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School Enrolment Form
Note: All forms must be completed in full and returned to the school, along with a copy of your child’s Birth Certificate. 
Name of Child (in full, as on Birth Certificate) 


Address at which child resides: 


_______________________________________  Eircode ________________________
Telephone No:____________________________ Male           Female 
Date of Birth: ____________________________
PPSN Number:

Nationality: ______________________________ Country of Birth:
      

Mother’s Nationality:

Father’s Nationality:


Father’s Name: 
 Present employment: 
 

Work telephone No: 
 Mobile No:

e-mail address: ___________________________
Mother’s Name: 
 Present employment: 


Work telephone No: 
 Mobile No:

e-mail address: ___________________________

Mother’s Maiden Name (if different from above): ________________________________
Guardian’s Name: 
 Present employment: 
 

Work telephone No: 
 Mobile No:

*If you change your mobile number during the school year please inform us immediately as it is vital to keep records up to date in case of an emergency.

Is the child living with both parents 

If not please give details: ___________________________________________________________

Religious denomination: _____________________ 

If your child was baptised please state where it took place: 


Date of baptism: __________________________ 

Did you child attend preschool: ______ For how long: ___________________________
Where? ________________________________________________________________
Has you child ever had a psychological assessment?


Has your child ever received a speech and language report?


School Emergencies/Sickness/Unexpected Closures, etc.
The following information will be used by the school in the event of:
· Your child feeling sick
· An unexpected closure of the school.

· An emergency occurring while the school is in operation, making it necessary send pupils home outside of normal school closing hours.
If your child gets sick, or the school has to close unexpectedly, etc and there is no one at home/the school is unable to contact you, please provide the name, telephone number and address of two other people you nominate for us to contact. We will ask this person to come and collect your child/children. 

Person the school will contact

1. Name ________________________
2. Name _________________________

Relationship to child: ______________
Relationship to child: _______________

  Telephone/mobile no: ________________         Telephone/mobile no: ___________________
Medical Emergency/Accident

Should your child be involved in an accident during school hours, requiring medical attention, every effort will be made to contact you. However, in the case of an emergency, it may be necessary for the school to make a decision to bring the child to a doctor/hospital. If you give permission for this please sign below.
I authorise that at their discretion a member of staff may bring my child/children to a Doctor/Hospital if an emergency arises.

Signed (Parent/Guardian) ___________________________

Family Doctor 

Doctor’s Name ______________________________
Telephone No: _____________
Address of Practice: __________________________


        __________________________
Does your child/children have any specific medical condition (e.g. asthma, eyesight, hearing etc.) 
or emotional problems which may affect him/her at school?
It is the responsibility of parent(s)/guardian(s) to notify the school of any food allergies.  
Does your child/children have an allergic reaction to medication or food?
Is there any other relevant information about your child/children which we should know?
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[image: image2.jpg]Scoil Naisiunta Tobair Eoin Baisde
Johnswell, Co. Kilkenny
Tel: 056 7759895
Email: johnswellns@gmail.com
Roll no. 17905R





To be completed if your child is transferring from another Primary School

Please fill out main application form as well
Previous School:



Address:



Telephone:
__________________
What class was your child in when he/she left the school? 




Reason for Transfer:


Have you enclosed a copy of the most recent school report and attendance record?  
Yes  No 
Note: We require reports from previous schools in order to meet the needs of your child.
Give details of any health conditions (e.g. asthma, eyesight, hearing, allergies, etc.) or emotional problems which may affect your child at school
Has your child special educational or care needs? If so is there any specific equipment/ resources 
that the school will require for your child? Please give details below.
_______________________________________________________________________
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