MEDICAL/PERMISSION FORM 
	Students Details

	Name:
	Class:  
	Date of Birth:

	Address:

	
	

	1st Parent/Guardian Details
	2nd Parent/Guardian Details

	Name:
	Name:

	Home Phone Number:
	Home Phone Number:

	Work Location:
	Work Location:

	Work Phone Number:
	Work Phone Number:

	Mobile Phone Number:
	Mobile Phone Number:

	
	

	Emergency Contact Information - Used in cases where we are unable to contact you if your child is ill or has an accident:

	Name:
	Phone Number:
	Relationship to Student:

	Doctor’s Name:
	Doctor’s Phone Number:

	

	Medical Details

	Approximate date of last tetanus booster:
	____/____/________

	

	Does your child suffer from any of the following?

	Asthma    Yes / No

(If yes, please complete detailed section over page)
	Epilepsy    Yes / No
	Travel Sickness    Yes / No
	Allergies    Yes / No

	Details:
	

	

	Does your child have any other condition, illness or special dietary requirement that may affect or impair their participation in any of the listed activities?

	
	
	No
	
	Yes - details:
	

	
	
	
	
	
	

	

	Medication:  If medication, including panadol, vitamins, cough drops, etc. is to be given to your child for any reason, please fill out the following.  Please ensure all medications have a pharmacy label attached.

	Name of medication
	

	Dosage
	
	Time/s Given
	

	Reason for medication/condition
	

	
	

	

	IN CASE OF ILLNESS OR ACCIDENT, the onus is on the parents to bear all costs necessary, including pharmaceutical, to provide the appropriate medical treatment.

	Do you contribute to a Health Scheme?
	Yes
	
	
No
	
	

	Name of Society 
	
	Number
	

	Name on Medicare Card
	
	Medicare No
	

	
	
	
	

	

	

	


	OTHER MEDICAL DETAILS 
	Further Information

	Heart Problems
	Yes / No
	

	Respiratory Problems
	Yes / No
	

	Blood Pressure
	Yes / No
	

	Recent Illness
	Yes / No
	

	Operations
	Yes / No
	

	Injections Current
	Yes / No
	

	Drug Reactions
	Yes / No
	

	Phobias 
	Yes / No
	

	Bed Wetting
	Yes / No
	

	Other
	Yes / No
	


AGREEMENT BY PARENT/GUARDIAN

As a parent/guardian of _______________________________, I _________________________________
give my consent for him/her to attend Camp to North Keppel Island EEC and agree to delegate my authority to the teacher in charge.

The teacher in charge may take whatever disciplinary action deemed necessary for the safety and successful conduct of the students.
I am aware of the program and the type of activities that my child will be participating in.

I certify that to the best of my knowledge my child has not been in contact recently with infectious disease and is not suffering from scabies or school sores.
I authorise the teacher in charge to obtain medical assistance when deemed necessary in the event of illness or accident and I agree to pay any expenses incurred on behalf of my child. I further authorise qualified practitioners to administer anaesthetic if such an event arises.

ASTHMA SECTION – TO BE COMPLETED BY PARENT/GUARDIAN (If Applicable)

Asthma can change rapidly, sometimes with little or no warning.  To adequately and safely care for your child, detailed information from both you and your child’s doctor is required by the attending teachers.  In cases of severe or unstable asthma, the attending teacher or Principal reserve the right to exclude a child from a school excursion.

*
Is your child used to taking medication without supervision?


Yes/No

*
Is your child reliable in recognising and reporting when attention is needed:
Yes/No

*
Has your child ever required nebulised medication?




Yes/No

*
Has your child ever required steroids in an acute attack?



Yes/No

*
Has your child ever required hospitalisation for asthma?



Yes/No

	Signed:
	
	Parent/Guardian
	Date: ____/____/_______


