
Child’s Name: DOB: ____ /____ /_______

Gender: School Year:

 

Address:

Postcode:

 

Parent/Carer Name:

Home Tel Number: Mobile Tel No:

email address:

Emergency Contact Name:

Home Tel Number: Mobile Tel No:

e-mail address:

 Child’s Medical Information

Relevant Medical History:

Allergies:

Medication:

Additional Needs

:
 

I confirm that the above information is correct and I hereby give permission for my 
child to receive emergency treatment or First Aid in the event of staff being unable 
to contact me. 

Signed: Print Name:

Relationship to Child: Date:

 

Registration Form


