MO'S MONTESSORI

Child’s Name:

Date of Birth:

Home Address:

Home Telephone:

Mobile:
Email:
Male Female
Start Date:
Parent / Guardian
Name: Email
Address:
Phone Numbers: (Mobile) Home:
Home address for either of above if different from child:
Parent / Guardian2
Name: Email
Address
Phone Numbers: (Mobile) Home:

Home address for either of above if different from child:

Address:

Contact Number:




MO'S MONTESSORI

Family Doctor:

Address:

Contact number:

Age At birth 2 mths 4 mths 6 mths 12 mths 13 mths
Vaccine 6in1+ PCV |6in1 6in MMR ﬁ\ii” C+
Vaccine Menb Vaccine | MenB Vaccine |PCV MenB Vaccine | PCV
Vaccine Rota.wrus oral Rota‘wrus oral MenC Vaccine

vaccine vaccine
azere/ tick GP GP GP GP GP

Does you child suffer from any medical conditions, illness, special needs, disability and/ or allergies? Please
outline details and special requirements, if any

Does you child have any specific dietary/cultural requirements? Please give specific details

Name of siblings and/or close personal relationships in your child’s life

Additional information that might help us to get to know your child better (For example:
pet language for comfort toys etc.)




MO'S MONTESSORI

|/we hereby give permission for clothes to be changed should the need arise

Child’s name:
Signed (Parent/Guardian) Date:
Signed (Parent/Guardian) Date:

|/we hereby give permission for (child’s name)

& other outings outside the childcare service grounds, on the understanding that the adult/ child ratio as required
by the HSE/the insurance co. will be adhered to at all times. |/We hereby give permission for staff to apply or
assist in the application of sun protection cream

Signed (Parent/Guardian) Date:
Signed (Parent/Guardian) Date:

|/we (parent/guardian) of (child’s name)

give permission to the management of Mo’s Montessori to act on my behalf in case of emergency or accident
and to take such action as may be necessary for the benefit of my child. This decision is to be taken by the staff
person in charge at the time of the emergency

Signed (Parent/Guardian) Date:
Signed (Parent/Guardian) Date:

Patient Number if the child attends any clinics/specialist in the hospital

Permission to be photographed while in the care of the Early Years Staff

using the school camera

|/we hereby give permission for (child’s name)

under the supervision of the Early Years Manager/Early Years Teachers. Photographs will only be used for feed-
back to the child’s parents/guardians in the form of written records used by Early Years staff as evidence for
documenting learning in line with Part V of the Child Care Act 1991 (Early Years Services) Regulations 2016.
Thes photographs may include other children and may be shared with other parents and Early Years Teachers.
Photographs of children will never be used on social media of any kind at Mo’s Montessori.

Signed (Parent/Guardian) Date:

Signed (Parent/Guardian) Date:




