CHILD’S ENTRY FORM

Child’s Name: ________________________________________
Date of Birth: _______________Sex:____________Religion:___________________Ethnic Origin: _______________
First Language: _________________Disability: Y / N___________Access Requirements: ________________________
Address: _______________________________________________________________________________________
___________________________________________________________Post Code: ___________________________
Telephone Number (Home):________________________ Telephone Number (Mobile): _______________________
MEDICAL INFORMATION:
Important medical conditions (e.g. allergies):___________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Injections Received: ______________________________________________________________________________
_______________________________________________________________________________________________
History of Illnesses: _______________________________________________________________________________
_______________________________________________________________________________________________
CHILD’S DOCTOR:
Name: _________________________________________Phone Number: ___ _______________________________
Address: _______________________________________________________________________________________
_______________________________________________________________________________________________
CHILD’S HEALTH VISITOR:
Name: _________________________________________Phone Number: ___ _______________________________
Address: _______________________________________________________________________________________
_______________________________________________________________________________________________

Toilet Requirements: _____________________________________________________________________________
_______________________________________________________________________________________________
Special Dietary Requirements: ______________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
Child’s Name: ___________________________________________________________________________________
Name of Parent(s) / Carer(s):_______________________________________________________________________
Name of person(s) Holding Parental Responsibility:______________________________________________________
Home Address: __________________________________________________________________________________
_________________________________________________________________Post Code: _____________________
Telephone Number(s):_____________________________________________________________________________
Work Address: ___________________________________________________________________________________
_________________________________________________________________Post Code: _____________________

IN AN EMERGENCY PLEASE CONTACT:
	NAME
	RELATIONSHIP TO CHILD
	TELEPHONE NUMBER

	
	
	

	
	
	

	
	
	

	
	
	



PEOPLE AUTHORISED TO PICK UP CHILD:
	NAME
	RELATIONSHIP TO CHILD
	TELEPHONE NUMBER

	
	
	

	
	
	

	
	
	

	
	
	



I GIVE MY CONSENT TO MY CHILD RECEIVING ANY MEDICAL TREATMENT WHICH IS URGENTLY NECESSARY, EXCEPT:
______________________________________________________________________________________________
Signed (Parent/Carer):_______________________________________________Date:_________________________

I UNDERSTAND THAT ANY CARER WHO SUSPECTS THAT A CHILD IS IN HIS/HER CARE MAY HAVE BEEN ABUSED OR NEGLECTED, HAS A DUTY TO REPORT THIS TO THE SOCIAL SERVICES DEPARTMENT:
Signed (Parent/Carer):_______________________________________________Date:_________________________

                                                                                                                                                                                              
GENERAL INFORMATION ABOUT YOUR CHILD
PLEASE ANSWER THESE QUESTIONS IN AS MUCH DETAIL AS POSSIBLE. THIS WILL HELP US GET TO KNOW YOUR CHILD AND HELP HIM OR HER TO SETTLE IN QUICKLY.
Child’s Name____________________________________________________Date:____________________________

Are any milk feeds to be given to your child during the day? At what times? _________________________________
______________________________________________________________________________________________

What type of milk does your child drink? ______________________________________________________________
_______________________________________________________________________________________________

What juice does your child drink? At what times? _______________________________________________________
_______________________________________________________________________________________________

What are your child’s favourite foods? _______________________________________________________________
_______________________________________________________________________________________________

Does your child have any daytime sleeps? At what times? ________________________________________________
_______________________________________________________________________________________________

How does your child go to sleep? Does your child have a comforter? _______________________________________
_______________________________________________________________________________________________

What are your child’s favourite occupations? __________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

What are your child’s favourite songs and games? ______________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

Is there anything special that you feel we should know about your child? ____________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
YOUR CHILD’S ROUTINE:
PLEASE GIVE DETAILS OF YOUR CHILD’S TYPICAL DAILY ROUTINE, INCLUDING MEALTIMES, SLEEPTIMES, ACTIVE TIMES AND QUIET TIMES.
Child’s Name____________________________________________________Date:____________________________
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