
Islamic College Of Melbourne 

 

 

PARENT AUTHORITY FOR THE SCHOOL TO COMMUNICATE 

WITH THE STUDENT’S MEDICAL SPECIALIST 

 

Date: __________________ 

Name of student: ______________________________ 

Year Level: _________________________ 

Parent Name: _________________________ 

Parent phone number: _____________________ 

I ___________________________________ Mother/Father of _______________________ 

of year ____________ give authority for Islamic College of Melbourne to contact my child’s 

medical specialist. 

Name of Medical specialist:______________________________ 

Medical practice:________________________________ 

Phone number:_________________________________ 

Address of Medical practice:______________________ 

 

____________________________   

Signature of parent 

Ph: 03 8742 1739 

Fax: 03 8742 1959 

Em: admin@icom.vic.edu.au 

Web: www.icom.vic.edu.au 

ABN: 44 127 774 298 


