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Child / Family Details:

Child’s Given Name: 


    Child’s Family Name: 



_____









      (as indicated on Birth Certificate)
Any other name/s your child is known by: __________________________________________
Previous name/s your child has been known by eg. surname___________________________
Male / Female: 

___________     Date of Birth: 




_____
Child’s CRN:_____________________________________
Please provide us with a certified copy of your child’s Birth Certificate.

Address: 











_____
Home Phone: 




      Bill fees to:   Mother   /   Father
Is there any other address your child regularly spends time at eg.  With a biological parent, 
under a care order etc.

 Yes/No   
Please provide details – 

___________________________________________________________________________
Child’s Religion: ______________________     Primary Language: 



_____
Cultural Background: 









_____
Days of care required: (please circle)

Monday

Tuesday

Wednesday

Thursday

Friday

Hours of care required: 



     Start date required: 


____
Biological Parent 1:
Given Name: 

  Family Name:  


  Date of Birth: ​​​​ ​______________

Parent CRN:








Home Phone: 




     Mobile Phone: 






Address: 











_____
Work Details:

Employer: 











_____
Occupation: 





  Days of Work:  MON  TUE  WED  THUR  FRI
Work Phone: 




  Hours of Work:  _______________________
Is this parent a primary carer? 
Yes / No

Email Address of Biological Parent: ___________________________________________________________________________

Biological Parent 2:

Given Name: 

  Family Name:  


  Date of Birth: ​​​​ ​______________

Home Phone: 




     Mobile Phone: 






Address: 











_____
Work Details:

Employer: 











_____
Occupation: 





  Days of Work:  MON  TUE  WED  THUR  FRI

Work Phone: 



__  Hours of Work: ___________________________
Is this parent a primary carer? 
Yes / No

Email Address of Biological Parent: ___________________________________________________________________________


Please list other significant carers involved with your child eg. Step parent, de-facto partner etc.

Carer 1.
Given Name: 




     Family Name:  






Home Phone: 




     Mobile Phone: 






Address: 











_____
Work Details:

Employer: 











_____
Occupation: 





  Days of Work:  MON  TUE  WED  THUR  FRI

Work Phone: 



__  Hours of Work: ___________________________
Email Address of Carer 1: ___________________________________________________________________________

Carer 2.
Given Name: 




     Family Name:  






Home Phone: 




     Mobile Phone: 






Address: 











_____
Work Details:

Employer: 











_____
Occupation: 





Days of Work:  MON  TUE  WED  THUR  FRI

Work Phone: 




  Hours of Work: ________________________ 

Email Address of Carer 2: ___________________________________________________________________________

Please describe who lives at your house and their relationship to your child.

___________________________________________________________________________

___________________________________________________________________________

Is there anyone prohibited from having contact with or collecting your child? (Please circle)

YES   /
  NO
  If yes give details:























_____
Please note we cannot deny access to a biological parent without a court order.
Are there any court orders affecting the custody/residence of or access to your child? (Please circle)

YES   /    NO
  If yes give details: 























_____
Please provide a certified copy of court orders relevant to the access of your child.
Health:

It is important to keep this information current at all times. Special medical needs or disabilities WILL NOT affect your child’s acceptance into the centre.

Family Doctor: 




____    Phone: 






Address: 











_____
Please list other health professionals involved with your child: __________________________
___________________________________________________________________________

Medicare number (emergency use only) 







_____
Private Health Insurance: ___________________________Insurance No:________________
Family Dentist: 





   Phone: 



_____
Address: 











_____
1. Does your child have a continuing serious illness / medical condition, excluding asthma or epilepsy?









Yes / No



If yes, please fill out “Attachment 1”.
2. Does your child have asthma?






Yes / No



If yes, please fill out “Attachment 2”. 

If your child has asthma an action plan must be completed on enrolment or on an as needs basis. A medication form must be completed in detail everyday the child requires medication so centre staff can administer the correct medication and dosage at the correct times. An updated action plan must be kept on record at all times.

3. Does your child have epilepsy?





Yes / No




If yes, please fill out “Attachment 3”.

4. Does your child have any food / medical / environmental allergies?
Yes / No

Allergic to: 


























Please describe symptoms / reactions: 























First Aid procedure if needed:
























A parent will be called if your child has an allergic reaction at the centre. Kinda Kapers staff will complete a “Sickness / Illness / Allergy Form” which will need to be signed by the person collecting the child.

5. Does your child have severe / anaphylactic allergic reactions? 

Yes / No



If yes, please fill out “Attachment 4”.

6. Does your child take regular medication?




Yes / No    



If yes, please provide a doctor’s certificate / letter from your doctor, and complete 


“Medication Administration Form 2”. 

7. Has your child ever been hospitalised? If so, please provide details: 



















Immunisation Details:

If your child is not immunised and an outbreak of a disease preventable by immunisation occurs in the Centre you will be asked to keep your child at home until the outbreak has passed. Fees will still be payable by you if this occurs.

Signed: 






    Date: 



____
Please provide a certified copy of your child’s immunisation records.
General Needs:

Does your child have a special toy or object during the day? (Apart from sleep time)














____
Does your child have deep fears about anything in particular? (Noise and darkness)














____
Are there any words / actions / cues that we need to know that have special meaning for your child? (Please translate if appropriate)













____
Has your child attended other children’s services (playgroup etc) or been cared for outside the home before?  YES  /  NO   What type of service?













____
How would you describe your child’s reaction to being with other children?














____
Does your child get upset when left with other people?  













____
Is there any further information, which you feel may assist us in, providing the best service for you and your child this year? (Eg religious beliefs, philosophical / cultural needs)













____
Please tell us how we can help your child this year? (Eg what do you most want for your child at this Centre)














____
Is there any particular area that concerns you and that we need to know about?














____
What information do you consider important to know from us each day?














____
Do you have any skills you would like to contribute to the Centre’s program?














____
Routines:

Toileting

Is your child in nappies




Being toilet trained

Needs reminding





Independent toileting

What words does your child use when asking to go to the toilet?













____
Please note around the age of 2 years staff will encourage your child to start to experience independent toilet training in accordance with our “Toileting Policy”. You will be notified when this occurs by the team leader and we will follow your home toileting routine where ever practical.
Sleeping

Does your child need a sleep/rest during the day? (Please circle)

YES

NO

SOMETIMES

If yes, at what time and how long for? 







_____
Does your child need a nappy, dummy or bottle at sleep time? 






Please note for safety reasons only children under 18 months are routinely given dummies / pacifiers.
Any special toys or objects? 











Does your child have a special routine on being put to bed? 




















_____
Is there any important language / actions / cues used at this time? _________________________










___________________________________________________________________________
Diet

Does your child have any particular dietary requirements? (Vegetarian, religion etc)














____
Is there any food your child particularly likes/dislikes? 





_____













​​​​​____
Does your child feed him/her self? 










Are there any particular requirements at mealtimes? (Use of chopsticks) 


















_____
Authorised Emergency Contacts and Alternate Collectors:

Using the boxes below, list at least 2 people other than the biological parents authorised to collect your child. These people need to be contactable if we cannot contact you in an emergency. 

Emergency Contact 1.

	Persons Name
	Relationship to child
	Home Phone
	Work Phone
	Mobile Phone
	Emergency Release

Y / N
	Daily Pick up

Y/N

	
	
	
	
	
	
	


Home Address: 










____
Work Address: 










____
Emergency Contact 2.

	Persons Name
	Relationship to child
	Home Phone
	Work Phone
	Mobile Phone
	Emergency Release

Y / N
	Daily Pick up

Y/N

	
	
	
	
	
	
	


Home Address: 










____
Work Address: 










____
Emergency Contact 3.

	Persons Name
	Relationship to child
	Home Phone
	Work Phone
	Mobile Phone
	Emergency Release

Y / N
	Daily Pick up

Y/N

	
	
	
	
	
	
	


Home Address: 










_____
Work Address: 










_____
Emergency Contact 4.

	Persons Name
	Relationship to child
	Home Phone
	Work Phone
	Mobile P Phone
	Emergency Release

Y / N
	Daily Pick up

Y/N

	
	
	
	
	
	
	


Home Address: 










_____
Work Address: 










_____
Please note that we will not release a child to anybody not authorised by a Biological Parent in the “Authorised Emergency Contacts” or who is not a biological parent. This includes step-parents!
The only exception is if a carer has custody which is recognised by the court.

Please provide a certified copy of court orders relevant to the access of your child
We look forward to caring for your child and welcome your family into the Centre. If you have any suggestions you would like to put forward, please talk to the staff. We also hope that you will approach us with any concerns about the service provided.
Agreements:

Photo’s

I consent to my child’s photograph being taken within the service for their portfolio. Photos may also be displayed around the service. Only still photos will be taken.

Signed: 





    Date: 




____
Publicity

I consent to my child’s photograph, first name, age and suburb being used for publicity for the Centre, should this be required. Parent/carers will be informed if and when this occurs.

Signed: 





    Date: 




____
Observations for Study Purposes

I consent to my child being the subject of observations for training purposes by student teachers from -TAFE, University, and College etc. My written permission will be asked for if observations are carried out on my child. All information will remain confidential and the only persons to view the observations will be the Centre Supervisor, the Student, the Course Supervisor and myself.

Signed: 





    Date: 




____
Observations

I consent to my child being the subject of observations by centre staff to program accordingly to meet my child’s interests, strengths and area’s of improvement. Observations will remain confidential and be kept at the Centre’s premises. However, if questioning or testing of my child is to be undertaken, my permission will be asked for.

Signed: 





    Date: 




____
Ambulance Emergency

I give consent to the Director/Authorised Supervisor to seek emergency medical, dental, hospital assistance or to contact the Ambulance to take my child to seek emergency medical attention if necessary. I am aware that all efforts to contact myself, my partner or the emergency contacts will be made if emergency action is to be taken.

Signed: 





    Date: 




____
Condition of Enrolment

Furthermore, I have been given the opportunity to read and agree to abide by conditions of use of the centre and to adhere to the policies, procedures and regulations set down for the centre to operate and to accept such responsibility as enrolment at the centre imposes.

Signed: _________________________________    Date: ____________________________
Authority to Provide Food

Belmont Kinda Kapers provides 3 nutritious balanced meals/snacks to all children. A qualified chef organises and prepares all meals. 

I give permission for our child to be served food prepared and provided by staff at Belmont Kinda Kapers. 

My child ______________________________ has no food allergies that I am aware of.

My child ______________________________ has allergies and I have filled in Attachment 4.
Signed: ___________________________________   Date: __________________________
Emergency Checklist Information

Doctors Name:___________________________      Phone Number:___________________________ 

Contact:  YES   /   NO 
If NO why ? ________________________________________________
Contact Ambulance:   YES   /   NO



Allergies:  YES   /   NO               Attachment Number filled out:_______        Info displayed: YES   /   NO

Permission for food:   YES   /   NO   If child has allergies, what cannot be given:___________________

2 local Emergency Contact Names, Addresses, Landline numbers & Mobile numbers given: YES  /  NO

Staff check signature:________________________________   Date:___________________________
Parent Signature: ___________________________________   Date: __________________________

Director / Co-ordinator / Service Manager Signature:____________________ Date:________________
(Staff member only to sign once all above information has been checked against enrolment form details.)

Office Use Only:

Commencement Date: 




 over 24 hrs eligibility: 

_____
School Age Y / N 


  School start date: 





_____
Child’s Room Group: 




  Room Leader: ___________
_____
Days Attending: 
MON

TUE

WED

THUR 

FRI
CCB Y / N 


  CCB%  


       
 24hrs

50hrs
Immunisation Details Available Y / N 


  




_____
Evidence of Priority Y / N 


  Priority No: 


  
Payment date of $50 equipment levy fee: 









Payment date of 3 weeks fees in advance: 









Name of staff member who did orientation: 






_____
Name of staff member who entered into computer: __________________________________
Staff Signature:




    Date Entered: 



____
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We respect that some parents may feel uncomfortable by the amount of information we request about your family. We are required by the “Department of Community Services” to collect this information. If you have any concerns please speak to Michelle.
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