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	UNIVERSITY OF CANBERRA

Outdoor Education
Faculty of Education 
BRUCE ACT 2600


	Telephone (02) 6201 2467
Facsimile (02) 6201 5360

Email: Kathy.Mann@canberra.edu.au
noec@actoea.org.au 



MEDICAL INFORMATION AND CONSENT FORM
NAME: _______________________________ D.O.B: ___________ Gender:  FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
Emergency contact: __________________________________________________

Address: ___________________________________________________________

Phone: (BH) ____________________  (AH) _____________________

(MOB) ____________________________ 

Name of your doctor: _____________________ Phone #: ______________________

Medicare #: ____________________ Private Health Fund: ________________________

Membership #: _______________________ Ambulance Fund: ____________________

Note: You are responsible for ambulance costs
Please tick if you suffer any of the following:

 FORMCHECKBOX 
Allergies
 FORMCHECKBOX 
blood pressure

 FORMCHECKBOX 
epilepsy

 FORMCHECKBOX 
reaction to drugs

 FORMCHECKBOX 
Anaphylaxis
 FORMCHECKBOX 
diabetes

 FORMCHECKBOX 
fainting

 FORMCHECKBOX 
headaches

 FORMCHECKBOX 
Asthma
 FORMCHECKBOX 
eczema

 FORMCHECKBOX 
fits or blackouts
 FORMCHECKBOX 
heart condition

Other (specify): ___________________________________

If you have ticked any of the boxes above an Emergency Treatment plan must be provided and explained to the attending staff. Please write this plan on the reverse side of this sheet or staple.
Date of last tetanus injection: __________________

Have you suffered from any acute illness/injury or been treated by a medical practitioner for an illness or injury during the last 4 weeks? 

 FORMCHECKBOX 
YES  FORMCHECKBOX 
NO

If YES, please state nature of illness/injury and attach a report from your doctor that you are fit and able to safely undertake the excursion ____________________________________________________________

Are you presently taking medication?
 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

If YES please state the name, dosage etc of the medicine _______________________________________

The staff member in charge must be informed about the management of any medication prior to leaving on an excursion. Arrangements need to be agreed on the transport, storage and administration of medication. In all cases medication must be labelled with your name, dosage and frequency of administration.

Are you aware of any physical or psychological limitations for yourself?   FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

Please provide details ___________________________________________________________________

Is there any other information that you believe may help us to provide the best possible care for you?

Consent for photographs to be taken and used. Do you consent to your photograph being taken and possibly used for University or NOEC materials and/or promotions?
 FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO

Consent to medical attention. In the case of me requiring medical treatment or in the case of a medical emergency, I consent for the attending staff providing first aid or treatment as outlined in an emergency treatment plan. I also undertake to pay any costs that may be incurred in the medical treatment, ambulance transport and drugs.

SIGNED: __________________________
Student ID#: ______________
DATE: ______________
