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Parent VET/SWL Permission No4ce 
 

Student Name: ___________________________________   Date of Birth: ____/____/_____ 

www.usi.gov.au USI CODE: ___   ___  ___  ___  ___  ___  ___  ___  ___  ___ 

 

  

 

 

 

 

 
 

 

Please fill out the mobile field so you can receive a SMS if your class has been cancelled; bus 9metables, or to no9fy you of any 
other info on their VET course throughout 2025. 

My son/daughter will be undertaking classes/SWL placement away from the school site as part of: [VET in Schools program] 

See VETiS Cluster Handbook for all class dates, >mes and venues.   

1. I give permission for my son/daughter to aLend the above-men9oned classes & aLend any course organised excursions 
which run at various venues and only need an informa9ve no9ce of excursions throughout the year. I am aware that my 
son/daughter will not be supervised by school staff when undertaking classes at the premises of the external provider or 
when travelling by a VET cluster bus to and from the provider and during break 9mes.  

2. I am aware that non-school environments differ from school environments and direct supervision from staff will not be 
provided during study breaks at the external provider (RTO or Delivery School);  

3. I am aware that no responsibility is accepted by the Principal and staff of the school for the loss, theW or damage of personal 
property belonging to or in the possession of my son/daughter. 

4. I understand that I will be no9fied as soon as possible in the event of illness or accident to my child, but where it is 
imprac9cable to communicate with me I authorise the person in charge (or his/her nominee) at the external/HOST provider 
to administer first aid to my son/daughter, and to consent to my son/daughter receiving such medical and surgical 
treatment (including the administra9on of an anaesthe9c) as may be deemed necessary by a legally qualified medical 
prac99oner.  I accept full responsibility for the payment of fees incurred should my son/daughter require such treatment. 

5. I have aLached details of any known medical/health condi9ons which may affect my son/daughter and any current or 
recent medica9on, treatment, plans or reasonable adjustments rela9ng to my son/daughter. This will be provided to the 
external provider in order to support my child’s specific needs and ensure his/her safety and wellbeing. 

6. I will alert the school and the external provider if there are any changes to the aLached details or if I become aware of 
circumstances which raise concerns as to the safety of my son/daughter par9cipa9ng in this program. 

7. I give permission for the school to provide my details, and my child’s details to the external provider/organisa9on of which 
my child will be aLending for the delivery of the VET/SWL program, as well as give my consent for my child to receive medical 
aLen9on if required. 

8. I hereby acknowledge the VET fees and will pay them by the due date. 
 

¨ Medical information attached ¨ My child does not have any medical plan that are relevant  
 

  

VET course selected: 

Year Level: ¨11 ¨12    Group:_________        Student Mobile: __________________________ 

Home address:____________________________________________________________________________  
Parent/Guardian(s) Name___________________________________________________________________ 
Parent/Guardian(s) Mobile: _____________________________ Home:_______________________________ 
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Emergency Contacts and Medical Report 
Parent's / Guardian's Full Name: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Address: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   Postcode: . . . . . . . . . .   

Emergency Telephone: Home:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   Work: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Name of Family Doctor:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Address: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Medicare Number: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Medical / Hospital Insurance Fund: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Contribu9on Number: . . . . . . . . . . . . . . . . .  

Ambulance Subscrip9on: Yes / No                            Membership Number:.......................................................... 

Health care card holder: Yes / No                            Membership Number:.......................................................... 

Medication 
Please provide details of known medical conditions which may affect this student and any current or recent 
medication or treatment that may be relevant. This will be provided to the external provider in order to support 
the student’s specific needs and ensure his/her safety and wellbeing. 
1. Is your student presently taking any medication? YES / NO 
 If YES, please state name of medication, dosage and possible side effects if known etc: 
  

.......................................................................................................................................................................................................... 
 

.......................................................................................................................................................................................................... 

Additional information can be attached to this form. 

2. The teachers in charge of the class will expect the student to retain control of medication and will leave responsibility with the  
individual student. (Please label all medication with the student's name, dose to be taken and when it should be taken.) 
 

3. Does your child have a medical plan?  ¨ YES  ¨  NO  
If YES, Parent/Guardian(s), I give consent to the sharing of this medical plan in the best interest of my child’s health and  
educational advancement. (Attached to this form)  
 

4. Does your child have any other learning difficulties? ¨ YES      ¨  NO 
 

 

 
 

Privacy Notice 
 

The school collects and shares student personal and health information for the purposes of supporting their application and placement in the 
VET/SWL program, enrolment with the course provider, supporting students’ educational, social and wellbeing needs, medical emergencies and 
other purposes stated in the Schools’ Privacy Policy. Students’ names and contact details will be uploaded into a secure online portal managed 
by the WynBay Local Learning Education Network (WynBay LLEN), which supports the VET in Schools program.  
Once the student is accepted into the course, in order to ensure the safety and wellbeing of students and others, the school may also share 
necessary student information such as emergency contacts, health plans, foreseeable risks, or reasonable adjustments that it holds with the 
chosen VET course external provider (which includes the RTO and Delivery School) and where permitted by law. For more information on how 
government schools handle information, please see the Schools’ Privacy Policy at 
https://www.education.vic.gov.au/Pages/schoolsprivacypolicy.aspx    
If you have concerns or wish to request access to your child’s information, please contact the school’s VET Coordinator. 
  

I have read and give permission for my child to undertake the stated VET/SWL Programs and I will adhere 
to all the conditions of this form.  

Parent/Guardian Signature: _________________ Print Name: _________________________________
  

  

https://www.education.vic.gov.au/Pages/schoolsprivacypolicy.aspx

