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CHILD’S DETAILS Date of Birth:

Name: Phone Number: 

Address: Email: (optional)

School Year

Parent or Guardian details Alternative emergency contact:

Name: Name:

Relationship to child: Relationship to child:

Phone numbers to be used: Phone number to be used:

Email: Email:

Child Indemnity and Permission Form
This information is kept confidential and is solely for use by Krystal Kaye Designs 

E: krystalkayedesigns@gmail.com
P: 0432 220 686

CONFIDENTIAL MEDICAL REPORT
The information below is requested to assist in case of any
illness or accident, and will be held in confidence.
a) Please tick if your child suffers from any of the following:
[ ] Heart condition 
[ ] Blackouts [ ] Migraines
[ ] Asthma 
[ ] Diabetes
[ ] Anaphylaxis (please specify below)
[ ] Other (please specify below)
…………………………………………………………
b) Is your child presently taking medication? If yes, please state
the name of the medication, dosage, etc. ……………………………………………………..
c) Please tick if your child is allergic to any of the following:
[ ] Penicillin [ ] Bee Stings
[ ] Other drugs (please specify be……………………
d) Helpful details if available:
Last tetanus immunization:……………………………
Medicare No: …………………………………………
Medical/Hospital Fund Name:…………………………………
Contribution / Member No:.…………………………
Ambulance Cover No………………………..…
Name of family Doctor: …………………….………
Phone: ……………………………..………………….
Please list any physical or special needs: (e.g. dietary requirements,
food allergies)
…………………………………………………………

I consent to my child participating in an authorised program
with Krystal Kaye Designs. 
I will encourage my child to attend and participate
and to cooperate with the leaders and other
children.
I authorise the leader/s in charge of the program, where it is
impractical to communicate with me, to arrange for my child
to receive such first aid, medical or surgical treatment by a
qualified medical
practitioner as the leader may deem necessary at
any time during the activities of the program. I
accept responsibility for payment of all expenses
associated with such treatment.
I agree to indemnify and hold harmless the Krystal Kaye
Designs and program leaders against all claims, demands, suits
and liability of whatever nature and howsoever arising out
of the injury to the child, and the relevant activity being
undertaken.

Please indicate below:
[Yes] [No] I give permission for photographs and
video footage to be taken of my child during Krystal Kaye
programs to be used for promotion purposes. 
[Yes] [No] Facebook promotion
[Yes] [No] Instagram promotion 
[Yes] [No] Print media e.g. newsletters/reports 

SIGNATURE OF PARENT/GUARDIAN

Signature…………..…………………………………
Print Name: …………………………………………

Please give details of any person/s not permitted to contact or collect your child while in the care of programs
conducted by Krystal Kaye Designs and any Court order related to such: ………………………………………………..……..
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