2                                             Registration Form
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Full Name of child _____________________________________________
Name known as    ______________________Gender_________________
Date of Birth         ___________________________________

Name of parent/s or Carers with whom the child lives

Parent 1_____________________________________________________
Does this parent have parental responsibility? Yes/No (delete)

Parent 2_______________________________________________________
Does this parent have parental responsibility? Yes/No (delete)

(If you are unsure who has Parental Responsibility please ask a member of Staff for an information sheet)

Brothers and/or Sisters first name and surname with DOB and school name

__________________________________________________________________

	Full Address including Postcode




	Telephone Number                                          Mobile
Parent name                                

Relationship to the child


	Telephone Number                                          Mobile
Parent name                                

Relationship to the child



Name of any parent with whom the child does not live

______________________________________________________________      

Does this parent have parental responsibility? Yes/No (delete)

	Telephone Number                                         Mobile 




 Does this parent have legal access to the child Yes/No (delete
	Child’s Doctor’s Name, Telephone Number and Address

Has you child been immunised  YES/NO (delete as appropriate)

What immunisations has your child has (delete as appropriate)

2 Month PCV 1 jab for  Diphtheria

                                     Tetanus

                                     Pertussis                     YES/NO (delete as appropriate)

                                     Polio

                                     HIB

3 Month                       Pediacel

                                    Men C                         YES/NO (delete as appropriate)

4 Month                       Pediacel

                                   Men C

                                   PCV                             YES/NO (delete as appropriate)

12 – 13 Month            1st MMR                        YES/NO (delete as appropriate)

                                    PCV

                        Booster HIB and Men C          YES/NO (delete as appropriate)

3Year 4 Months          2nd MMR

                                    Booster Repevax         YES/NO (delete as appropriate)

Your child’s NHS number​​​​​​​​​​​​-

Any Complications during/after birth              YES/NO (delete as appropriate)
If Yes please give detail’s below.




Emergency contact details

Please supply two priority numbers that can be contacted in an emergency or for collection.
Name _______________________________Telephone________________
Work place Name and Number 

Relationship to child:
Name ______________________________Telephone_________________
Work place Name and Number 

Relationship to child:

Parent/carer 1 

 Full Name: _____________________________________________________

Parent/carer Date of birth____________________________________________________

Parent/carer National Insurance Number________________________________________
Parent/carer 2 

 Full Name: _____________________________________________________

Parent/carer Date of birth____________________________________________________

Parent/carer National Insurance Number________________________________________

Please indicate below who is authorised to collect your child age 15 and over 

	Name
	Relationship to child

	
	

	
	

	
	

	
	

	
	

	Please indicate who is NOT authorised to collect



	Name
	Relationship to child

	
	

	
	

	
	

	
	

	
	


Please list any adults who have legal contact with your child- legal contact is anyone who has applied to a court for access to the child and has been given legal contact rights 
	

	

	

	


Personal details of child

Does your child have any medical conditions that require medical support?  Yes/No
Inhalers, epipens, cream, equipment, personal medical intervention, mobility equipment 
Does your child have any distinguishing marks e.g. birth/strawberry marks. Yes/No?

If yes please give a brief description/location.
_________________________________________________________________________________________________________________________________________________________________________________________________________

Does your child have any special dietary needs, allergies or preferences?     Yes/No
Please supply details

Has your child been admitted to hospital for an illness which required medical intervention, which has affected development? Yes/No, if yes are they still receiving intervention, consultant appointments or check-ups?

Details:

Date:

Hospital:

Does your child have any sensory needs? Yes/No?

If yes, please describe how their sensory needs affect them and how we can support your child.
Does your child have any additional needs or disabilities that you are supported with by professionals? Yes/No (delete)
Names of any professionals involved with your child (Speech therapist, Health Visitor, Social Worker, Drs, Consultants etc) 
Name 1  ____________________________Role____________________

Agency  ____________________________ Telephone_______________

Name 2  ____________________________  Role__________________

Agency _____________________________Telephone______________
Is your child known to, or has been known to a support agency? (Social services, Malachi, Family Support,CAMHS, etc. Yes/No

If yes please provide a name and contact details.

	Details of additional need or disability plus what support he/she will require in our setting




Do you have any concerns for your child’s development? Please describe your concerns.
Name and telephone number of Health Visitor (if known)
Does your child have an Early Help Assessment in place? YES/NO
Has your child been engaged with an Educational Psychologist?  

Name, telephone number and email address if known
Has your child attended, or is attending another setting? (Nursery, Childminder)

Name, Address, telephone number of setting:
Do you claim funding for your child from this setting? 

How many hours?

How would you describe your child's ethnicity or cultural background? 

What is the main religion in your family? ______________________________

Are there any festivals or special occasions celebrated in your culture that your child will be taking part in and that you would like to see acknowledged and celebrated while he/she is in our setting?

What language(s) is/ are spoken at home_____________________________

If English is not the main language spoken at home, will this be your child's first experience of being in an English-speaking environment? Yes/No (delete)

If so, we will discuss and agree with you how to support your child when settling-in

Permission Form
· I give my permission for my child to be transported to hospital in an emergency medical situation and to be given emergency medical treatment if necessary       

     YES/NO (Please delete as appropriate)

· I give permission for Staff to take photos of my child during the session and to use these photos on displays or on Tapestry (online Journal).
     YES/NO (Please delete as appropriate)

· I understand that additional consent will be obtained if images are to be used by a third party, used in publicity materials or in the media. 

     YES/NO (Please delete as appropriate)
· I give permission for photos of my child to be used in other children’s development records 

YES/NO (please ask a member of Staff if you are unsure what this means) 

· I give my permission for Staff to take my child on walks within the school grounds   

     YES/NO (Please delete as appropriate) 

· I give permission for Staff to take my child on walks in the local vicinity providing that they tell me when this will be and what time. 
 YES/NO (Please delete as appropriate)
· I understand that children under the age of 15 will not be allowed to collect from Pre-school.

YES/NO (Please delete as appropriate

· I consent to Winshill Pre-school checking eligibility for my child for the Early Years Pupil Premium
YES/NO (Please delete as appropriate
Signature of Parent/Carer: ______________________________

Print name __________________________________________ 

Date _________________________________________

