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CHANGE OF DETAILS

Please complete all necessary information and return this form to the College Office.

STUDENT

Surname: ________________________ Given Name(s): _________________________

Year Group: ________________________ Pastoral Class: _________________________

Address: ____________________________________________________________________

Suburb: ________________________ Post Code: _________________________

Medicare No.: ________________________ Medicare Expiry: _________________________

Home No.: ________________________ Mobile No.: _________________________

Medical Details: ____________________________________________________________________

Is the student in a shared parental responsibility (parents live separately)? Yes | No

RESIDENTIAL PARENT/GUARDIAN 1

Please indicate your relationship to the student: _________________________________________

Surname: ________________________ Given Name(s): _________________________

Address: ____________________________________________________________________

Suburb: ________________________ Post Code: _________________________

Home No.: ________________________ Mobile No.: _________________________

Email: ____________________________________________________________________

RESIDENTIAL PARENT/GUARDIAN 2

Please indicate your relationship to the student: _________________________________________

Surname: ________________________ Given Name(s): _________________________

Address: ____________________________________________________________________

Suburb: ________________________ Post Code: _________________________

Home No.: ________________________ Mobile No.: _________________________

Email: ____________________________________________________________________

http://www.mcchsdow.catholic.edu.au


NON RESIDENTIAL PARENT/GUARDIAN/EMERGENCY CONTACT 1

Please indicate your relationship to the student: _________________________________________

Surname: ________________________ Given Name(s): _________________________

Address: ____________________________________________________________________

Suburb: ________________________ Post Code: _________________________

Home No.: ________________________ Mobile No.: _________________________

Email: ____________________________________________________________________

NON RESIDENTIAL PARENT/GUARDIAN/EMERGENCY CONTACT 2

Please indicate your relationship to the student: _________________________________________

Surname: ________________________ Given Name(s): _________________________

Address: ____________________________________________________________________

Suburb: ________________________ Post Code: _________________________

Home No.: ________________________ Mobile No.: _________________________

Email: ____________________________________________________________________

DECLARATION

I, _______________________________________ acknowledge that the information provided on this

form is accurate as at the date indicated below.

Signature: ________________________ Date: _________________________
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