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Earlsfort Residents Centre, Earlsfort, Lucan, Co Dublin.  Ph: Cathy 086 6822449 or Linda 087 9748984

 Application form

Childs Details:

First Name: ____________________________    

Surname:   ___________________________

Address:   _____________________________    

Phone No.:___________________________

                  _____________________________    

Date of birth: _________________________

     _____________________________    

Religion: _____________________________

Parents/Guardian Names:

Father: _______________________________    

Work No.:____________________________






    

Occupation: ________________________
Mother: ______________________________     

Work No.:____________________________





   

Occupation: ________________________
Who will the school contact if your child is sick or if there is an accident:

Name: _______________________________      

Phone No.:__________________________

Address: ______________________________________________________________________________
If a parent is not available, name somebody who will take care of your child.

Name: _______________________________      

Phone No.:__________________________

Address: ______________________________________________________________________________
Name of person(s) who will collect your child from school each day:

_______________________________________________________________________________________
(Please notify the school if this changes or if your phone number changes)

Please notify the teachers of any change in circumstances - in regard to the home situation - of which the school should be aware (for the child’s welfare).












Yes         No

	Can the teacher take your child to a doctor or to the
	
	
	


Hospital in an emergency?

Name of your Doctor: _________________________
Ph. No.______________________________
Address: _______________________________________________________________________________
Parental consent for medical treatment in case of emergency: __________________________
Has your child been immunised against the following?







Yes
       No

	                    Diptheria
	
	
	
	Age/Date:_________________________

	                    Tetanus
	
	
	
	Age/Date:_________________________

	                    Whooping Cough
	
	
	
	Age/Date:_________________________

	                    Hib
	
	
	
	Age/Date:_________________________

	                    Polio
	
	
	
	Age/Date:_________________________

	                    M.M.R.
	
	
	
	Age/Date:_________________________

	                    Meningococcal ‘C’
	
	
	
	Age/Date:_________________________


Does your child have any of the following:












Yes
      No

	                    Speech/hearing difficulty
	
	
	

	                    Asthma
	
	
	

	                    Diabetes
	
	
	

	                    Epilepsy
	
	
	

	                    Allergy
	
	
	


Any other problems:_____________________________________________________________________________
_________________________________________________________________________________________________
Any personal difficulties or illness - for your child’s welfare - should be made known to the school.

                    Permission to take photographs of your child



Yes         No

	                    during parties, trips, for arts & crafts and
	
	
	


                    for student files (on work experience)














Yes         No

	                    Permission to take your child on school trips.
	
	
	













Yes         No

	                    Permission for your child to participate in the Nativity.
	
	
	


Where did you hear about Keane Minds Montessori?______________________________________________
Parents/guardians Signature: ____________________________________________________________________
Date: ___________________________________________________________________________________________
	For office use only.         Start date:                                                Finish date:




