
 

ENROLMENT FORM 2020 – School Age 
 
 

PART 1 – CHILD/FAMILY INFORMATION 

 
Child’s Full Name: ..............................................................................  Male     Female Date of Birth: ..................................... 

Home Address: ................................................................................................................. Please provide proof of age e.g. birth certificate 

................................................................................. Postcode: ........................  Age on Commencement: .................. 

Child’s CRN: ....................................................................... Child’s Medicare No.: …………………………………………… 

Cultural Background of Child’s: ……………………………………………………………………………………… 

Indigenous Status: Aboriginal NOT Torres Strait Islander  Torres Strait Island NOT Aboriginal  
(please tick) Aboriginal AND Torres Strait Islander  NOT Aboriginal nor Torres Strait Islander  
 

 

SESSIONS & DAYS OF ATTENDANCE (please circle): 
 

Before School Care:  Monday  Tuesday Wednesday   Thursday  Friday 
 

After School Care:  Monday  Tuesday Wednesday   Thursday  Friday  
 

Vacation Care:  For Vacation Care, a separate booking slip will be available approximately 4 weeks prior to each holiday period. 
 

Parent/Guardian No.1: ......................................................... 

Relationship to Child: .......................................................... 

Guardian No.1 Date of Birth: ............................................... 

Guardian No.1 CRN: ........................................................... 

Address: .............................................................................. 

............................................................................................. 

Telephone (H): .................................................................... 

Mobile: ................................................................................. 

Occupation: ......................................................................... 

Workplace: …………………………………………...………… 

Telephone (W): ................................................................... 

Email: .................................................................................. 

Family Medicare No.: ........................................................... 

Health Care Card No.: ………………………………...……… 
(Please attach copy) 
 

Cultural Background: ……..………………………………………….. 

 

Parent/Guardian No.2: .......................................................... 

Relationship to Child: ............................................................ 

Guardian No.2 Date of Birth: ................................................. 

Guardian No.2 CRN: ............................................................. 

Address: ................................................................................ 

................................................................................................ 

Telephone (H): ....................................................................... 

Mobile: ................................................................................... 

Occupation: ........................................................................... 

Workplace: …………………...………………………………….. 

Telephone (W): ...................................................................... 

Email: ..................................................................................... 

Family Medicare No.: ............................................................. 
 

Health Care Card No.: …...……………………..……………… 
(Please attach copy) 
 

 Cultural Background: …..………………………………………..…….. 
 

Note: (please read and indicate accordingly):  Under Australian Human Services Guidelines, the 
occupation of both parents must be provided.  Please circle the category into which you fall.  If one or both (1)   Child at Risk 
parents are working; please indicate your place of employment above.  **Please note that (2) ‘Working’ (2)   Working/Training/Studying 
can be on a part-time or full-time basis**    (3)   All other children 
 

 

Is your family eligible for Child Care Subsidy? Yes     No  CCS% ………………………….. Subsidised hours ……………………… 

Which Parent/Guardian CRN is registered to claim CCS?     (please tick)  Guardian 1     Guardian 2 

Please note: to be eligible for CCS, the registered parent/guardian has the liability to pay for the cost of your child care and must be the person responsible 
for paying the child care fees.  
 

 
 
Please note: You must notify the Centre ASAP of any changes in circumstances which may affect your payments of CCS.  For example: employment, 

family separation, level of activity.  The Centre cannot guarantee backdating of payments if you fail to inform us of any changes. 

15 Sapium Rd, Southport, 4215 
ph: 07 5597 3844 
info@benowaearlylearning.com.au 

www.benowaearlylearning.com.au 

Office Use Only: 

Class: ____________________________________ 

Date of Commencement: ________________ 

 Enrolled     Formal     Pending 

Notes: _______________________________ 

Date of Enrolment: _____________________ 

 

mailto:info@benowaearlylearning.com.au


PART 2 – ADDITIONAL & EMERGENCY INFORMATION 
 

EMERGENCY CONTACT PERSON/S (OTHER THAN PARENTS)   Must be over the age of 18 years 
 

Name: .............................................................................. Relationship to Child: …………………………..……………... 

Address: ........................................................................... Telephone: …………………………………………………… 

 

Name: .............................................................................. Relationship to Child: ………………………………..………... 

Address: ........................................................................... Telephone: …………………………………………………… 

 

Do you permit the above mentioned person/s to approve medical treatment, or to authorise administration of medication to the child; or transportation by 

ambulance service or excursion permission if we are unable to contact you?  YES/NO 

Do you permit the above mentioned person/s to approve any person who is authorised to authorise an educator to take the child outside the education and 

care service premises.  YES/NO 
 

 

AUTHORISED PERSON/S FOR DELIVERY & COLLECTION (OTHER THAN PARENTS) must show photo ID upon arrival 

Must be over the age of 18 years 

Name: .............................................................................. Relationship to Child: ……………………..…………………... 

Address: ........................................................................... Telephone: …………………………………………………… 

 

Name: .............................................................................. Relationship to Child: ………...……………………………... 

Address: ........................................................................... Telephone: …………………………………………………… 

 

 

SIBLINGS IN CHILDCARE (FDC/OSHC/VACATION CARE) 
 

 

Name: ......................................................................... Centre: .................................................... CCS % rate: ………….. 

Name: ......................................................................... Centre: .................................................... CCS % rate: ………….. 

Name: ......................................................................... Centre: .................................................... CCS % rate: ………….. 

 

 

OTHER INFORMATION 
 

Are there any custodial arrangements, current Court Orders or Parenting Plans which affect your child? YES/NO 
 

(If YES, please provide a copy of the relevant documentation) 
 

 
Nationality of Child/Family: ………………………………… Primary language spoken at home: ........................................... 
 

 
Would you like our educators to communicate in your primary language?  YES/NO 
(please provide key words on attached child profile) 
 

 
Special Cultural or Religious Requirements: ......................................................................................................................... 
…………………………………………………………………………………………………………………………………………………. 
…………………………………………………………………………………………………………………………………………………. 
 

 

IMMUNISATION 

Has your child received all vaccinations relevant to his/her current age?  YES/NO 

(Please provide Immunisation History Statement upon enrolment.  Contact 13HEALTH or available from www.humanservices.gov.au) 

 

 Polio Tetanus  Whooping Cough Diphtheria  Hib Meningococcal    Other  

 

Staff member signature for sighted:        

 

  

http://www.humanservices.gov.au/


PART 3 – MEDICAL INFORMATION 

CHILD’S MEDICAL HISTORY 

Does your child suffer from any allergies?  YES/NO 

If YES, please provide details: ............................................................................................................................................................... 

...................................................................................................................................................................................................... 

Does your child have any specific health care needs? (e.g. Epilepsy, Asthma, Anaphylaxis, Diabetes)  YES/NO 

(If YES, please indicate details below and provide your child’s FIRST AID ACTION PLAN, along with required medication [Ventolin inhaler, Epipen etc] to be 

kept at the centre for use in an emergency):  

…………………………………………………………………………………………………………………………………………………. 

…………………………………………………………………………………………………………………………………………………. 

Staff member signature for sighted        

 

Does your child have any dietary requirements, food allergies or food intolerance?   YES/NO 

(Please indicate details below, provide your child’s medical practitioner, dietician or nutritionist’s plan, and sign the declaration below):  

…………………………………………………………………………………………………………………………………………………. 

…………………………………………………………………………………………………………………………………………………. 

Staff member signature for sighted:        

 

I authorise the Centre to display a photo of my child ______________________________________ with stated allergy/intolerance to be displayed 

in the kitchen as a safety reference for staff use only. 

 

Signed: ______________________________________________________________ 

 

 

CHILD’S MILESTONE HISTORY 

Has your child had a hearing test?    YES/NO 

Has your child had a vision test?    YES/NO 

Does your child attend speech therapy?   YES/NO 

If YES, please provide details: 

Speech Pathology Clinic:……………………………….………………………………………..  Contact: ………………………………..…………………... 

Does your child attend an Early Intervention Program? YES/NO 

If YES, please provide details: 

Name/Location of Program:……………………………….……………………………………..  Contact: ………………………………..…………………... 

Does your child have any additional needs?   YES/NO 
 

If YES, please provide details: 

Agency/Practitioner’s Name:……………………………….……………………………………..  Contact: ………………………………..…………………... 

Does your child have a specific diagnosis?   YES/NO 
 

If YES, please provide details below and attach supporting medical documentation 

……………………………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………………………… 

 

Staff member signature for sighted:        

 

 

Family Doctor: ...................................................................................... Practice: .................................................................... 

Address: ............................................................................................... Telephone: ................................................................ 

............................................................................................................... 



PART 4 – SIGNATURES 

EMERGENCIES 

I n  th e  ev en t  o f  a n  acc id en t  o r  i l l n ess  r eq u i r i n g  em e rg en cy  m ed ic a l  t re a t me nt ,  t r ea tm en t  w i l l  c om me nc e  f i rs t ,  t he n  eve ry  e f f o r t  w i l l  

be  ma de to  c o n t ac t  th e  p a re n ts /ca re rs  as  s oo n  a s  p oss i b le .  I n  t hes e  ca ses ,  i t  w i l l  b e  n eces sa ry  f o r  a u t ho r i t y  t o  be  g i ve n  f o r  t he  

t r ea tm en t  t o  b e  u nd e r t ake n .  Th i s  i nc l ud es  t ra ns po r t  to  an  a p prop r i a t e  f ac i l i t y  by  ca r  o r  a mb u la nc e .  P a re n ts  a re  a s ked  to  c om p le te  

an d  s i gn  t he  f o l l o w in g : -  

I  _ _ __ __ __ __ __ __ _ __ __ __ _ __ __ __ __ __ __ _ __ __ __ __ __ _ __ __ _  au th o r i se  t he  s t a f f  o f  Be no wa E a r l y  Le a rn i ng  Ce n t re  t o  se ek  

em erg ency  m ed ic a l  t r e a t me nt  fo r  my  c h i l d  _ __ _ __ __ __ __ __ __ __ __ __ _ __ __ __ __ __ _ __ __ __ __ _  s ho u ld  t h i s  be  nec essa ry .  T h i s  

i nc lu des  t ra ns po r t  t o  t he  t r ea tm en t  c en t re  (wh e t he r  i t  i s  th e  doc to r ’ s  su rg e ry  o r  hos p i t a l )  by  ca r  o r  am bu l an ce  i f  n eces s a ry .  

Fur th e rm o re ,  I  hav e  re ad  a n d  ag ree  t o  a b id e  by  co nd i t i o ns  o f  use  o f  th e  Cen t re  an d  to  acc ep t  suc h  res po ns ib i l i t y  as  en ro l m en t  a t  

th e  c en t re  i mp os es .  

S ign e d :  __ _ __ __ __ __ __ __ _ _ __ __ __ __ __ __ _ __ __ __ __ _   Hos p i t a l  I  wo u l d  l i k e  my  c h i l d  t ak en  t o : __ __ __ __ __ __ _ __ __ __ __ __ __ __  

 

 

EMERGENCY CONSENT STATEMENT  

“ I  __ _ __ __ __ __ __ __ _ __ __ _ __ __ __ __ __ __ _ _  (p aren t / g ua rd i a n)  co nse n t  to  e duc a t o rs  a t  B en owa E a r l y  L ea rn i n g  Cen t re  

ad min i s te r i ng  Ve n t o l i n  a nd / o r  E p ip en  i n j ec t i on  fo r  _ _ __ __ __ __ __ __ _ __ __ __ __ __ _ _  (ch i l d ’ s  na me )  whe n  th i s  i s  co ns i de re d  

re as on ab l y  n eces sa ry  i n  a n  em erg ency ”.  

 

S ign e d :  __ _ __ __ __ __ __ __ _ _ __ __ __ __ __ __ _ __ __ __ __ __ _  

 

 

PARACETAMOL 

As  s ta te d  i n  t he  P a re n t  Ha nd bo ok ,  I  un de rs ta nd  t ha t  i n  an  em e rg ency  s i tu a t i on  o n l y ,  P an ad o l  Pa race ta m o l  a s  a  te mp e ra t u re  

re du c in g  me d ica t i o n  w i l l  b e  a dmi n i s t e re d  on  a  o nce -on l y  b as i s  by  s ta f f  o f  th e  Ce n t re ;  a nd  t he rea f t e r  I  w i l l  b e  r esp o ns ib l e  fo r  

cons u l t i ng  my  m e d ica l  p ra c t i t i o ne r .  I  h e re by  g i ve  my  p e rmiss io n  fo r  th e  a dmi n i s t r a t i o n  o f  th e  s i n g le  d ose .  

 

S ign e d :  __ _ __ __ __ __ __ __ _ _ __ __ _ _ __ __ __ _ __ __ __ __ __ _  

 

 

COMPLIANCE WITH HEALTH AND HYGIENE PRACTICES  

I  c e r t i f y  t ha t  I  ha ve  re ad  t he  r e le va n t  h ea l th  a nd  h yg i en e  p o l i c i es  i n  o p era t i on  a t  Be n owa Ea r l y  L ea rn in g  Cen t re  ( i nc lu d in g  t h ose  

pe r t a i n i ng  t o  me d i c a t i on  a nd  co n t ag i ous  i l l n ess )  an d  th a t  I  ag ree  t o  ab i de  by  t hes e  po l i c i es .  

 

S ign e d :  __ _ __ __ __ __ __ __ _ _ __ __ __ __ __ __ _ __ __ __ __ __ _  

 

 

PHOTOGRAPHS/WEBSITE 

I  g i v e  pe rmiss i on  fo r  Be n o wa  E ar l y  L ea rn in g  Ce n t re  t o  t ak e  p h o to g ra ph s  o f  my  c h i l d  fo r  t he  ch i l d ’ s  dev e lo p me nt  p or t f o l i o ,  to  

d i sp l ay  i n  my  c h i l d ’ s  c l ass ro om  a nd  ha l l ways  o f  t he  cen t re  an d  t o  a p pe ar  o n  th e  ce n t re ’ s  we bs i t e  as  pa r t  o f  th e  da i l y  

co r resp o nd enc e .  

 

S ign e d :_ _ __ __ __ __ __ _ __ __ __ __ __ __ __ __ _ __ __ __ __ __ _ _  

 

 

LOCAL OUTINGS 

I  he reby  g i ve  m y  pe rmiss io n  f o r  th e  s t a f f  o f  B en o wa  E a r l y  L ea rn in g  Cen t re  t o  t ake  my  c h i l d  on  l oca l  (wa l k i ng  o n l y )  ou t i n gs .  Th i s  

pe rmi ss io n  i s  a l so  t o  i nc l u d e  v i s i t s  t o  s ho ws  o r  f i r e  d r i l l  p rac t i c es  th a t  occu r  i n  th e  ca r  p a rk  o f  th e  Cen t re ,  an d  s i b l i ng  o r  o t he r  

v i s i t s  be twee n  c lass roo ms .  (Pa re n ts  w i l l  rec e i v e  a  s ep ara t e  f o rm  f o r  excu rs i ons  n o t  i n  t he  l o ca l  a re a ) .  

 

S ign e d :  __ _ __ __ __ __ __ __ _ _ __ __ __ __ __ __ _ __ __ __ __ __ _  

 

 

AFTER SCHOOL CARE (need onl y be s igned by Af te r  School  Care Parents )  

I  r ec og n i se  t ha t ,  wh i l s t  ev ery  ca re  w i l l  b e  t ak en  i n  p i ck i ng  my  c h i l d  u p  f r om  B e l l ev u e  P ark  S ta te  Sch oo l  f o r  a f t e r  sc ho o l  c a r e ,  o n  

occas i on s  wh en  I  h av e  fa i l e d  t o  n o t i f y  B e no wa  E a r l y  Le a rn i ng  Ce n t re ,  th a t  my  c h i l d  i s  n o t  a t  sc ho o l ,  o r  my  c h i l d  has  t ake n  i t  up on  

th ems e lves  to  mak e  a l te rna t i ve  a f te r  sc ho o l  a r ra n ge me n ts ,  t hey  w i l l  o n l y  b e  h e ld  r e spo ns ib l e  f o r  th os e  ch i l d ren  wh o  h ave  c om e  

i n t o  t he i r  ca re  (a s  re p res en t ed  by  t he  a f t e r  sch o o l  c a re  s i gn -o n  sh ee t ) .   

 

S ign e d :  __ _ __ __ __ __ _ _ __ _ _ __ __ __ __ __ __ _ __ __ __ __ __ _ __ _  
 

  



PART 5 – FEE INFORMATION 

Please read the following terms and conditions regarding your obligations in relation to fees and payment at the Centre and accept by signing 

below: 

An enrolment fee of $50.00 is required upon submission of your enrolment form.  Enrolment is only confirmed 

once the COMPLETED enrolment form, including ALL required attachments and the enrolment fe e is 

received.  This fee is non-refundable and is not a bond.  Once paid, we supply your child with a Benowa ELC 

kindy hat.  

Fees are then payable WEEKLY from commencement by the Ezidebit Direct Debit payment system.  If we are 

able to estimate what your weekly fee will be (less Child Care Subsidy - CCS) you will only need to pay this 

reduced amount.  However, if your child does not attend the first day of intended enrolment , we are unable to 

claim CCS so full fees will be charged until the child physically attends the centre.   

The day/s booked by yourself are especially reserved for your child.  Therefore,  normal fees apply to sick 

days, family holidays, public holidays or absences for any other reasons, and must be paid to keep your 

child’s place open at the centre.  

Because of the pressure on places at the Centre, families whose direct debit payments are d eclined for two 

consecutive weeks without prior and reasonable explanation will, upon warning, lose their place to other 

children on the waiting list.   

Two full weeks’ notice of cancellation of any or all booked days is required in writing.  If the child does not 

attend the last two weeks of notice, CCS cannot be claimed and full fees will be charged for the final weeks 

of care (in accordance with the Child Care System Policy).  

 

PART 6 – ACCEPTANCE & AGREEMENT 

I certify that I have read and accept the above terms and conditions in relation to payment of fees at the Centre and I agree 

to abide by the conditions of enrolment as outlined in the Parent Handbook and Centre policies.  

Parent/Guardian No.1 Name: __________________________________ Date:___________ 

Signature:   __________________________________ 

 

Parent/Guardian No.2 Name: __________________________________ Date:___________ 

Signature:   __________________________________ 

 

 

 
 

We would like to welcome you to Benowa Early Learning Centre and we thank you for entrusting us to 

care for your child. 

 We hope your child will enjoy many happy and treasured moments here and that your journey with us 

will be a long and happy one. 

 

 

  



PRE COMMENCEMENT CHECKLIST 

Please ensure you have completed each section of the enrolment form and have included the following attachments: 

 Copy of Child’s Birth Certificate…….………………………………….   
 

 A current headshot photograph of child to be enrolled ……………….   
 

 Copy of your current Health Care Card (if applicable).........................   
 

 Copy of ACCS Transition to work approval letter (if applicable).........   
 

 Copy of Custodial arrangements, current Court Orders or 
  Parenting Plans (if applicable)…………………………………………..   

 

 Child’s Immunisation History Statement………………….……………   
 

 Child’s Health Record e.g. details of previous illness or injury 
specific diagnosis, etc (if applicable)………………………………………………   

 

 First Aid Action Plan, Asthmas Plan or Anaphylaxis Management Plan 
 (if applicable)………………………………………………………………   
 

 Dietician’s or Nutritionist’s Plan (if applicable)…………………………   
 

 Ezidebit Direct Debit Request Form…………………………………….   
 

 
 

INFORMATION ABOUT YOUR FEES 
 

Fees at Benowa Early Learning Centre are paid WEEKLY via Ezidebit direct debit (de fau l t  o f  agreed paymen ts  fo r  2  consecut i ve  weeks wi l l  

resu l t  in  your child’s days being forfeited).  If you are eligible, we estimate your fees to include your Child Care Subsidy in advance.  You will only need to 

pay the gap in outstanding fees. 

 

IMPORTANT:  Please ensure that you have been in contact with Centrelink (formerly Family Assistance Office) before you start care.  Ask to be 

assessed for Child Care Subsidy (CCS)  

Child Care Subsidy (CCS) 

Helps with the cost of child care such as long, family or occasional day care, outside school hour care, vacation care, pre-school and kindergarten. 

Eligibility Basics 

 use approved or registered child care 

 be responsible for paying the child care fees 

 have immunised your child 

Child Care Subsidy Hours (Activity Level of Parents) 

The number of hours of subsidised care families can access will be determined by an activity test.  The parent or guardian with the lowest hours of activity 

per fortnight will determine the hours of subsidised care.  Subsidised hours are up to a maximum of 100 hours per fortnight per child.   

Eligibility basics 

 paid work – including leave, such as maternity leave 

 study and training 

 unpaid work in family business 

 looking for work 

 volunteering 

 self-employment 

 other activities on a case-by-case basis 

 

For more information: www.humanservices.gov.au 

http://www.humanservices.gov.au/




 

 



 

 

 

 
15 Sapium Road, Southport Qld 4214 

Telephone (07) 5597 3844 Email: info@benowaearlylearning.com.au 

 
Before and After School Care  
Specified Journey Permission 

 
I, _____________________________________________ (parent/guardian),  
 
 
give permission for my child _______________________________________ 
 
who is enrolled in the Outside School Hours Care program, to be walked to Bellevue Park State School, Sapium Road 
Southport between 8.30am and 8.55am and collected from the same school and escorted (walked) to Benowa Early Learning 
Centre 15 Sapium Road, Southport, between 2.55pm and 3.45pm. 
 
For the following dates: 
Term 1 2020 Tuesday 28

th
 January to Friday 3

rd
 April 

Term 2 2020 Monday 20
th
 April to Friday 26

th
 June 

Term 3 2020 Monday 13
th
 July to Friday 18

th
 September 

Term 4 2020 Tuesday 6
th
 October to Friday 11

th
 December 

 
After school care: 
Children will be met by Educators and roll will be taken, we will ensure toilets are clean and safe, encourage children to wash 
hands and toilet for afternoon tea on school grounds to prevent children waiting for long periods of time, afternoon tea is eaten 
at tables in assemble area whilst we check all children are present and safety roll is correct (this involves checking with office, 
ringing families) 
 
I understand that my child will be escorted by the Educators from the Centre, as nominated by the Nominated Supervisor. 
 
I give permission for the nominated Educators to sign my child OUT of the Centre when leaving in the morning and sign my 
child IN to the Centre when arriving in the afternoon. 
 
I agree to notify the Benowa Early Learning Centre Office immediately by phone or email, if my child is absent from school 
and/or absent from our Outside School Hours Care program, as per the Before and After School Care Policy. 

 
 
Signed:______________________________  Dated: _____________________ 
 
 
 
Witnessed: ___________________________  Dated: _____________________ 
 


