
Family Name__________________________________________________________________________________________________ 	

Parents’ Home Phone _________________________________________Parents’ Mobile Phone______________________________________

Family name___________________________________________________________________________________________________________ 

Home School_________________________________________________________________________________________________

Principals Name_______________________________________________________________________________________________

Liaison Teachers Name_________________________________________________________________________________________

Student’s date of birth          /          / 	 Student’s gender    Male  Female

Is the student an Australian citizen    Yes  No  If ‘No’, please specify___________________________________________________

Confidential & Medical Information

S t u d e n t

Great Alpine Road
(PO Box 53) Dinner Plain VIC 3898
Phone  5150 8100 Fax  5159 6618
Email: alpine.school@edumail.vic.gov.au 
www.alpineschool.vic.edu.au

Emergency contact details

Father’s/Male guardian’s details and contact information

Title	 __________ 	 Family name________________________	 Employer’s name____________________________________________

First name______________________________________________	 Employer’s address__________________________________________

Relationship to student__________________________________	 ______________________________________________________________

Occupation_____________________________________________	 Employer’s or contact phone number  (        )__________________

Country of birth_________________________________________	 Can this parent/guardian be contacted at work?  Yes No

Mother’s/Female guardian’s details and contact information

Title	 __________ 	 Family name________________________	 Employer’s name____________________________________________

First name______________________________________________	 Employer’s address__________________________________________

Relationship to student__________________________________	 ______________________________________________________________

Occupation_____________________________________________	 Employer’s or contact phone number  (        )__________________

Country of birth_________________________________________	 Can this parent/guardian be contacted at work?  Yes  No

Other emergency contact (other than parent or guardian)

First emergency contact	 Second emergency contact

Name	 __________________________________________________	 Name_______________________________________________________

Relationship to student__________________________________	 Relationship to student______________________________________

Telephone number  (        )________________________________	 Telephone number  (        )____________________________________

Family Issues

Restraining / Custodial Orders_____________________________________________________________________________________________

Please fill in all sections.
Mark with NIL or N/A if it does not apply to your son / daughter
Please use BLOCK LETTERS

Student’s  
first name

Student’s  
second name

(CONFIDENTIAL)
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Please explain any previous experience that the student has had in leadership, development or community programs. 
Please list duration, approximate date and responsibilities. For example:

•  Student Representative Council, Peer Support mentor_________________________________________________________________

•  Employment (Part time, Full time)_____________________________________________________________________________________

•  Youth groups________________________________________________________________________________________________________

•  Clubs and sports_____________________________________________________________________________________________________

•  Other________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

E x p e r i e n c e  i n  l e a d e r s h i p  d e v e l o p m e n t  p r o g r a m s

Home school details

Name of home school__________________________________________________________________________________________________

Name of Principal______________________________________________________________________________________________________

Name of Liaison Teacher_______________________________________________________________________________________________

Address of home school________________________________________________________________________________________________

State	_ ___________________________________________________ 	 Post Code	______________________________________

Swimming ability

Please indicate the student’s swimming ability	 Good           Fair           Poor           Non swimmer 

Comments_____________________________________________________________________________________________________________

Residential address

Number and street_____________________________________________________________________________________________________

Suburb________________________________________________________________________________________________________________

State	__________________________________________________________	 Postcode	 _________________________________________

Email	__________________________________________________________________________________________________________________

Postal address  (if not the same as Residential address)

Number and street_____________________________________________________________________________________________________

Suburb________________________________________________________________________________________________________________

State	__________________________________________________________	 Postcode	 _________________________________________

Please indicate to whom correspondence should be addressed

Father / male guardian   ■          Mother / female guardian   ■          Both   ■          

Please fill in all sections.
Mark with NIL or N/A if it does not apply to your son / daughter
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Student’s Name(s)_____________________________________________________________________________________________________

Student’s date of birth            /          /	 Student’s gender    Male  Female______________

Please indicate any prescribed medications being taken and for what condition(s)_ _____________________________________

_______________________________________________________________________________________________________________________

Indicate dosage

	 Name of medication	 Condition	 Dosage	 When given

Please indicate any non-prescribed medications being taken and for what condition_____________________________________

Please indicate any medical conditions (eg diabetes etc.)_________________________________________________________________

Please indicate any recent medical episodes (eg injury)__________________________________________________________________

Please indicate any disturbed sleeping habits or patterns_______________________________________________________________

Please indicate any religious observances or medical constraints (eg. No blood transfusions)_______________________________

_______________________________________________________________________________________________________________________	

medical summary

S t u d e n t

Please fill in all sections.
Mark with NIL or N/A if it does not apply to your son / daughter
Please use BLOCK LETTERS

Impairments

Please indicate type of impairment:

Impaired Hearing	 ________________________________ 	 Impaired Vision	 ___________________________________

Impaired Speech	 ________________________________ 	 Impaired mobility	 ___________________________________

Pain Relief

The Alpine School Campus does not carry Aspirin for pain relief. We do have Paracetemol for pain relief where necessary. 
Do you consent to your son / daughter being administered pain relief if required.

Yes   No        Comments or other direction__________________________________________________________________ 	

Tetanus Immunisation

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)

Diet

Please indicate diet or any special dietary requirements________________________________________________________________

_______________________________________________________________________________________________________________________

www.alpineschool.vic.edu.au

Great Alpine Road
(PO Box 53) Dinner Plain VIC 3898
Phone  5150 8100 Fax  5159 6618
Email: alpine.school@edumail.vic.gov.au 
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Asthma

Due to climate and elevation at the Alpine School Campus, asthma can be aggravated in some students. Your son or 
daughter may not have had asthma since they were very young or may have only very mild asthma. Alpine conditions can 
trigger asthma. Therefore it is necessary to be prepared and have medication in such an event If your son or daughter has 
ever had asthma please fill out the asthma management form attached.

Does the student suffer from Asthma?    Yes  No    If Yes, fill out Asthma management form.

Allergy

Does you son / daughter suffer from any allergies to food, medications, plants or animals    Yes  No

If yes, please specify here______________________________________________________________________________________

Please complete an allergic reaction management form.

Medical insurance details

Doctor’s name_________________________________________________________________________________________________________

Clinic Name____________________________________________________________________________________________________________

Clinic address__________________________________________________________________________________________________________

Clinic Phone number (          )_ ___________________________________________________________________________________________

Medicare number (       )____________________________________________________________Expiry date__________________________ 
                                   ▲  include the single digit in brackets next to students name on card. ie. position in family eg (4) = 2nd child

Health Care Card No.__________________________________________________________________________________________________

or Pensioner Card No.______________________________________________________________________________________ if applicable.

Private Health Cover?  Yes  No  If Yes, please detail_ ________________________________________________________________

Ambulance Cover?  Yes  No_________________________________ Number________________________________________

I, ______________________________________________  the parent/guardian of _____________________________________________

_authorise the Alpine School Campus staff to arrange for ambulance transport for my child if necessary (including air ambulance).

Signed		  ________________ /            /        

Consent to medical attention

In the event of illness or injury to my child whilst at 
the Alpine School Campus, on an excursion, or 
travelling to or from school, I authorise the Principal 
or teacher-in-charge of my child, where the Principal 
or teacher-in-charge is unable to contact me to:

•	 consent to my child receiving such medical 
attention as may be deemed necessary by  
a medical practitioner,

•	 administer such first aid as the Principal or  
staff member may judge reasonably necessary,

•	 arrange ambulance transport as necessary.

Signature of parent/guardian

___________________________________________________
Name of person signing

___________________________________________________

Office use only

Custody documents sighted?  Yes  No

Custody restrictions_______________________________________

________________________________________________________

Signatories

Thankyou for taking the time to fill in this student information 
form. The details are confidential but are required to enable 
staff to properly supervise and care for your child at the Alpine 
School Campus.

Signature(s) of parent/guardian

________________________________________________________

________________________________________________________

Date          /          /

Please fill in all sections.
Mark with NIL or N/A if it does not apply to your son / daughter
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