ____ 

          Yes, Torres Strait Islander  ____ or Yes, Both Aboriginal & Torres Strait Islander  ____ 

Childôs Religion: _____________________________ 

Any cultural/religious considerations required?:  ____________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Medical Details Does your child have Asthma?  ____   Anaphylaxis?  ____   Epilepsy?   ____ 

  If yes, please complete the attached Plan/s. 

Does your child have any other Medical Conditions / Allergies etc?:  ____    

 If yes, please complete the attached Medical Conditions form. 

Does the child have a developmental delay or disability including intellectual, sensory or physical 

 impairment?  Yes  ____  No  ____     

Immunisation Certificate Status: Complete   ____   Incomplete  ____ 

It is a legal requirement that parentôs/guardians provide an approved  Immunisation Certificate.   

Please attach a copy to this Enrolment. 

Does your child have any dietary /additional requirements?    ____   If yes, please list.  

__________________________________________________________________________________ 

__________________________________________________________________________________ 

Childôs Doctor:  _____________________________________  Phone no:  ______________________ 

Address:  __________________________________________________________________________ 

Medicare No:  _______________________________ 

Ambulance Subscription:  Yes      Membership No:  ______________________________   No  

For Childcare Benefits please provide CRN Noôs 

Parent CRN:  ______________________________ Child CRN:  _____________________________ 

Bookings: Casual:  Yes    Permanent:  Yes       If permanent, note days and times 

 Monday  From:  ________ to ________         Tuesday From:  ________ to ________ 

 Wednesday   From:  ________ to ________ Thursday  From:  ________ to ________ 

 Friday From:  ________ to ________ 

 

Siblings in the O.S.H.C. Program 

Name:  _____________________________________________  Yr Level:  ____ 

Name:  _____________________________________________  Yr Level:  ____ 

Name:  _____________________________________________  Yr Level:  ____ 

Outside School Hours Care 
Enrolment Form 

Date received 
___/___/_____ 





 

Adult A (parent/guardian)  Relationship to child: ___________________________ 

Name:_________________________________________  D.O.B.  __________________ 

In which country was Adult A born?:  Australia       Other:  ____________________________ 

Home:  ________________  Work:  ________________  Mobile:  ______________________ 

Address:  As per child  or :   _________________________________________________ 

Name  and address of Employment: ______________________________________________ 

___________________________________________________________________________ 

Email address:  ______________________________________________________________ 

 

Adult B (parent/guardian) Relationship to child: ____________________________ 

Name:  ___________________________________________  D.O.B.  __________________ 

In which country was Adult B born?:  Australia       Other:  ____________________________ 

Home:  _________________  Work:  ________________  Mobile:  _____________________ 

Address:  As per child  or :   _________________________________________________ 

Name and address of Employment:  ______________________________________________ 

___________________________________________________________________________ 

Email address:  ______________________________________________________________ 

 

 

EMERGENCY CONTACTS & AUTHORISED NOMINEES  

 
In case of accident or injury, trauma or illness when parents/guardians are not available, the 
persons below will be contacted to pick up the child and take care of them.  
 
¶ In the event that the child is not collected from the childrenôs service and the parent or 

guardians cannot be contacted, this list will also be used to arrange someone to collect 
the child. 

 
¶ Any person who is authorised to consent to medical treatment of, or to authorise admin-

istration of medication to, the child 
 
¶ Any person who is authorised to authorise an educator to take the child outside the edu-

cation and care service premises. 
 

 
 

Name Phone (H) Phone (M) Relationship to child 

        

        

        

        

Details of Parent/Guardian  



 

PG Rated Movies 
Throughout the OSHC Program movies rated G & PG will be available for children to watch.  
We require parental consent for children to watch PG rated movies.   
  
I give /do not give permission for my child to watch PG Rated Movies in the OSHC Program.  
  
Signatures of Parents/Guardians/Carers: Date:  ___/___/_______ 

_________________________________           ____________________________________   

 

Sunscreen Authorisation 
I give/do not give permission for my child to have sunscreen applied as per OSHC Sunsmart 
Policy. 
 

Signatures of Parents/Guardians/Carers: Date:  ___/___/_______ 

_________________________________           ____________________________________   

  

Local Excursions 

I give / do not give permission for my child to attend excursions organised by the OSHC  

Program. 

Signatures of Parents/Guardians/Carers: Date:  ___/___/_______ 

_________________________________           ____________________________________   

   

 Emergency Assistance  / Medication Administration Authorisation 

 I authorise the co-ordinator/supervisor of Outside School Hours Care where it is impractical to 

communicate with me, to seek medical treatment for my child: 

          from a registered medical practitioner  

  from a hospital service 

  from an ambulance service 

  transportation of my child by ambulance  

 

I authorise  the co-ordinator/supervisor of Outside School Hours Care to administer any rele-

vant medications of pre-existing or existing medical conditions. 

 

Signatures of Parents/Guardians/Carers: Date:  ___/___/_______ 

_________________________________          ____________________________________  

 

I certify that the information contained within this form is correct. 

Parent/Guardian:  ________________________ Signature:  _________________________ 

  (please print name) 

Parent/Guardian:  ________________________ Signature:  _________________________

 (please print name)    Date:  ____/____/______ 







Does the student have any other medical condition?

If yes, please specify:

Symptoms:

If my child displays any of the symptoms above please:

Inform Doctor

Administer Medication

If yes, please specify:

Does the student take medication for the above medical conditions?

Name of medication taken:

Is the medication taken regularly by the student (preventive) or only 

in response to symptoms? 

Indicate the usual dosage of 

medication taken:

Medication is usually administered by:

Is a reminder required for the student to take their medication?

Medication is stored:

What is the Poison Rating of the medication being taken?

Does the student have any other medical condition?

If yes, please specify:

Symptoms:

If my child displays any of the symptoms above please:

Inform Doctor

Administer Medication

If yes, please specify:

Does the student take medication for the above medical conditions?

Name of medication taken:

Is the medication taken regularly by the student (preventive) or only 

in response to symptoms? 

Indicate the usual dosage of 

medication taken:

Medication is usually administered by:

Is a reminder required for the student to take their medication?

Medication is stored:

What is the Poison Rating of the medication being taken?



Student Access Restriction Details (for all separated parents) 

 
I, ______________________________________ confirm that the Student Access Restriction Details above is correct  
                                   (print name)  

and I will provide the OSHC Co-ordinator with any further changes or additions if and when applicable. 

Signed: ______________________________________________     Dated:  ___/___/20____ 

 

OFFICE USE ONLY 

 
Activity Restrictions Details 

 

 

Is the student at risk? (tick)      Yes           No 

Is there an Access Alert for the student? (tick)      Yes        No 

Access Type: (tick) Court Order            Family Law Order     Restraining Order         Other 

Parental Responsibility:     Shared       Sole 

Motherôs/Fatherôs name: __________________________________ (eg. Alternate Family) 

Address:  ____________________________________________  Phone no:  _____________ 

Does your child have contact with the mother/father eg. Alternate family    Yes          No 

Is the Alternative Family to receive Academic Reports?   Yes     No 

Please describe any Access Restrictions/custody arrangements and attach any custody orders 

currently in place.     ___________________________________________________________ 

___________________________________________________________________________

___________________________________________________________________________ 

___________________________________________________________________________ 

Current custody document placed on student file  Yes        No  

                           Date received  ___/___/_______ 

Is there an Activity Alert for the student? (eg. sport, music, drama)  (tick)Yes No 

If Yes, then describe the Activity Restriction: 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 





 





 

Guthrie Street Primary School (December 2016) 

OSHC - Individual Asthma Information Form 

 

STUDENT NAME:- _____________________________________ 

My Triggers are:- (please circle) 

¶ Viral illness (eg Cold) 

¶ Change in weather 

¶ Change in seasons 

¶ Cold air 

¶ Pollens 

¶ Dust 

¶ Allergies ____________ 

¶ Other  

________________________________________________________________

________________________________________________________________

________________________________________ 

My Asthma symptoms are:- (please circle) 

¶ Shortness of Breath 

¶ Cough  

¶ Wheeze 

¶ Other 

________________________________________________________________

________________________________________________________________

________________________________________ 

Other important information about my asthma (eg: medications taken at home each 

day) 

________________________________________________________________________

________________________________________________________________________

________________________________________________   




