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Brompton Out of School Hours Care  

Phone : (08) 8340 4486         

Email: brompton_oshc@outlook.com
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ENROLMENT FORM

updated January 2023
This information is CONFIDENTIAL and is only available to supervising staff
Child / Children’s Information
	Family Name:


	Family Name:


	Family Name:



	Child’s Name:


	Child’s Name:
	Child’s Name:



	Child’s Customer Reference Number
	Child’s Customer Reference Number


	Child’s Customer Reference Number

	Home Address:


	Home Address:


	Home Address:



	Birth Date:  _____/_____/_____        M / F
	Birth Date:  _____/_____/_____      M / F
	Birth Date:  _____/_____/_____       M / F

	Is the child of Australian Aboriginal or Torres Strait Islander origin?
(  NO   

(  YES, Australian Aboriginal

(  YES, Torres Strait Islander
	Is the child of Australian Aboriginal or Torres Strait Islander origin?
(  NO   

(  YES, Australian Aboriginal

(  YES, Torres Strait Islander
	Is the child of Australian Aboriginal or Torres Strait Islander origin?
(  NO   
(  YES, Australian Aboriginal

(  YES, Torres Strait Islander

	Country of Birth


	Cultural Background


	Home Language / Religion




Parent / Guardian / Caregiver Information
	Parent / Guardian / Caregiver name:


	Parent / Guardian / Caregiver name:



	Parent’s CRN:  
	Parent’s CRN:  

	Date of Birth:           /          /
	Date of Birth:            /           /

	Address:


	Address:



	Home Phone
	Work Phone
	Mobile Phone
	Home Phone
	Work Phone
	Mobile Phone

	ACCOUNTS VIA EMAIL:
YES  /  NO
	ACCOUNTS VIA EMAIL:
YES  /  NO

	Email  Address:  
	Email  Address: 

	Country of Birth:

	Country of Birth:


	Cultural Background:

	Cultural Background:


	Home Language / Religion:

	Home Language / Religion:



PLEASE TURN OVER. CONTINUED OVER PAGE

Emergency Contacts / Other people authorised to collect child/children
(If a parent / guardian /caregiver cannot be contacted, an emergency contact will be notified and possibly requested to collect the child/children)
	Name 1:

	Name: 2
	Name 3:

	Address:

	Address:
	Address:

	Home Phone:
	Home Phone:
	Home Phone:       

	Mobile Phone:        
	Mobile Phone:
	Mobile Phone:     

	Work Phone:
	Work Phone:
	Work Phone:

	Relationship to the child:
	Relationship to the child:
	Relationship to the child:


Custody / Access

	Are there any Family Court Orders?

· NO

· YES
If YES, please attach a copy of the Order
	Are there any Intervention Orders (IOs?)

· NO

· YES
   If YES, please attach a copy of the Order



	Comments:
	Comments:


It is the responsibility of the Parent/Guardian/Caregiver to inform Out of School Hours Care (OSHC) staff of any relevant and useful information that is in relation to the child/children of the family.  This allows OSHC staff to provide quality care for your child/children.
Full information on the Brompton OSHC Program is available in the OSHC Policies and Guidelines which are located in the OSHC Office area.

Signatures    By signing this form you are declaring that all information given is true and accurate.  Please PRINT clearly.
	Signature Enrolling parent 1:
	
	Signature Enrolling parent 2:
	

	Date:  [DD/MM/YYYY]

	
	Date:  [DD/MM/YYYY]

	


PARENT/GUARDIAN/CAREGIVER INFORMATION
	CHILD INFORMATION

I give permission for OSHC staff to exchange information relating to my child with school staff and to the appropriate person(s)  (e.g.:  In an emergency or special needs of my child/children).
	(   YES
(   NO

	CHILD PARTICIPATION

I give permission for my child/children to participate in the OSHC program and understand that OSHC staff will notify parent/guardians of each individual excursion.  I understand it is my responsibility to advise staff if I do not wish my child/children to participate in a particular activity.
	(   YES

(   NO

	FEES

I agree to pay the required fees for my child’s/children’s booked care at this OSHC.  Failure to do so will incur the cost of a debt collector.
	(   YES

(   NO

	MANDATATED NOTIFICATION

I understand that Brompton OSHC Program has a legal obligation to all children attending the service to defend their right to care and protection.  To support this right, the service will follow the procedure set down by the Department of Family and Community Services under the Children’s Protection Act 1993 Section 11(1) & (2), when dealing with any allegations of abuse or neglect of children, to ensure the child’s and other children’s protection.
	(   YES

(   NO

	MEDICAL EMERGENCY

In the event of a medical emergency, OSHC staff will call an Ambulance, in line with standard first aid training.  I understand that I am responsible for the cost associated with medical care, Ambulance and or Hospital costs.
	(   YES

(   NO

	OBSERVATIONS

The Brompton OSHC Program observes and evaluates children’s developmental needs.  We then program plan around individual needs in our weekly roster.  Observations will be strictly confidential however, parents/guardians/caregivers can access their child’s/children’s information at any time.  I give permission for my child/children to be observed and evaluated.
	(   YES

(   NO

	OSHC BEHAVIOUR MANAGEMENT

The OSHC Program has a Behaviour Management Policy in place where the main feature is to recognise and support positive behaviour.  I understand that it is the responsibility of the parent to inform the OSHC staff of the child’s behaviour needs (a copy of the behaviour management process is available in the OSHC Policy Folder).  I understand that if my child/children do not follow the program’s Behaviour Management Policy and staff have done their upmost to encourage positive behaviour this could result to my child/children being suspended or excluded for 3 (three) months.
	(   YES

(   NO

	PERMISSION TO INSPECT FOR HEAD LICE

The South Australian Health Commission recommends that everyone checks their hair every week for head lice.  Checking and treating hair is by law a parent’s/guardian’s/caregiver’s responsibility.  I give permission for OSHC staff to check my child’s/children’s hair for head lice if there is a possibility of head lice.  I understand any checks will be conducted sensitively.

· I understand that I will need to collect my child if OSHC supervising staff believes that my child has head lice.

· I understand it is my responsibility to arrange collection of my child from OSHC, when notified.

· I understand that I may have to provide a letter from a general practitioner to say my child is free of head lice.
	(   YES

(   NO

	PERSONAL POSSESSIONS

I understand that Brompton OSHC Program does not accept liability for damage or loss of any personal possessions and that insurance for children’s personal possessions is my responsibility.
	(   YES

(   NO


                                      PLEASE TURN OVER. CONTINUED OVER PAGE
	PHOTO CONSENT

I consent to photographs (still or video) being taken of my child/children, as part of the OSHC program, and to be displayed around the OSHC site on display boards and in the OSHC newsletter.  I also consent to my child’s work being published in an OSHC newsletter and displayed in the OSHC area.


	(   YES

(   NO

	SUN PROTECTION

OSHC follows the guidelines of the Cancer Council SA that recommend that children be sun smart and wear hats while outside.  I understand that if my child does not have a hat he/she will spend playtime in a shaded area.  Sun block will be used in accordance with the OSHC Policies and procedures (refer to OSHC Policy Folder
	(   YES

(   NO

	TRAVEL PERMISSION

I give permission for my child/children to travel to and from the Brompton OSHC Program in a Toyota Hiace Commuter Bus.  I am aware of the bus route my child/children travels.  I also give permission for my child/children during Vacation Care/School Closure days to travel in our hired coaches, mini bus, or taxis.
	(   YES

(   NO

	WRITTEN PERMISSION

I understand that OSHC staff requires written permission for my child/children to travel alone, to and from the OSHC service.  I am aware that the Director / Qualified staff will sign my child/children in and out of the service and the arrival and departure times will be noted.  Please note no phone messages will be accepted due to our duty of care.
	(   YES

(   NO

	ADMINISTERING NON-PRESCRIBED MEDICATION
Due to possible legal ramifications for staff administering non-prescribed medication (over the counter medications) staff cannot administer non-prescribed medication without a medical plan by a qualified Medical Practitioner.  This is simply a legal protection issue for staff who are not qualified to make judgement on medical needs of children
	(   YES

	NO NUT POLICY
No nuts, or products that may contain nuts, are served due to several children in our care having an allergy which can be life threatening.  Families who use our service are asked not to send lunch or any snacks that may contain nut products.
	(   YES

	

	PRIVACY ACT

I understand the information provided on this Enrolment / Medical Form

· Is collected for the purpose of registration, program planning, preparing statistics, reporting and evaluation.

· May be disclosed to and used for the purposes by Commonwealth and State Government departments and their agencies.

May otherwise be disclosed, without consent, where authorised or required by law
	

	INFORMATION TO PARENTS/GUARDIANS/CAREGIVERS

I have read the OSHC ‘Information for Parents/Guardians/Caregivers’ and agree to comply with the OSHC Service policies and procedures outlined. 
	


Signatures    By signing this form you are declaring that all information given is true and accurate.  Please PRINT clearly.

	Signature Enrolling parent 1:
	
	Signature Enrolling parent 2:
	

	Date:  [DD/MM/YYYY]

	
	Date:  [DD/MM/YYYY]

	


MEDICAL AND HEALTH INFORMATION   -  One form per child
This information is CONFIDENTIAL and is only be available to supervising staff and emergency medical personnel.

	Child’s Family Name


	Child’s Name:
	Child’s Date of Birth  [DD/MM/YYYY]
	       /        /      

	Medic Alert Number (if relevant
	
	Review Date
[DD/MM/YYYY]
	       /        /      


	Has the child received all immunisations appropriate for her/his age?

If NO, please give details:
	YES  /  NO
	Has the child received the following immunisations?

	
	
	
	10-15 years

	
	
	Diptheria
	YES  /  NO

	
	
	Tetanus
	YES  /  NO

	I accept full responsibility if my child is not immunised.
	
	Pertussis (Whooping Cough)
	YES  /  NO

	Parent / Guardian signature:  
	
	
	Human Papillomavirus (HPV)
	YES  /  NO


	Has the child any conditions/ medications that may be effected by OSHC activities?

	If YES, please give specifics and any related medication:  




	Has the child any disabilities
	  YES  /  NO
	Effective date: [DD/MM/YYYY]
	        /        /      

	If YES, please record specifics:


Health Support

Does your child have a health care needs that could affect their safety at Out of School Hours Care?

· NO

· YES
If YES, please tick the box or boxes below that show your child’s health care needs

	Asthma
	
	Incontinence
	

	Is your child under a health care plan for Asthma?
	
	Joint Disorder (e.g. arthritis)
	

	Epilepsy
	
	Ear Disorder (e.g. drainage tubes)
	

	Heart Disorder
	
	Hearing Impairment
	

	Vision Impairment
	
	Communication difficulties
	

	Seizures / convulsions
	
	Skin condition (e.g. dermatitis)
	

	Allergies (e.g. Bees, Peanuts, dairy)
	
	Swallowing/ choking difficulties
	

	Diabetes
	
	Other (please give details)
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Health Care Plan
(()  Out of School Hours Care staff need a written Health Care Plan from your child’s Doctor/treating health care professional to help plan for any special health needs.  Have you attached the Health Care Plan information from your child’s Doctor/treating health care professional?
· If NO, staff will provide standard supervision for safety and first aid

· If YES, write down what you have attached (e.g. Asthma care plan; details about ear care, etc.)

	Care Plan
	Details

	
	

	
	


Medication

(()  Does your child have any routine health care needs (e.g.: medication)?
· NO
· YES
If YES, please attach a medication plan from your Doctor or treating health care professional.
	Clinic Name

	Doctor’s Name

	Address


	Phone Number


(()
Are the any special dietary requirements relating to your child?
· NO
· YES
If YES, please attach a modified food plan from your Doctor or treating health care professional. 

(()
Does your child need special aids or equipment? (e.g.:  glasses, hearing aids, callipers)
· No

· YES
If YES, please provide details:
	


1. ALL medication must be supplied in the original container with the pharmacy label and the child’s name clearly marked on the container.
2. A “permission to administer medication” form must be signed by the Doctor and parent/care giver/guardian before medication can be administered by OSHC staff or self-administered by a child over 8 years of age.

Signatures    By signing this form you are declaring that all information given is true and accurate.  Please PRINT clearly.

	Signature Enrolling parent 1:
	
	Signature Enrolling parent 2:
	

	Date:  [DD/MM/YYYY]

	
	Date:  [DD/MM/YYYY]

	


(()  This information will be used by supervising staff and is a requirement for the South Australian Standards for OSHC
Brompton OSHC BOOKING SHEET
Before School Care
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Arrive
	
	
	
	
	

	Depart
	
	
	
	
	


DATE/S

from    _______/_______/_______   for  ________  weeks   OR until   _______/_______/_______ OR ongoing (tick ()
After School Care

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Arrive
	
	
	
	
	

	Depart
	
	
	
	
	


DATE/S
from    _______/_______/_______   for  ________  weeks   OR until   _______/_______/_______ OR ongoing (tick ()
Vacation Care

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Arrive
	
	
	
	
	

	Depart
	
	
	
	
	


DATE/S

from    _______/_______/_______   for  ________  weeks   OR until   _______/_______/_______ OR ongoing (tick ()
AGREEMENTS
I agree to pay the required fees for my child’s booked childcare hours and accept the policies and rules of the Service.

I understand that if at any time staff of the Brompton Out of School Hours Care consider that my child requires emergency medical / Hospital / Ambulance assistance, they will have the local medical / Hospital / Ambulance attend my child.  I acknowledge that I will be liable for any medical / Ambulance / Hospital expenses incurred in the treatment of my child.
I agree that the staff of the service may administer simple first aid to my child if the need arises.

I certify that the information entered upon this form is true to the best of my knowledge and I undertake to inform the Service if any of these details change.

Signatures    By signing this form you are declaring that all information given is true and accurate.  Please PRINT clearly.

	Signature Enrolling parent 1:
	
	Signature Enrolling parent 2:
	

	Date:  [DD/MM/YYYY]
	
	Date:  [DD/MM/YYYY]
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