CLIENT
AUTHORISATION FORM

CHENE'S et et sst st s
Name
Mobile Phone NOS:  # ...t et sesess K ettt et e et
Important information
Does you child suffer from allergies or have certain special needs?
If YES please record the details below:
CHILD'S NAME AGE ALLERGIES ANY SPECIAL NEEDS OR DIETARY

In order for us to provide professional, responsible care for your children, we require your written
authorisation to permit us to carry out the following functions:
Please circle YES / NO / or N/A to indicate your permission for your Carer to:

Seek immediate medical or dental treatment from any available Doctor, Dentist ,Hospital or

YES / NO or N/A
Administer basic medication to any child/adult under care.

YES / NO or N/A
Take the child/adult under care on an excursion or outing. YES / NO or N/A
(IF "YES" PlEASE SPECHY: ..ot )
Allow the adult/children under care to participate in water based activities, including swimming in
any pool. YES / NO or N/A

SIGNATURE of
PARENT / GUARDIAN DATE:

PO Box 22
LOCHINVAR NSW 2321
P: 1300 875 557 M: 0400 008 683
W: www.kiddicare.com.au
E: michele@kiddicare.com.au
ABN: 75 441 134 672




