
 

 

ENROLMENT FORM 

Child 2 Details 

Child’s Surname:  _________________________ First Names:  _______________________ 

Residential Address: _______________________________________________________________ 

_____________________________________________________________ Post Code:  _________                                       

Date of Birth:  ___________ Male/Female:  _____ School:  __________________ Grade:  ________ 

Is the child of Aboriginal or Torres Strait Islander heritage?    YES/NO 

Customer Reference Number (CRN):  ________ - ________ - ________  

Immunised:  YES/NO  If “NO” please refer to “Parent Handbook” (20)     Allergies: 

________________ 

________________________________________________________________________________ 

Medical Conditions: ________________________________________________________________ 

Dietary Needs:  ___________________________________________________________________ 

Is there any other information we should know about this child?  _____________________________ 

________________________________________________________________________________ 

Family Doctor:  ____________________________________________________________________ 

Address:  ________________________________________________________________________ 

Post Code:  ________ Telephone:  __________________ Medicare No:  _____________________ 

Ambulance Fund:  ___________________________  

Health Fund:  _________________________________ Health Fund No:  _____________________ 

 

 

 

 

 

 



 

Child 3 Details 

Child’s Surname:  _________________________ First Names:  _______________________ 

Residential Address: _______________________________________________________________ 

_____________________________________________________________ Post Code:  _________                                       

Date of Birth:  ___________ Male/Female:  _____ School:  __________________ Grade:  ________ 

Is the child of Aboriginal or Torres Strait Islander heritage?    YES/NO 

Customer Reference Number (CRN):  ________ - ________ - ________  

Immunised:  YES/NO  If “NO” please refer to “Parent Handbook” (20)     Allergies: 

________________ 

________________________________________________________________________________ 

Medical Conditions: ________________________________________________________________ 

Dietary Needs:  ___________________________________________________________________ 

Is there any other information we should know about this child?  _____________________________ 

________________________________________________________________________________ 

Family Doctor:  ____________________________________________________________________ 

Address:  ________________________________________________________________________ 

Post Code:  ________ Telephone:  __________________ Medicare No:  _____________________ 

Ambulance Fund:  ___________________________  

Health Fund:  _________________________________ Health Fund No:  _____________________ 

 

 


