POLISH  COMMUNITY COUNCIL OF VICTORIA

      School Committee Language Camp

28/12/2012-5/01/2013 Camp Fourpost  DENILIQUIN NSW 
                   ACTIVITY FORM

Activity/Event name: Language camp Carlton         

Participant name………………………………………………………………………

Date of Birth……………………………..School…………………………………….

During activity, carers may be reached at:

Name……………………………………… Relationship to participant……………..

Phone………………………….Mobile……………………………………………….

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

Name……………………………………… Relationship to participant……………..

Phone………………………….Mobile……………………………………………….

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

If can not be reached, in event of emergency contact following person:

Name……………………………….Phone…………………………Mobile………………………

Additional remarks………………………………………………………………………………..

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

Medical number__ __ __ __  __ __ __ __ __  __ Person nr on card____

Private health cover:    Yes/No                FUND name………………………………………………..

Membership NR……………………………………………….Ambulance cover Y?N 

Membership NR…………………………………………….

Is the participant taking any medication at present or is likely to require ANY medication during the event?

YES No

If YES list……………………………………………………………………………………………………
………………………………………………………………………………………………………
Does your daughter/son suffer from any of the following?
Asthma……….  Diabetes………… Epilepsy……………….. Sleep walking…………

Fainting…………….Hay fevers……… Nose bleeds…….. Bed wetting………..Allergic………..

Give details of any known allergies such as food, insect bites or medication…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Does she/he suffer from disability or chronic illness or need any special health care?

YES.. NO IF YES give details……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….

Give details of any special food requirements for medical, religious or other reasons………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Does the participant wear contact lenses………………

Date of participant’s last tetanus immunization…………………………….

If swimming and/or boating is listed as an activity, how far can the participant swim............meters                                               
                                                                          DECLARATION
Parent’s declaration/Permission to attend

I, ..........................................................................., being carer of…………………………………… hereby apply for my daughter/son to attend the camp, accept the conditions as set by Polish Community Council of Victoria and agree that the PCCV, their Officers and assistants be absolved and free from responsibility whatsoever, for accidents and or illness as a result of the Applicant’s participation in any activities within and outside the camp. If the application is accepted, to the best of my knowledge my daughter/son is fit to participate and has permission to take part in all activities except for………………………………………

I undertake that my daughter/son will attend this activities only if, to the best of my knowledge, she has not been in contact with any infectious diseases in the three weeks prior to the event. I authorize the teacher in charge to obtain the first aid, medical, ambulance, dental assistance or treatment including any anesthetic or blood transfusion in the event of any illness or accident. NOTE: All reasonable attempts to make contact with carers or the nominated person to contact in an emergency will be made. I consent to the release of the health information on this form to any person who provides medical treatment and care to my child whilst participating in these activities. I agree to pay for all expenses incurred in obtaining such medical aid and to reimburse the organization for any expenses incurred. I have completed both pages of this form and to the best of my knowledge the information is correct.

Parents  name………………………………………………………….. 

Signature……………………………………………………………….Date --/---/-----
