BOOKING FORM

Date of Birth:

Name of Child I: Please lick the days you wish your child/children to altend.
Monday |3th February Aam O pm O
Tuesday 14th February FULL DAY O
Wednesday |5th February Am O pm O
Thursday |6th February FULL DAY O
AmO PmO

Name of Child 2: Friday 17th February

HOME ADDRESS

Dale of Birth:

POST CODE:

Name of Child 3:

HOME TEL:

MOBILE TEL:

EMAIL ADDRESS:

Dale of Birth:

CHILD’S PRIMARY SCHOOL

www.ashlonhousenursery.co.uk




ENROLMENT FORM

(To be completed by all new parents)

CONTACT |

FATHER'S NAME: OCCUPATION:
WORKPLACE: MOBILE:
WORK TELEPHONE: EMAIL:

CONTACT 2

MOTHER'S NAME OCCUPATION
WORKPLACE: MOBILE:
WORK TELEPHONE: EMAIL:
Preferred Email Address for invoicing (Please circle) Father Mother

Parental / Guardian Responsibility

If married, please print both names and sign. If not married, mother/guardian please sign name and prink.
Father/guardian can print and sign if responsibility for child is held jointy.

Tel

Exira Emergency Contact Name
Relationship to Child

Mobile

Doclor's Name Tel

Praclice address

Immunisation Delails (please circle):

Allergy Delails

MMR Yes No Polo/Diphtheria/Telanus Yes No Whooping Cough Yes No Meningilis Yes No

Calpol Authorisation (signature)

Religion/Culture

Parent’s permission for Club staff to escort child on
oulings and in an emergency, fo doctor/hospital

Signed

Parent’s permission for staff lo seek emergency hreatment and
advice from a3 medical praclitioner

Signed
Parent’s permission for your child’s/children’s pholos and videos

lo be used in Nursery/Club publicalions, website and local press.
(Please circle one and sign) YES NO

Signed

| have read and agree o abide by the terms and condilions of
The Club

Signed

Date

How did you hear about The Club?
If by 8 website, magazine or newspaper, please state which one

www.ashlonhousenursery.co.uk




