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CHILD CARE ENROLMENT 

This form must be completed by a parent or guardian who has lawful authority in relation to the child. A brief explanation of lawful authority follows. Some questions are not required by Children’s Services Regulations 2009, but you are encouraged to answer these to assist staff in providing appropriate care for your children.


All parents have power and responsibilities in relation to their children, which can only be changed by a court order. 

Children’s Services Regulations 2009 refer to these powers and responsibilities as “lawful authority”. It is not affected by the relationship between parents, such as whether or not they have lived together or are married. A court order, such as under the Family Law Act, may take away the authority of a parent to do something, or may give it to another person.

Guardians
A guardian of a child also has lawful authority. A legal guardian is given lawful authority by a court order. The definition of “guardian” under the Children’s Services Act 1996 also covers situations were a child does not live with his or her parents and there are no court orders. In these cases, the guardian is the person the child lives with who has day to day care and control of the child.




Enrolment Date: ___________________________


1.  CHILD DETAILS				

Surname: _________________________________	Given Names: _____________________________

Gender: _______________________	Date of Birth:     ____________________________

Is the child of Aboriginal and/or Torres Strait Islander descent?                                  Yes   /   No  (please circle)

Languages Spoken at Home: ____________________________________________________________





2.  FAMILY DETAILS



Parent /Guardian 1
Surname: _________________________		Given Name: ______________________________ 
Home Address:  ______________________________________________________________________
Mobile: _______________________		Email: ___________________________________ 
Does the child live with the parent/guardian?    	                                   Yes   /   No  (please circle)
Relationship to Child: ___________________     Languages spoken: ____________________________


Parent /Guardian 2
Surname: _________________________		Given Name: ______________________________ 
Home Address:  ______________________________________________________________________
Mobile: _______________________		Email: ___________________________________ 
Does the child live with the parent/guardian?    	                                   Yes   /   No  (please circle)
Relationship to Child: ___________________     Languages spoken: ____________________________




3. COURT ORDER/S RELATING TO THE CHILD.

Are there any court orders relating to the powers and responsibilities of the parents in relation to the child or access to the child?
Yes   /   No  (Please circle)


If YES

Please provide original order/s for staff to copy and attach to this enrolment form if these orders will overlap with your child’s care arrangements and/or:

a) Change the powers of a parent/guardian to:
- Authorize the taking of the child outside the service by a staff member of the service.
- Consent to the medical treatment of the child.
- Request or permit the administration of medication to the child.
- Collect the child.

AND / OR

b) Give these powers to some else.


Please describe these changes and provide the contact details of any person given these 
powers.

Name_______________________________________         

Home Address ________________________________________________________________________

Home Phone Number: _________________________	Mobile: ___________________________

Any further information:

________________________________________________________________________________________

________________________________________________________________________________________









4.  PERSONS TO COLLECT CHILD (must be over 17 years of age)


The following persons (other than parents) are authorized to collect the child under normal circumstances. 
Identification must be provided on request from staff.


1. Name: _______________________________                       Mobile: ___________________________

Relationship to Child: __________________________________________________________________

Home Address: _______________________________________________________________________




2. Name: _______________________________                       Mobile: ___________________________

Relationship to Child: __________________________________________________________________

Home Address: _______________________________________________________________________




3. Name: _______________________________                       Mobile: ___________________________

Relationship to Child: __________________________________________________________________

Home Address: _______________________________________________________________________
















5. OTHER PERSONS TO BE NOTIFIED (must be over 17 years of age)


In case of accident/injury/illness, please list persons to collect and care for your child/ren if you (the parent/s or guardian/s) are unable to be contacted. Identification must be provided on request from staff.



1. Name: _______________________________                       Mobile: ___________________________

Relationship to Child: __________________________________________________________________

Home Address: _______________________________________________________________________




2. Name: _______________________________                       Mobile: ___________________________

Relationship to Child: __________________________________________________________________

Home Address: _______________________________________________________________________




3. Name: _______________________________                       Mobile: ___________________________

Relationship to Child: __________________________________________________________________

Home Address: _______________________________________________________________________














6. MEDICAL DETAILS

Name of Doctor/Medical Service: ___________________________________________________________

Address: ______________________________________________    Phone: ________________________

Maternal & Child Health Centre: ____________________________________________________________

Family Medicare Number: _____________________    Health Care Card Number: ____________________


7. HEALTH

Does your child suffer from any of the following?
(Please circle Yes / No)

	
	
	
	Further information (triggers, cause, management)

	Allergies/ food sensitivities
	Yes
	No
	

	Anaphylaxis 
- please provide emergency management plan & medication
	Yes
	No
	

	Asthma
- please provide emergency management plan & medication
	Yes
	No
	

	Eczema
	Yes
	No
	

	Coughs
	Yes
	No
	

	Middle Ear Infections
	Yes
	No
	

	Frequent Colds
	Yes
	No
	

	Bronchitis
	Yes
	No
	



Does your child take any regular medication?              

Yes   /   No  (please circle)

______________________________________________________________________________________

______________________________________________________________________________________

 (Please note that appropriate medication forms must be completed each day if you require medication to be administered.)

Does your child have any additional needs (e.g. hearing, vision, physical abilities, emotional/mental etc?)

 Yes   /   No  (please circle)

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Please list any allied health professionals involved in your child’s needs e.g. (physiotherapy, speech therapy)

______________________________________________________________________________________

______________________________________________________________________________________


Has your child suffered any significant illnesses in the past?            

Yes   /   No  (please circle)

______________________________________________________________________________________

______________________________________________________________________________________

Has your child been hospitalized for any reason?                                 

Yes   /   No  (please circle)

______________________________________________________________________________________

______________________________________________________________________________________


8. IMMUNISATION

Has your child been immunised?  
Yes   /   No  (please circle)
(For staff use only)
[bookmark: routine]If yes, record sighted by: _____________________ Signature: __________________ Date:______________

2mth  Date___________  Signature_______________ 	12mths Date___________  Signature_____________
4mth  Date___________  Signature_______________ 	18mths Date___________  Signature_____________
6mth  Date___________  Signature_______________ 	4years  Date ___________ Signature _____________










9. PARENTAL AGREEMENT 

I give permission for:
(Please circle Yes or No)

	Early Years staff to administer all necessary First Aid Treatment, including medication management to my child
	Yes
	No

	Early Years Staff to seek qualified medical treatment at a hospital or call a doctor and/or ambulance and agree to pay the relevant costs incurred.
	Yes
	No

	My child to be assessed/observed by Early Years Staff
	Yes
	No

	Early Years staff to take my child outside the premises of the service (Reg 31(f) (i)) to partake in emergency evacuation practice
	Yes
	No



I agree that:
(Please circle Yes or No)

	I have received a copy of the parent handbook and agree to abide by the procedures within it  
	Yes
	No

	The Centre has absolute discretion in terminating my child’s registration if I fail to comply with Centre procedures
	Yes
	No

	I will arrange a 15 minute orientation session 	
	Yes
	No

	I will pay the recommended Registration Fee on commencement of care                   
	Yes
	No

	I will provide receipt of relevant booking fees upon arrival on the day of attendance
	Yes
	No

	I will notify the service by 1 o’clock the day before my booked session, or Friday for a Monday booking, if my child will not attend care   
	Yes
	No

	I will pay the full amount of a booking if cancellation notice is not given.          
	Yes
	No

	I will collect my child within the booked hours
	Yes
	No

	I will pay $15 for the first 15minutes if late picking up my child as per booking
	Yes
	No

	I will collect or make arrangements for the collection of my child if she/he becomes unwell at the service
	Yes
	No

	I will contact the service if I am unable to collect my child/ren at the agreed booked time of care and provide alternative arrangements
	Yes
	No

	I will sign ‘in and out’ daily for my child/ren’s care
	Yes
	No

	I will advise of any infectious conditions my child/ren has                                         
	Yes
	No

	I will keep my child/ren at home if they are unwell
	Yes
	No

	I will immediately notify Early Years staff of any changes of address, telephone number, work place, emergency contacts or other circumstances which may affect the care of my child
	Yes
	No

	I will provide any preventative medication every time my child is in care. e.g. asthma pump, anaphylactic pen (if applicable)                       
	Yes
	No




Are there any cultural or religious ceremonies/festivals you object your child/ren participating in? 	   

Yes   /   No  (please circle)

______________________________________________________________________________________



Sun Protection

In line with the Anti-Cancer Council of Victoria recommendations we suggest all children are protected by SPF30 sunscreen when exposed to sunlight.  We ask that a parent or guardian apply SPF30 sunscreen on their child before care.
Please circle which is applicable to your child/ren:

	Reapply SPF30 sunscreen (parent to supply) on my child/ren as required when going outside during October through to and including April.
	Yes
	No




Photograph Permission

I give permission for my child to be photographed and that photograph to:

	Be placed within the service environment
	Yes
	No

	Appear in council publications (eg; marketing materials) *
	Yes
	No

	Appear in MAC social media *
	Yes
	No



* Prior notification with specific details and written permission will be sought for any external use.


PRIVACY POLICY

Maribyrnong City Council accepts that the parents/guardians of the child have consented for this information to be collected. The intended recipients of this information are Maribyrnong Aquatic Occasional Childcare Centre, its authorized staff and relevant Government authorities. You have the right to access and alter personal information concerning yourself or your child in accordance with the Commonwealth Privacy Act (Amended 2001)



Signature:_________________________________________________	Date: _________________

Name (please write clearly) ______________________________________
10. TELL US ABOUT YOUR CHILD
(This information provides/assists Early Years Educators will be kept in the room with your child for staff reference)


Child’s Name: ______________________________          Usually called: _____________________________

Other significant Family Members: _________________________________________________________

Family Pets: ______________________________________

Child’s position in the family: ____________________ 

Is your child toilet trained?                  Yes / No 

What words do they use for toileting? __________________________________

What is your child’s daily sleep routine?

______________________________________________________________________________________

Does your child have a favourite comfort toy for sleep time or when upset? 

________________________________________________________________________

What settles your child? (toys, family picture etc)
 
_____________________________________________________________________________________

How does your child regulate their emotions?

______________________________________________________________________________________

Has your child been in group care before?              Yes / No


Is there any other information you believe would help staff whilst caring for your child? 

________________________________________________________________________________________

______________________________________________________________________________________.
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