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The school and the host organisation will use this information if your child is involved in a medical emergency. All information is held in confidence. This medical form must be current when the student is undertaking school community work.
School community work dates:
From (commencement date)  ______________  to (completion date)  ______________ 
STUDENT DETAILS (Parent/guardian to complete)
Student Full Name  ________​​_____________________________________________  Birth Date         /         /             
Student Year Level  _________  Home Group_____________________
School Name and Address ______________________________________________________________________________________
________________________________________________  Postcode  _________  Telephone  _______________________________
School contact person in charge of school community work  ___________________________________________________________
PARENT/GUARDIAN DETAILS (Parent/guardian to complete)
Parent/Guardian Full Name  ____________________________________________________________________________________
Address  _______________________________________________________________________________  Postcode  ____________
Telephone (Home)  __________________________  (Work)  _________________________  (Mobile)  ________________________

Emergency contact (Name and Telephone)  ________________________________________________________________________
MEDICAL INFORMATION (Parent/guardian to complete)
Name of family doctor  ____________________________________________________  Telephone  _____________________​​​_____
Family doctor address  _____________________________________________________________________  Postcode  __________
Medicare number  ___________________________________
Medical/hospital insurance fund  ____________________________________________  Member number  _________​​​​​​​​__​​__________

Ambulance member?  □ Yes   □ No       If yes, ambulance membership number  __________________________
Please tick if your child suffers any of the following:
□ Asthma (if ticked, complete an Asthma Management Plan)

□ Diabetes   □ Dizzy spells   □ Heart condition   □ Migraine   □ Blackouts   □ Travel sickness   

□ Fits of any type

□ Other  ___________________________________________________________________________________________________
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Allergies

Please tick if your child is allergic to any of the following:
□ Penicillin
□ Other drugs: _________________________________________________________________________________

□ Foods: __________________________________________________________________________________________________

□ Other allergies: ___________________________________________________________________________________________

What special care is recommended for these allergies?  ______________________________________________________________

____________________________________________________________________________________________________________

Year of last tetanus immunisation  __________________

(Tetanus immunisation is normally given at five years of age (as Triple Antigen or CDT) and at fifteen years of age (as ADT))

Medication

Is your child required to take any medicine(s) while undertaking school community work?  
□ Yes   □ No

If yes, please complete the table on the following page: 
	DATE
	TIME(S)
	MEDICATION
	DOSAGE AND DESCRIPTION OF HOW TO ADMINISTER

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Do you agree to your child transporting and storing their own medicine(s) while undertaking school community work?

□ Yes   □ No
Do you agree to your child administering their own medicine(s) while undertaking school community work?
□ Yes   □ No
Does your child require supervision in the administration of their medicine(s)?
□ Yes   □ No
If yes, do you agree to your child being supervised by supervisors nominated by the host organisation?
□ Yes   □ No
MEDICAL CONSENT (Parent/guardian to complete)
Where the person in charge at the host organisation or school staff are unable to contact me, or it is otherwise impracticable to contact me, I authorise the person in charge at the host organisation or other nominated host organisation staff to:

· consent to my child receiving such medical and surgical treatment (including administration of an anaesthesia) as may be deemed necessary by a legally qualified medical practitioner; and
· administer such first-aid as is judged to be reasonably necessary.

Signature of Parent/Guardian (named above)  _______________________________________  Date          /          /
Print name ___________________________________________

The Department of Education and Early Childhood Development requires this consent to be signed for all Victorian Government school students who undertake approved school community work.
Note: You should receive detailed information about the school community work prior to your child’s participation and a copy of the Victorian Government School Arrangement Form for School Community Work. If you have further questions, contact the school contact person in charge of school community work before your child’s placement starts.

HOST ORGANISATION DETAILS (Host Organisation to complete)
Host Organisation name  ________________________________________________________ Telephone  _____________________
Business address ________________________________________________________________________ Postcode _____________
Student’s work location address  ___________________________________________________________  Postcode  ____________
Host Organisation contact person  _______________________________  Primary supervisor/s  ______________________​​​​​​​​________
HOST ORGANISATION ACKNOWLEDGEMENT (Host Organisation to complete)
Where required, I agree to assist the student in the administration of their medicine(s) in accordance with the instructions provided by their parent/guardian on this form. I agree that this may include nominating supervisors to supervise the student in administering their medicine(s).   

I will notify the school contact person in charge of school community work as soon as it is possible if the student becomes ill or injured in the course of undertaking school community work. 

Where I am unable to contact the student’s parent/guardian or the school contact person in charge of school community work, or it is otherwise impracticable to do so, I acknowledge and agree that I or other nominated host organisation staff may be required to:
· consent to my child receiving such medical and surgical treatment (including administration of an anaesthesia) as may be deemed necessary by a legally qualified medical practitioner; and
· administer such first-aid as is judged to be reasonably necessary.

Signature of person in charge at the Host Organisation  ___________________________________________  Date        /         /
Print name  _____________________________________________  Position  ____________________________________________
