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ENROLMENT FORM

WHEN YOU OPEN THE APPLICATION: oo

PLEASE COMPLETE THIS FORM.

MY FULL NAME (AS TN PASSPORT)

PRCTURE
OF
CRILD

'RCTURE
OF

'RCTURE
OF
FATHER




P
ME@"@

L HAVE ATTENDED OTHER NURSERTES. TFYES, NURSERY S NAME: ...

MY MOM MOBTLE NUMBER:

MY DAD MOBILE NUMBER:



P
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MY MEDICAL HISTORY

KNOWN ALLERGLES (NONE COMPLETION TS TAKEN AS INDICATING NO KNOWN ALLERGLES )

IMMUNIZATION RECORD

PLEASE ATTACH A PHOTOCOPY OF THE IMMUNTZATION RECORD. LF YOU DO NOT HAVE THIS INFORMATION PLE

ASE COMPLETE

THE FOLLOWING:

DOSE 1 MM/YYYY

0SE 2 MM/YYYY

DOSE 3 MM/YYYY

DOSE & MM/YYYY |DOS

£ MM/YYYY

POLL0 (OPV)

DPT

MMT

HI

HEPATLTLS B

OTHER IMMUNIZATIONS

PLEASE INDICATE DETALLS OF ANY OTHER IMMUNIZATIONS GIVEN .

IMMUNIZATION DATE GIVEN IMMUNIZATION DATE GIVEN IMMUNIZATION DATE GIVEN
BCG/TB TYPHOID TETANUS
RUBELLA VELLOW FEVER




Early Childhood Center

PLEASE TNDTCATE WITH A TICK TF YOUR CHILD HAS EXPERTENCED ANY OF THE FOLLOWING AND IN THE FOLLOWING SPACE ADD ANY INFORMATION
THAT YOU FEEL IS RELEVANT.

CHICKEN POX ECZEMA/SKIN PROBLEMS VISUAL PROBLEMS
MEASLES ASTHMA EAR/HEARING PROBLEMS
RUBELA DIABETES KIDNEY PROBLEMS
WHOOPING COUGH CONVULSIONS /EPLLEPSY ORTHOPAEDIC PROBLEMS
TUBERCULOSIS HOSPITALLZATION SPEECH DIFFICULTIES
MALAKIA MUMPS BRONCHITS

SCARLET FEVER EPILEPSY SPEECH DIFFICULTIES
HAND, FOOT, & HEART TROUBLE Covip-19

MOUTH DISEASE

DO YOU NEED T0 SUPPLY THE NURSERY WITH MEDICATION FOR YOUR CHILDT F YES, PLEASE GIVE DETALLS OF THE MEDICATION AND THE
REASONS FOR THIS.

PICK UP AND DROP OFF DETALLS
NAME AND NUMBER OF PERSON WHO WELL DROP M
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TIMING PREFEREN CES

TERM PREFERENCE:  TALL ~ WINTER  SPRING  VEAR:
WINTER CAMP  SPRING CAMP SUMMER CAMP

DAYS PREFERENCE ) DAYS 3 DAYS L DAYS

TIMING PREFERENCE  §:00- 1:00 300-5:00 UTHER

MY PARENT'S CONSENT

WEREQUIRE YOUR PERMISSION IN THE FOLLOWING,
PERMISSION T0 ADMINISTER NON - PRESCRIPTIVE MEDICINES SUCH AS TBUPROFEN PARACETAMOL, VS N0
ANTI-HISTAMINES, THROAT LOZENGES, INSECT BITE (REAM
PERMISSION T0 RECEIVE FIRST ALD IF THE CHILD HAS ANY ACCIDENTAL INCIDENT AND IF DEEMED
NECESSARY T0 BE TAKEN T0 THE NEAREST HEALTH CARE FACILITY TO RECELVE MEDICAL EMERGENCY \t§ N0
TREATMENT OF FIRST AID
IN THE EVENT OF AN EMERGENCY, IF THE PARENTS/GUARDIANS CANNOT BE REACHED TO TAKE CHILDREN
T0 A HOSPITAL, THE SCHODL WILL TAKE HIM/HER TO A HOSPITAL OF THE SCHOOL'S CHOICE IF DEEMED VS N0
NECESSARY AND [ AGREE TO PAY FOR ANY/ALL COSTS INCURRED AND TAKE FULL RESPONSIBILITY FOR
TREATMENT REQUIRED.
THE ANNUAL MEDICAL EXAMINATION BY THE DESIGNATED DOCTOR/NURSE \ES N(
SHARING INFORMATION WITH THE HEALTH VISITOR \ES N(

IF MY CHILD T STCK, HE / SHE SHOULD NOT ATTEND NURSERY UNTIL FULLY RECOVERED FROM TLLNESS
OR CLEAR FROM INFECTION WITH A REPORT FROM THE HOSPITAL/CLINIC. IF MY CHILD FALLS SICK IN STGNATURE
THE NURSERY, WHEN CALLED TO COLLECT HIM / HER, T WILL ATTEMPT TO BE AT THE NURSERY PROMPILY.
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PHOTOGRAPHIC CONSENT

PHOTOGRAPHIC EVIDENCE TO BE SHARED AMONGST PARENTS OF OUR NURSERY \E§ N0

PHOTOGRAPHIC EVIDENCE TO BE USED FOR DEVELOPMENT FILES \ES N(

MEDIA PHOTOS (WEBSITE, LEAFLETS, LOCAL PRESS, SOCIAL MEDIA,..) \I§ N(

NEWSLETTER (WHICH WILL BE DISPLAYED ON THE WEBSITE) \ES N(
NEQUIRED DOCUMENTS
PLEASE SUBMIT THE FOLLOWING DOCUMENTS WITH YOUR APPLICATION .

A COPY OF THE CHILD"S PASSPORT PHOTO PAGE  AND VISAY

RESIDENCE CARD

COPY OF MOTHERS PASSPORT AND VISA

COPY OF FATHER”S PASSPORT AND VISA

COPY OF BIRTH CERTIFICATE

COPY OF IMMUNIZATION RECORD

MEDICAL REPORT

DATE: STGNATURE (FATHER OR GUARDIAN):

DATE: STGNATURE (FATHER OR GUARDIAN):
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