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WAITING LIST FORM [CONFIDENTIAL]

PUPIL DETAILS
Name:
Date of Birth:
Emergency Contact 1:
Name:
Relationship to child:
Tel Nos:
e-mail: 
Emergency Contact 2:
Relationship to child:
Name:
Tel Nos:
[image: ]


Please check your choices for September:

1 Day    (   )     10.30am – 2.30pm  Please specify preferred day ………………….. 

2 Days 	(   )     10.30am – 2.30pm  Please specify preferred days ……………………………………………….	

[bookmark: _Hlk88558879]3 Days 	(   )     10.30am – 2.30pm  Please specify preferred days ……………………………………………….	

4 Days (	    )     10.30am – 2.30pm  Please specify preferred days ……………………………………………….

5 Days  (    )     10.30am – 2.30pm  Please specify preferred days ……………………………………………….	
We will do our best to accommodate your choices but cannot guarantee days.

Which clubs are you currently interested in? (Please note that these may change before your start date):
Monday: Art (   )
Tuesday: Allotment (gardening) (   )
Wednesday am: Outdoor sports (   )
Wednesday pm: Yoga (   )
Thursday: Music (   )
Friday: Cooking (   ) 


Signed: __________________________________________ Date: ________________________
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MEDICAL INFORMATION

DOCTOR’S INFORMATION

Surgery Name, Address & Telephone No:

Doctor’s name:

SPECIAL DIETARY NEEDS: Please tick which apply

D Avtificial colour allergy D Gluten free

D Nut allergy D Vegetarian

O Kosher

O hana

D Other (please specify)

D No dairy produce

D Seafood allergy

MEDICAL INFORMATION: Please tick which apply

D Epilepsy D Diabetes

D Avrthritis D Multiple Sclerosis

O asthma

D Other please specify:

O eczema

If your child uses an inhaler, is it carried on their person?

YES/ NO (delete as required)

SPECIAL EDUCATIONAL NEEDS AND DISABILITY INFORMATION:

Does your child to have Special Educational Needs?: YES / NO (delete as required)

If ‘yes' please give details:

Do you consider yourself or your child to have a disability?: YES / NO (delete as required)

If ‘yes’ please give details:

Have any other services (i.e. Health Visitor; Social Services; Education Psychologist; Bilingual Support Service;
‘Speech Therapist; Child & Family Guidance; Portage; Teacher Advisers; Assessment Unit; Diagnostic Unit) been

involved with supporting your child? YES / NO
If yes, please list which service(s) here:
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