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Registration Form - Child 

Personal Details   

Form completed by : __________________________ Relationship to child: ________________________ 

Given Names: ________________________________ Surname: _________________________________ 

Date of Birth: ______/______/_______ Email: _________________________________________________ 

Address: ____________________________________________________ Post code: __________________ 

Postal Address: _______________________________________________ Post code: __________________ 

Home Phone: _________________________________ Mobile: ___________________________________ 

Medicare:  _ _ _ _  _ _ _ _ _  _  (   ) Client #    Exp Date _ _ / _ _ _ _  Birth weight:  __________ 

Emergency Contact Details   

In case of an emergency, who can we contact?  

Name: ___________________________________________ Phone: _________________________________ 

His/her relationship to child: _________________________________ 

Aboriginal or Torres Strait Islander Status 

Do you identify as being Aboriginal and/ or Torres Strait Islander?                   No            Yes  

Aboriginal     Torres Strait Islander    Aboriginal and Torres Strait Islander   
 

If No?   Do you have a family member who identifies as Aboriginal or TSI?      No            Yes  

     If Yes, What is their name:  ________________________________ Relationship to you:  _________________ 

Consent                                                         

Do you consent to SETAC staff using photographs of you and/ or your family that can be used in SETAC publication 

material/Social Media?    Yes    No 
 

Do you consent to relevant information being shared with you GP and health professionals involved in your 
care i.e. specialists, allied health?      Yes       No  
 

GP Name: ________________________________ Practice Address: ________________________________ 

Medical history 

Arthritis                   Yes      No         Diabetes                 Yes       No        Type 1          Type 2                          

Kidney Disease      Yes      No          Cardiovascular      Yes      No      If yes, type? ______________________ 

Asthma     Yes     No          Cancers            Yes      No      If yes, type? ______________________ 

Allergies:________________________________________________________________________________ 

_______________________________________________________________________________________ 

 Any other medical conditions_________________________________________________________________ 

_______________________________________________________________________________________ 

Sign: _________________________________________________________   Date: ____/____/______ 

Witness Name: ____________________________________________   Signature: ______________________ 
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