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Child Information Form
Childs Name ………………………………………………………………………………………………………………..
Name Used ………………………………………………………………………………………………………………….
D.O.B ………………………………………………………………………………………………………………………………
Home Address
…………………………………………………………………………….……………………………………………………………

…………………………………………………………………………….……………………………………………………………
…………………………………………………………………………….……………………………………………………………
Postcode ………………………………………………………………….……………………………………………………
Telephone No ………………………………………………………………………………………………………………
Ethnic Origin …………………………………………………………………………….…………………………………

Doctor’s Name ………….……………….………………………………………………………………………………
Immunisations ………………………………………………..…………………………………………………………

Allergies (Milk, etc.) ………….………………………………………………….…………………………………

	Name of Adult to collect child
…………………………………………………………………………………………………………………………………………………………………..
Telephone No ………………………………………………………………………………………………………………………………………
Relationship ………………………………………………………………………………………………………………………………………..



	Emergency Contact
…………………………………………………………………………………………………………………………………………………………………..
Telephone No ………………………………………………………………………………………………………………………………………
Relationship ………………………………………………………………………………………………………………………………………..



	Date of sessions attending



	Please give details of any other allergies, phobias or medical conditions or information we should know about your child : 



