
SUPADAY #2 Registration Form - 27th July 2009 
 

PARENTS – Please fill in front page plus one page for each child registering 
     
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
FAMILY INFORMATION 
 
Family Name:            

Parents/ Guardian Name(s):         

Address:            

        Postcode:     

Phone:    Email:        

Any other helpful information:         

              

Emergency 
Contact No’s First Name Last Name Mobile Phone 

Parent/ 
Guardian 
 

                                 

Friend/ Neighbour/ 
Relative  if you 
can’t be contacted   

   

 
Are you involved in any church? If so, which one? 
(e.g. “St. Paul’s Anglican Church, Castle Hill”)       
 
What activities is your child involved with at your church? 
(e.g. “Sunday School”, “G.F.S.” etc)         
 

HOW TO REGISTER: 
Post application and payment by 

Monday 18th July to: 
 

          “Children’s Ministry” 
  St Paul’s Anglican Church 

           PO Box 1226 
                CASTLE HILL  NSW  1765 
 

OR 
Hand in to a leader at any of the 

 St. Paul’s children’s activities  
(Kids Alive, K’Splat) 



CHILD ONE 

Name:           Gender: M / F 

Date of Birth:        Age:    

School attended this year:          

Kindy Year 1 Year 2 Year 3 Year 4 Year 5  Year 6                
 
Name of current scripture teacher:        
(if known) 
 

Please answer all questions. If further details are needed, please attach a separate list. 
 
1. Is your child on any medication?   Yes        No 
          
  Details:            
 
              
 
2. Does your child have special dietary needs? Yes        No 
          (if your child requires any special foodstuffs,  

you may need to supply them yourself) 
 
 Details:            
 
              
 
3. Is there any other special, personal or medical Yes        No     
         information that we need to be aware of? 
 (e.g. suffers from asthma, fits, or behavioural difficulties etc.) 
 
 Details:            
 
              
 
4. Medicare No:  ……………………………………………………………… 
   

Expiry Date:  ………………………………………………………………… 
           

Private Health Fund:  ……………………………………………………… 
 

 Membership Number:  ……………………………………………………. 



CHILD TWO 

Name:           Gender: M / F 

Date of Birth:        Age:    

School attended this year:          

Kindy Year 1 Year 2 Year 3 Year 4 Year 5  Year 6                
 
Name of current scripture teacher:        
(if known) 
 

Please answer all questions. If further details are needed, please attach a separate list. 
 
1. Is your child on any medication?   Yes        No 
          
  Details:            
 
              
 
2. Does your child have special dietary needs? Yes        No 
          (if your child requires any special foodstuffs,  

you may need to supply them yourself) 
 
 Details:            
 
              
 
3. Is there any other special, personal or medical Yes        No     
         information that we need to be aware of? 
 (e.g. suffers from asthma, fits, or behavioural difficulties etc.) 
 
 Details:            
 
              
 
4. Medicare No:  ……………………………………………………………… 
   

Expiry Date:  ………………………………………………………………… 
           

Private Health Fund:  ……………………………………………………… 
 

 Membership Number:  ……………………………………………………. 



CHILD THREE 

Name:           Gender: M / F 

Date of Birth:        Age:    

School attended this year:          

Kindy Year 1 Year 2 Year 3 Year 4 Year 5  Year 6                
 
Name of current scripture teacher:        
(if known) 
 

Please answer all questions. If further details are needed, please attach a separate list. 
 
1. Is your child on any medication?   Yes        No 
          
  Details:            
 
              
 
2. Does your child have special dietary needs? Yes        No 
          (if your child requires any special foodstuffs,  

you may need to supply them yourself) 
 
 Details:            
 
              
 
3. Is there any other special, personal or medical Yes        No     
         information that we need to be aware of? 
 (e.g. suffers from asthma, fits, or behavioural difficulties etc.) 
 
 Details:            
 
              
 
4. Medicare No:  ……………………………………………………………… 
   

Expiry Date:  ………………………………………………………………… 
           

Private Health Fund:  ……………………………………………………… 
 

 Membership Number:  ……………………………………………………. 


