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15. Program & Activity Consent and Medical Form

Program name:
Dates of program:
As Parent / guardian of ………………………….. I ……………………consent 
to ……………………………….... participating in the above program.

Participant details:

Participant Name:……………………………………
Male / Female (circle one): 

Date of Birth:………………………………
Cultural Identity: …………………………………….
Address…………………………………………………………………...Post code……………………
Contact Phone Number ……………………. Mobile Number ………………………………………
Email Address ……………………………………………………………………………………………
Emergency contact person……………………….. Contact number ………………………………
I understand that this program / activity is aimed to support and encourage my son / daughter 
and I agree that they will participate in all aspects of the program.  I agree that my Son / Daughter will be transported to and from the activity in the Mission Australia Van and supervised by Mission Australia Staff.

I agree, to delegate my authority to the staff and instructors involved.  I consent them taking whatever action they deem necessary to ensure the safety and wellbeing of all involved.  I also authorise the program instructors to obtain medical assistance that they deem necessary should an accident occur and agree to pay all medical and dental expenses incurred for this participant.

I further legally authorise qualified medical practitioners to administer an anaesthetic or carry out necessary surgical procedures if such a situation should arise.  I also give my consent for the participant’s local doctor or medical specialists to be contacted in an emergency.

I further release the staff, MISSION AUSTRALIA and visiting instructors from all liability and responsibility for injury, illness or damages which may befall or occur to the participant during the programme, and agree to indemnify MISSION AUSTRALIA, its staff and instructors for and against any liability, damages and claims and cost of defending such claims whatsoever.

Medicare Number:………………………………Family Doctor/Surgery:………………
	
	Please circle
	Additional information

	Medication / drugs required
	Yes / No
	

	Respiratory / asthma problems
	Yes / No
	

	Heart problems
	Yes / No
	

	Allergies or phobias
	Yes / No
	

	Epilepsy
	Yes / No
	

	Behavioural Issues
	
	

	Dietary Requirements.  
	
	

	Any other health needs
	
	

	Swimming Ability  (circle one)
Poor

Average

Strong


Parental Name: …………………………………….Signature:………………………………..

Facilitators:
