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C.H.A.R.M Kids Registration

	Name
	

	Parent
	

	Address

	

	Phone
	

	email
	

	DOB
	

	Age
	

	School
	


What are your main concerns for your child?





Has your child had a recent diagnosis ? Y / N 	 



Referred or recommended by:






Does your child have any allergies? i.e: food or skin products




How did you hear about C.H.A.R.M Kids?

· Internet
· Facebook / social media
· Friend or family
· School
· Referral from Medical Professional
· Other

I hereby give permission for my child…………………………………..to participate in C.H.A.R.M Kids Medication classes / 8 week Life Skills Program. I agree that all fees will be finalised before the commencement of each class/program.


Signed……….……………………………….... 
Print Name…………………………………….
Date…………………………………
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