Registration Humbear:

PERSONAL INFORMATION RECORD BEEREE

{Please fill in the details with dark coloured ink)

Datels of Event:
AME: SUMMBITIE. ... .00ooeieian oo coisssms hsmn sesaas fam 6 sas bbeaas oo s 45 shb s nmmt b Given / Prafaned MAMe: ... e
HOME ADDRESS: .. . e =L PSS
22T T ) o S S T S Postentda: ..o ne e Telephane Mo, ... e e e
PERSOMAL:
T Age at Actvity: ................. Gender: Male | | Female | |
MBTICAIE MD. ... .c..oceee vt cems s e e e s mn s Ancillary Benefis Cover: Yes [F Mo l_—
Family sequence Mo. ... Medicare Card expiry date: ....__.... ¥ — [ Ambulance Ins Number ...
Privale Health Inswrer: ... reiees Private Haalth Ing MUmBer ... ... s riee oo e s e s v ren srnren mmme e
BRI e e, e e e e
DETAILS  SECTION GROUP DISTRICT REGION

| T O S U O S U OUS O0 U o U S S0 U A OO O S S Reabionship: ..o e e
o
GRUDMITIC. ot o s R S S S A Mother's Mobele: ... HOMML o ccina e e s sn e s
Postoode: B s B e A B R R B e S R Father's Moblla: ...............ccccicmienne cnnnn e Busingss: ...............
In an emargency, i we camol conlact pou, whom aise can we confact?  Mame & Relationship: ... Phone: _.......
HEALTH STATEMENT
If the participant suffers from any chromic or recurrent ailmert, alfargy or physical incapacily, # shouwld be disclosed so that we are aware of the fact
A Does the participant suffer frem any physical If yes, please specify:
or ather digabilities or ailments? O Yos / D Mo | s s s s
B. Does the participant sulfer from Explanation/Medication:
L] Severe/ [] Wi Al R
L) Type 11 [ Type2 [ ves/ E""
(] Severe/ [ ] Mid B:as: : gl
) 8
I lack 7
i e | ] Yosd [ No |ttt
Sleep Walking? ..o L] vess Mo
mel MHEH-?... . D Yﬂif Nﬂ .............................................................................................
Migraine HEadache? ... A I T OO
C. Does the participant have any Known If yos, please specity:
Allergins? im Panicillin, bee sting, bites, 800. | — =0 = | i esiesi ee s essas sae s sna e ses nn sk aes sannn
hay fever, other food, drug or ather D e f D Mo
environmentally relatad allargy. | e s b e st s
D. Does the participant have any Medications Hame OF DIBE. ... conrr s cme s rr s e s s mmnres smm srn s e rrr e
on this activity? ie Injectionfiableticapsule D D Dosage: ............
Panicillin, Ingulin, Ventalin, Epipen®, other drugs Yes ! Mo Reazon or Cause ... ...
How Cfien Administered: .
Adminigtered by Whom

In the case of a Youth Member, please hand the medication—CLEARLY laballed with the child's name & dosage instructions—to the Leader in Charge of the Youth
Mombaer

E. Is there any further information you consider to be important and about which we have not asked above and of which we should ba aware (including

spacial dietary requirements - M ..y [ o If Yes, please specify
F. Analgesics : In the event of your child requiring the administration of an analgesic (eg. Panadol),. do you HEREBY CONSENT ta your child
being given the recommended child dosage of Paracetamol or Panadol?
D Yes/ D Mo HYES, plaase Sign Bar:. ... i e ee s snas
G Dotails of last Anti-Totanus injection:  Year of Original Injection | ear of tast boaster injection [

I hareby Authorise the Leader in Charge of the above activity, in circumstances whene it is not possible or it is impracticable to communicate with ma. to seek for my child, such
Surgical, Medical or Dental treatment as a qualified Surgeon, Medical or Dental Practitioner may consider bo be necessary (incuding the transfusion of blood) and | hersby
Consant io such treatment. | have read and understand the Privacy Motice ovarleal.

Date : Signed: (Parent | Guardian)
This form Is to be filled out by participant if over 18 years old, or by Parent’'Guardian, taken to the event or handed fo the Leader in Charge before you leave.
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