	Child’s Full Name:
	
	Date of Birth:
	

	Registered at Birth
	Male   	Female 

	Birth Cert NoHome
Language


Ethnicity
You do not have to answer this question:

Religion
You do not have to answer this question:




Passport No
	

	
Address:
	


                              Jumping Beans Greenhithe - Registration Form

	Emergency password for collection
	

	Adults with Parental Responsibility

	Name:

	
	Name:
	

	Address 
(if different from child)
	


	Address 
(if different from child)
	

	Relationship to Child:
	
	Relationship to Child:
	

	Date of Birth:

	
	Date of Birth:

	

	National
Insurance No
	
	National
Insurance No
	

	Parent Proof of address
	

	Parent Proof of address
	

	Does anybody else have a legal right to contact with the child? (S8 Order)
	           
              Yes
	
             No

	Details:
	


	Anybody who is NOT allowed to collect your child:
	

	Court Orders in place to prevent named person(s) from collecting 

	

	Is there a risk of threat to the child, staff or setting (please detail)

	

	Emergency Contacts

	Name/Relationship to child:

	Contact Telephone Numbers
	Area where they may travel from to collect

	

	
	

	

	
	

	Medical History

	Does your child have any known medical conditions?
	         Yes
	         No

	Full Details:
	




	Does your child take any regular medication?
	         Yes
	       No

	Full Details:
	



	Is your child up to date with their NHS vaccinations?
	          Yes            
	       No         

	8 weeks old
	Diptheria, tetanus, whooping cough, polio, haemophilus influenza type b (Hib) and Hepatitis B – DtaP/IPV/Hib/Hep B
Meningococcal group B
Rotavirus gastroenteritis
	
  
Yes/No
  
	

Date:

	12 weeks old
	Diptheria, tetanus, whooping cough, polio, Hib and Hepatitis B – DtaP/IPV/Hib/Hep B
Pneumococcal (13 stereotypes) – PCV/ Rota Virus
	
Yes/N0
	

Date:

	16  weeks old

	Diptheria, tetanus, whooping cough, polio, Hib and Hepatitis B – DtaP/IPV/Hib/Hep B
Men B
	
Yes/No
	
Date:

	One Year
	Hib and Meningococcal group C (MenC)
Pneumococcal – PCV Booster/ Measles, Mumps and Rubella (MMR)
Men B Booster
	
Yes/No
	
Date:

	Eligible paediatric age groups
	Influenza (each year from September)
LAIV
	
Yes/No
	
Date:

	Three years and four months (or soon after)

	Diptheria, Tetanus, Whooping Cough, Polio – DtaP/IPV
Measles, Mumps and Rubella (MMR)
	
Yes/No
	
Date:

	For Internal Use: Check whether child has received additional childhood immunisations as per the selective childhood immunisation programme – http://www.gov.uk/government/publications/routine-childhood-immunisation-schedule/routine-childhood-immunisations-from-february-2022-born-on-or-after-1-january-2020

Has the child’s health record book been seen to confirm immunisation dates? Yes/N

Setting signature:    
                                                                               Date:

	Professional Involved with your Child

	Doctors (GP)
Name
Surgery
Phone Number

	

	Dentist
Name
Surgery
Phone Number

	

	Health Visitor
Name
Phone Number

	

	Social Care/Early Help
Worker – Name
Phone Number

	

	Paediatrician/Hospital 
Consultant/Specialist
Area/Field of Work

	

	Speech Therapist
Name
Phone Number

	

	Physical Therapists
Name
Phone Number 

	

	Portage
Name
Phone Number

	

	Specialist Nurses
(Diabetes/Dieticians)
Name
Phone Number

	

	Any other Professional Persons who work with your child or your family that we need to know about






	









	Permissions Section:


Please initial by each box below to give consent;
Accidents and Emergencies
	I give my permission for my child to receive basic first aid within the setting when necessary. I understand that I will see a copy of any accident/incident reports involving my child which I must sign and date
	

	
	Please initial above

	I give permission for plasters to be used on my child, where necessary

	

	
	Please initial above

	I give permission for my child to be taken to the accident and emergency department (A&E) for urgent medical attention if this is necessary and I cannot collect them immediately.
	

	
	Please initial above

	I give permission for my contact details to be shared with emergency services where necessary in the case of an emergency
	

	
	Please initial above

	I have checked with my emergency contacts, and they are also happy to have their contact details shared with Jumping Beans Greenhithe to provide in case of an emergency
	

	
	Please initial above

	Where my child has been prescribed life saving medication such as insulin (diabetes)/Inhaler (asthma)/Epipen (allergies) etc then I give permission for this to be administered as per medical professional instruction and for any details of medication to be passed to emergency services
	

	
	Please initial above



Physical Contact
	I give permission for my child to have sun cream applied on hot days

	

	
	Please initial above

	I give permission for nappy cream I have supplied to be applied to my child, if required
	

	
	Please initial above

	I give permission for my child to be changed out of wet/soiled clothing  when required
	

	
	Please initial above



Food/Allergies
	I have notified the setting of any/all allergies or reactions that my child has in relation to food or drink
	

	
	Please initial above

	I understand the need to provide a healthy packed lunch that does not contain any allergens such as nuts/fish etc and that fruits such as grapes are sliced lengthways and that there are no chocolate, sweets or fizzy drinks included
	

	
	Please initial above



	Permissions cont..



Photographs/Observations/Media
	I give permission for my child to have their photograph taken in setting to be used in their learning journal to record progress and celebration
	

	
	Please initial above

	I understand that any photographs showing other children with your child will be kept for personal use and not published on any social media sites or shared
	

	
	Please initial above

	I give permission for my child’s photograph to be used on the Private Facebook group for parents Jumping Beans Greenhithe when celebrating events
	

	
	Please initial above

	I give permission for my child’s learning journal and development file to be shared with other professionals who have a valid interest in regards of my child’s progress
	

	
	Please initial above

	I understand that I will be notified of any photographer from media outlets (newspapers) who may attend the setting that I will sign a separate authority for them to publish your child’s photograph
	

	
	Please initial above

	I give permission for any specialist teacher that attends Jumping Beans Greenhithe to observe my child and I will be notified of this prior/after 
	

	
	



	Additional Information


	Dietary Requirements
	Does your child have any special dietary requirements?




	Celebrations
	Does your child celebrate any specific events or festivals?





	Home
	Who does your child live with at home?





	Toys/Interests
	Are there any toys/interests that your child prefers at home?






	Stories/Books
	Are there any favourite stories or books at home?





	Allergies    - Name of Child

	Please tick box to notify us if your child has been:

	
	Formally Diagnosed by medical professional
of allergies  - has prescription for treatment 
	Please detail what/how this affects your child along with medication type
	Family preference through cultural/religious or dietary to exclude from diet

	Nuts
Tree/groundnut

	
	
	

	Eggs

	
	
	

	Dairy

	
	
	

	Shellfish

	
	
	

	Fish

	
	
	

	Wheat/Gluten

	
	
	

	Meat 
Beef/Pork/Chicken
	
	
	

	Celery

	
	
	

	Sesame

	
	
	

	Mustard

	
	
	

	Soya

	
	
	

	Sulphur Dioxide

	
	
	

	Latex
Balloons/Gloves/Plasters
	
	
	

	Pets

	
	
	

	Bees/Wasps

	
	
	

	Medication 

	
	
	

	Pollen

	
	
	

	Lupin
	

	
	

	Any other allergens that your child reacts to
	
	
	



**** If Your child is prescribed medication you will be required to complete an ongoing medication form along with a possible health care plan 
