
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

WAITING LIST APPLICATION FORM 
 

 

1st Parent/Guardian full name ......................................................................….......…… 

 

2nd Parent/Guardian full name .............................................…...........................…….... 

 

Address ..............................................................................................………..........……..... 

 

....................................................................................…………………….............…….....… 

 

Telephone contact no. Home .......…....…….....…........  Work ..................………........ 

 

Mobile ........................................….. Email .......................…………………………............ 

 

Other contact details ..........................…………………………………………..………….. 

 

Child’s full name  ...........................…………..…...    Date of birth...........…..............….. 

 

        ..........................…………...…...    Date of birth...........…..….....…...... 

         

        ..........................…………...…...    Date of birth...........…..….….......... 

 

Date care required .......................................…… 

 

Days requiring care (please tick box):  
 

Mon  Tues   Wed   Thur   Fri 

�   �    �    �    � 
 

Estimated arrival time: …………...am    Estimated departure time: .…..….........pm 

 

Reason for requiring care: 

Work related  �  Study related   � 

Parent respite  �  Other (please specify)  � 

 

Are you currently employed by a St Vincent Hospital (tick)  

Public �    or   Private �    or   Not employed by the hospital� 

 

How did you hear about us? ………………………………………………………………. 

 

Office use only: stamp date received 

  

ST VINCENT’S HOSPITAL  

EARLY LEARNING CENTRE 
93 -103 Victoria Parade, Fitzroy 

Telephone: (03) 9288 2764 

Fax: (03) 8415 0402  

email: childcare@svhm.org.au   
 

 

 


