PARKES EARLY CHILDHOOD CENTRE

FAMILY DETAILS


   PARENT 






SPOUSE
Name: ______________________________
   Name:
____
Other names by which the parent may be 
   Other names by which the parent may be 

known /Former Names:_________________
   known/Former Names:

Residential Address:

   Residential Address 

Customer CRN: _______________________                       
(Centrelink Ref Number)

D.O.B: ______________________________

Home Ph:

   Home Ph:

Mobile:

   Mobile:

Email: ______________________________

Place of 

   Place of

Employment:

   Employment:

Occupation:

   Occupation:

Work Ph:
 
   Work Ph:


Employment Status:   Full Time   /   Part Time                      Employment Status:   Full Time   /   Part Time
Country of Birth:

   Country of Birth:

Primary Language:____________________

   Primary Language:


Ethnic Group:

   Ethnic Group:

Aboriginal/Torres Strait Islander
Yes/No
   Aboriginal/Torres Strait Islander
   Yes/No

AUTHORISED ADULTS OTHER THEN AUTHORISED PARENT/S
FOR COLLECT/EMERGENCY
Contacts
Name:

Name:

Name:

Relationship to child

Relationship to child

Relationship to child

Address

Address

Address

Phone: (W)

Phone: (W)

Phone (W)

Phone: (H)

Phone: (H)

Phone: (H)

Mobile : __________________

Mobile : ____________________
Mobile : __________________
PLEASE CIRCLE

Collect 
Yes / No

Collect 
Yes / No

Collect 
Yes / No

Emergency
Yes / No

Emergency
Yes / No

Emergency
Yes / No

               Doctor GP
                       Dentist

                      Doctor Specialist
Name: _____________________     Name: ______________________     Name: _________________
Address: ___________________     Address: _____________________    Address:

___________________________     ____________________________    _______________________

_
Phone: _____________________    Phone:
_____________________     Phone:
    
Mobile: ____________________    Mobile:  _____________________     Mobile:

PARKES EARLY CHILDHOOD CENTRE

CHILD DETAILS
Child’s Full Name: ______________________________________                D.O.B____________________
(other / former names): ___________________________________               Age: ___________    Sex: G / B                                                                          

Residential Address: _______________________________________________________________________
Child’s CRN: ______________________ Child’s Medicare Card Number:_ _ _ _  _ _ _ _ _  _  _            
(Centrelink Ref. Number)

Ethnic Group: ______________________                    Aboriginal / Torres Strait Islander:  Yes / No                                                                                                                                                                                      

Religion: __________________________ 

Place & Country of Birth___________________                        Primary Language Spoken at Home: _______________________________________                         ______________________________

                                                                                                                                                              (Primary Language of parents if child is pre-verbal)
Enrolled at other Child Care Centre:  Yes  /  No__________________________________________________ 

School:_________________________________
SIBLINGS:

NAME:

D.O.B


SEX:


OTHER C.C:



____________________________________________________________________________



____________________________________________________________________________



____________________________________________________________________________
            ____________________________________________________________________________
            ____________________________________________________________________________
OTHERS LIVING IN THE HOME: (eg. grandparent, boarder)
NAME

RELATIONSHIP TO CHILD

Family Law Court Order:
Yes / No
Copy Received by PECC
Yes / No

Is there - a residence order:
Yes / No
Date Received   ___/____/____

    “       - a contact order
Yes / No
Date Received   ___/____/____

    “       - a specific issue order
Yes / No
Date Received   ___/____/____

NOTE: (If any of these orders exists and the service is not informed of them, they are unable to be enforced.

Day time Rest: Yes / No
Bed / Cot
       Comforter: Yes / No _______________

Patterns:
A.M. ______________P.M._________________ 

Toilet Trained:
Yes / No / Needs Assistance / Nappies
Drink:
Bottle  /  Cup /  Straw cup /  Spout cup

Diet: (Restrictions etc.)____________________________________________________________

Any other Special Requirements


ALLERGIES

YES / NO



Allergy Management Form

______________________________________________
Given 

Yes / No

______________________________________________
Date Received   ___/____/____

______________________________________________
Date Entered     ___/____/____

______________________________________________
Date Distributed

______________________________________________
Director             ___/____/____

______________________________________________
Room                 ___/____/____

______________________________________________
Office                 ___/____/____

ASTHMA

YES / NO



Asthma Record Form
______________________________________________
Given 

Yes /No

______________________________________________
Date Received   ___/____/____
______________________________________________
Date Entered     ___/____/____

______________________________________________
Date Distributed

______________________________________________
Director             ___/____/____

______________________________________________
Room                 ___/____/____

______________________________________________
Office                 ___/____/____

Previous Illness/Infectious Diseases/Additional Information: 

* PLEASE RETURN THIS FORM ALONG WITH
 IMMUNISATION DETAILS AND BIRTH CERTIFICATE ASAP
OFFICE USE ONLY

CARE COMMENCEMENT ____/_____/________

IMMUNISATION DETAILS:

Attached  Yes    /   No 
Date:____/____/____

BIRTH CERTIFICATE SIGHTED:

Attached  Yes   /    No 
Date:____/____/____
TYPE OF CARE:

 (1)  LONG DAY CARE
Monday
Tuesday
Wednesday
  Thursday
  Friday

Room:_________________________

CHILDCARE ASSISTANCE:     Yes / No                  Priority of Access:
1     2     3     4 
 (2)  PRE-SCHOOL

Monday
Tuesday
Wednesday
Thursday
Friday





am/pm

am/pm

am/pm

am/pm

am/pm

Room:_________________________

SUBSIDY:
Economic:
Yes / No
Migrant:
Yes / No
Handicapped:
Yes /No

(3)  OCCASIONAL CARE
 
Yes / No
Room _______________




Monday
Tuesday
Wednesday
  Thursday
    Friday

       TIMES:




PARKES EARLY CHILDHOOD CENTRE

Parent/s Statement and Authorisation
	Childs Name:                          
	Yes
	No

	1. All information is true and correct
	
	

	2. I will, if required, produce evidence in support of this application, and I understand that I am to present this information annually.
	
	

	3. I undertake to advise the Centre and Centrelink of any changes to this information on this form which would effect the level of child assistance provided and also any special arrangements in relation to the care of my child/children
	
	

	4. I agree to pay the calculated fees in advance for the regular, pre-determined period on the first day of my child’s attendance each week and if my child is absent, to notify the Centre and pay the appropriate fees.
	
	

	5. I will notify the Centre two (2) weeks written notice for the cancellation of a permanent booking or forfeit my deposit.
	
	

	7. I hereby consent to the Director or his/her designated representative/s to seek and carry out First Aid/Medical/Dental care and/or call for an ambulance in the case of an emergency. If I cannot be contacted, I accept the emergency service will be at the nearest appropriate public hospital or available dentist and take responsibility for associated costs.
	
	

	8. I hereby acknowledge that I have received and read the Parent Information Booklet regarding the Centre and agree to abide by its policies and those of the Centre.
	
	

	9. I acknowledge that the Centre requires foods containing Peanut Butter/ Nutella or other nut based spreads are not to be sent with my child as this produces life threatening risks to other children attending with life-threatening allergies to these products
	
	

	10. LONG DAY CARE:- Due to priority of access guidelines set out by the Department of Human Services & Health, I understand that should my category change, I may be required to reduce and /or relinquish my child’s days at the centre.
	
	

	11. I give my permission for sunscreen to be applied to my child when going outdoors.
	
	

	12. BABIES/TODDLERS:- I give my permission to the staff to apply Zinc/ Caster Oil/cream to treat nappy rash as required.
	
	

	13. I give my permission for my child/ren to be involved in Publicity to promote the centre e.g. Newspaper, Photographs, Videos, Television promotion etc.
	
	


Print Name: _______________________________________
Signed_______________________________ Date_____  ___
ENTERED ON COMPUTER ____/____/____


COPY TO ROOM  ___/____/____


M/FEES CHARGED ____/____/____








