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Admission
Form
	Office use only
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Leaving Date
Child’s personal health record seen
Parent Handbook Issued

	CHILDS DETAILS

	FIRST NAME (S):
	SURNAME:

	ADDRESS:
POST CODE:

	DOB:
	FAITH/RELIGION:

	ETHNIC ORIGIN:
	LANGUAGE SPOKEN:

	BIRTH CETIFICATE SEEN:
	YES
	NO
	GENDER:     
	M
	F

	ELIGIBLE FOR EEE FUNDING:
	YES
	NO
	NHS no:

	ELIGIBILITY CODE:
	EYPP:
	YES:
	NO:
	CODE:

	PARENTS DETAILS:

	FIRST NAME:
	FIRST NAME:

	SURNAME:
	SURNAME:

	ADDRESS (if different from above):
POST CODE:
	ADDRESS (if different from above):
POST CODE:

	DOB:
	DOB:

	NI/ASYLUM NUMBER:
	NI/ASYLUM NUMBER:

	TEL NUMBER:
	TEL NUMBER:

	MOBILE NUMBER:
	MOBILE NUMBER:

	WORK NUMBER:
	WORK NUMBER:

	WORK ADDRESS:
POST CODE:
	WORK ADDRESS:
POST CODE:

	LANGUAGE SPOKEN:
	LANGUAGE SPOKEN:

	INTERPRETER REQUIRED:
	YES
	NO
	INTERPRETER REQUIRED:
	YES
	NO

	SEND (do you have any special educational needs or disabilities):
	SEND (do you have any special educational needs or disabilities):

	WHO HOLDS PARENTAL RESPONSIBILITY:
	MOTHER
	FATHER

	ARE THERE ANY COURT ORDERS AFFECTING PARENTAL RESPONSIBILITY (if so please give details):
ATTACH EVIDENCE

	EMERGENCY CONTACTS:

	NAME:
	NAME:

	RELATIONSHIP:
	RELATIONSHIP:

	ADDRESS:
POST CODE:
	ADDRESS:
POST CODE:

	TEL NUMBER:
	TEL NUMBER:

	PASSWORD:
	PASSWORD:

	FAMILY COMPOSISTION-Please include all other household members significant to the child, e.g. Stepparents, Siblings, Grandparents, etc.

	NAME & TEL NUMBER:
	DOB:
	GENDER: M/F
	RELATIONSHIP:
	Name of school/nursery if a child:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	CHILDS NEEDS:

	DISABILITIES (are there any known disabilities or learning difficulties)
	

	DIETARY NEEDS (including likes, dislikes, allergies, religious needs)
	

	VIEWS OF PARENTS/CARERS (do you have any concerns about the child’s behaviour or development) 
	

	MEDICAL HISTORY:

	IS YOUR CHILD UNDER THE HOSPITAL?
YES / NO
If yes please state medical condition

	IMMUNISATIONS UP TO DATE? YES / NO

	
	DOES YOUR CHILD HAVE ANY DISTINGUISHING BIRTH MARKS OR SCARS? YES / NO

	HOSPITAL NAME:
	

	
	HAS YOUR CHILD BEEN CIRCUMCISED?
YES / NO
DATE
AGE

	CONSULTANT:
	

	DETAILS OF ONGOING MEDICATION/KNOWN SIDE EFFECTS:
HAS YOUR CHILD SEEN A DENTIST? YES / NO
	

	
	ANY KNOWN ALLERGIES:
HAS YOUR CHILD HAD THEIR 2 YEAR CHECK?
YES / NO
DATE DUE:
DATE COMPLETED:

	HEARING TEST DATE:
HEALTH VISITOR: YES / NO
AUDIOLOGY: YES / NO 
RESULTS:

	

	
	IS YOUR CHILD SUPPORTED BY AN EDUCATION, HEALTH AND CARE PLAN?
YES / NO
ARE THE EARLY YEARS INCLUSION SUPPORT SERVICE INVOLVED?
YES / NO


	DOES YOUR CHILD HAVE ANY SPECIFIC HEALTH NEEDS?

	

	IS THE CHILD SUBJECT TO A CHILD PROTECTION PLAN?
	YES
	
	NO
	

	IS THE CHILD SUBJECT TO A CHILD IN NEED PLAN?
	YES
	
	NO
	

	IS THERE A CURRENT f CAF IN PLACE?
	YES
	
	NO
	

	IS THE CHILD LAC?
	YES
	
	NO
	

	HAS THE CHILD BEEN SUBJECT TO ANY OF THE ABOVE PREVIOUSLY?
	YES
	
	NO
	

	PROFESSIONAL CONTACT DETAILS:

	Professional Contact

	Name
	Address

	Tel No

	GP

	
	
	

	Health Visitor

	
	
	

	Dentist

	
	
	

	Family Support Worker

	
	
	

	Social Worker

	
	
	

	Other (please specify)

	
	
	

	TRANSISTION:

	PREVIOUS SETTING (if applicable):
ADDRESS:  
                                                                                                                                           POST CODE:
TEL NUMBER:                                                                                                                                                                                                                            

	LOCAL CHILDRENS CENTRE:
IS FAMILY REGISTERED:   YES / NO

	SIGNED CONSENT:

	· I understand that it may be necessary to make enquiries or share information with Health Visitors, GP’s or any other relevant professional as considered necessary.
Signed ___________________________Parent/Carer Name ____________________________Date _________
· I am aware of the contents of this form and it is true to the best of my knowledge and belief.
Signed __________________________Parent/Carer Name _____________________________Date __________
· I agree to my child being taken to hospital in the event of an emergency.
Signed __________________________Parent/Carer Name _____________________________Date _________
· I agree to my child being taken on educational visits as part of the EYFS to support my child’s learning.
Signed __________________________Parent/Carer Name _____________________________Date _________
· I agree to staff applying sun cream to my child in the event of hot weather, I understand my child will be unable to access the outdoor area without sun protection.
Signed __________________________Parent/Carer Name _____________________________Date __________
· I agree to photographs and video footage being taken of my child which will be used for Learning Journals and displays.
Signed _________________________Parent/Carer Name ______________________________Date _________
· I agree to my child taking part in face painting or henna activities within nursery.
Signed _________________________Parent/Carer Name ______________________________Date __________

	STAFF NAME___________________________________DATE_______________
STAFF SIGNATURE_________________________________
MANAGERS NAME______________________________DATE_______________
MANAGERS SIGNATURE____________________________
Information on this form will be held under the 2018 Date Protection Act and is needed for the provision of services.  Information may be disclosed to other agencies on your behalf where this is necessary to provide a service. You have a right under this Act to have access to this information that may be held on computer or manual filing system.

	SERVICE AGREEMENT:

	Days and times agreed:

MON
TUE
WED
THUR
FRI
MORNING
SESSION





AFTERNOON
SESSION





ALL DAY
SESSION





             Non Fee Paying 2/3 years EEE
             Fee Paying
             Student Funded
             Referral letter enclosed
             Extended hours/30 hour EEE
             Benefits received (give details) _____________________________________________________________
             Evidence of benefits on file
I agree to give 1 months’ notice in writing, when my child’s place is no longer required.
Parent/Carer Name _____________________________Signed __________________________Date__________
I agree that the information may be used to ensure accuracy of records across the local authority and check against fraud>
Parent/Carer Name _____________________________Signed __________________________Date __________
I agree to the setting carrying out the relevant checks to ensure I am entitled to 2 year, 3/4 year EEE and/or EYPP at point of delivery.
Parent/Carer Name _____________________________Signed _________________________Date ___________


	



