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MELBOURNE YOUTH JUSTICE CENTRE- YMCA SPORT PROGRAM

  
900 Park Street, PARKVILLE, VIC
Ph: (03) 9389 4376
About MYJC:   The YMCA Sporting Program operates in MYJC from 4:30pm through to 6:00pm.  Sporting activities cover a large range of options including Indoor Soccer, Basketball, and Volleyball .

Supervision:
The program is supervised by the YMCA and students are covered under the YMCA’S Public Liability insurance policy from the moment they sign in upon arrival until they sign out upon departure.   Whilst at MYJC students are at all times accompanied by a teacher and a staff member from YEP. They are also supervised by staff from both the YMCA and MYJC.  

Transport:
 Students depart Xavier and Genazzano  at 3:40pm and are transported to the venue by teachers and parents in their personal vehicles or a minibus.

Collection:
Students are returned to either Genazzano or Xavier by 6:45pm, unless they have a note stating that alternative arrangements have been made with parents.  

PARENT AGREEMENT
I consent to my son/daughter participating in the YMCA Sporting Program conducted at the MELBOURNE YOUTH JUSTICE CENTRE, during 2011.  I am aware of the travel arrangements as outlined on the parent information sheet. I understand that reasonable care of my child will be taken during this activity, but in the case of an accident, I consent to the YMCA, its supervisors, coordinators, servants and agents, to authorise such medical, hospital, surgical or other treatment as may be reasonably required for my child if I cannot be contacted.
I __________________________________________________(Parent / Guardian name)

Agree to my son/daughter __________________________________ being involved in the above activities and to notify the YEP Coordinator  if there are any changes to his/her medical status other than those outlined on this form.  I have read and understood the nature of the activities and the forms of travel, etc.
Signed __________________________________ (Parent / Guardian)       Date: _____/______/______

STUDENT AGREEMENT

STUDENT MINISTRY AGREEMENT

I ___________________________________________________(student’s name)

Agree to follow directions as set out by the SUPERVISING TEACHER / PARENT / YMCA or MYJC STAFF MEMBER  in a friendly and co-operative manner.  I recognise the sensitivity of the needs of people I will be working with and will respect the needs and privacy of all those assisted by the program.

STUDENT’S SIGNATURE:   _________________________________________ 
Date: _______/______/______

We ask parents to note the following requests and abide by them:-


Is your son/daughter regularly taking tablets and/or medicine? ................ YES/NO


If yes, please state name of medication, dosage, etc.


____________________________________________________________________________


____________________________________________________________________________


PLEASE DO NOT ALLOW STUDENTS TO BE IN POSSESSION OF ANY MEDICINE WHILST ON CAMP OR RETREAT.  

           (Asthma & diabetes medication are exceptions to this, provided staff are notified.)


Name of medication: _______________________________________________________________


Dosage and times: _________________________________________________________________

MEDICAL/HOSPITAL INSURANCE FUND: .................................................................................

MEDICARE NO: .................................................................

AMBULANCE COVER:   YES / NO

Are there any MEDICAL CONDITIONS we need to be aware of e.g. Asthma, Travel sickness, fits of any type, heart condition, blackouts, Asthma / Wheezing (Please complete the following Asthma Management Plan), Dizzy Spells, Migraines, Allergies, Other … Please provide details… severity, cause, treatment and medication given, etc. 


________________________________________________________________________________


________________________________________________________________________________


________________________________________________________________________________

Please note: This section must be completed only if your child suffers from Asthma. It must be completed by the parent/guardian and consultation with the family doctor may be necessary. This information is of vital importance in the event of an asthma attack as it will assist in the speedy provision of correct treatment. The recording of this information is recommended by the Asthma Foundation of Victoria.

1. WHAT ARE THE STUDENTS USUAL SYMPTOMS OF ASTHMA?
(Please tick) Wheezing __

Tightness in chest __


       Coughing __

Difficulty in breathing __

2. WHAT ARE THE STUDENT’S SIGNS/SYMPTOMS OF WORSENING ASTHMA? 
Please describe: _________________________________________________________________
_______________________________________________________________________________
3. HAS THE STUDENT BEEN ADMITTED TO HOSPITAL DUE TO ASTHMA IN THE PAST 12 MONTHS?

YES / NO
4. HAS THE STUDENT EVER SUFFERED SUDDEN ASTHMA ATTACKS REQUIRING HOSPITALISATION?

YES / NO
5. IS PREVENTATIVE MEDICATION USUALLY REQUIRED DAILY? YES / NO 
               If YES, please provide information regarding name of medication, dosage, how often and when?
______________________________________________________________________________________________________________________________________________________________
6. HAS A MEDICAL MAINTENANCE PROGRAM BEEN WORKED OUT WITH THE ASTHMATIC’S DOCTOR IN ORDER TO REDUCE THE FREQUECY/SEVERITY OF ATTACKS?
YES / NO If yes, what is the normal maintenance program followed by the asthmatic?_____________________________________________________________________________________________________________________________________________________
7. IS THE ASTHMATIC ON ANY RELIEVER MEDICATIONS?     YES / NO If YES which ones? __________________________________________________________________________
_______________________________________________________________________________
8. DOES THE ASTHMATIC NEED PRE-EXERCISE MEDICATION? YES / NO
9. DOES THE ASTHMATIC ALWAYS CARRY THEIR MEDICATION(S) WITH THEM?
    YES / NO
10. DOES THE ASTHMATIC REQUIRE SUPERVISION/ASSISTANCE FROM STAFF WHILE TAKING MEDICATION?
YES / NO
11. WHAT ARE THE KNOWN TRIGGER FACTORS EXPERIENCED BY THE ASTHMATIC? 
                (Please Tick)

Cold conditions__

Animal Fur__

Pollen__

Plants__


Fuel Fumes__

Mould__

Dust__


Wood Smoke__

Food Colorings__   (specify which ones)____________________________________

Food Preservatives__   (specify which ones)_________________________________

Artificial Food Flavors__   (specify which ones)______________________________

Specific Foods__   (specify which ones)_____________________________________

Any other factors?______________________________________________________

12. DOES THE ASTHMATIC USE A PEAK FLOW METER?
YES / NO
If yes, what reading would: (a) indicate that they would require medication? _______



                       (b) indicate that they require medical attention? ________

13. IS THERE ANY OTHER RELEVANT INFORMATION THAT WILL ASSIST WITH THE MANAGEMENT OF THE STUDENT’S ASTHMA WHILE ON MINISTRY?
__________________________________________________________________________________________________________________________________________________________________________________________

YEP MEDICAL FORM


             (For MELBOURNE YOUTH  JUSTICE SPORTING PROGRAM)
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ASTHMA MANAGEMENT INFORMATION FORM








  NAME:..............................................................





  DATE OF BIRTH:  ................................................





  SCHOOL:...................................................................





  YEAR LEVEL:  ..........





  STUDENT’S MOBILE: …………………….........……………





  STUDENT’S EMAIL: ………………………………………….……………………………… 





  PARENTS’  MOBILE: …......………………………………… 
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