
Kewstoke Primary School – Admissions Form 

 

Child’s legal last name: Child’s legal first name: 

Middle name: Preferred name: 

Date of Birth: Gender: 

Address: 
 
                                                                                                     Post code:  

Home telephone number: 

Email address: 

Number of children in family:                                                Position in family: 

Siblings currently at Kewstoke Primary (Name & Year Group): 
 

 

Mother’s name: 

Address (if different from above): 
 
 

Home telephone number (if different from above): 

Email address (if different from above): 

Does this parent have parental responsibility?              Yes  /  No  (delete) 

If the child does not live with this parent does the parent have legal access to the child?   Yes  /  No  (delete) 

 

Father’s name: 

Address (if different from above): 
 
 

Home telephone number (if different from above): 

Email address (if different from above): 

Does this parent have parental responsibility?              Yes  /  No  (delete) 

If the child does not live with this parent does the parent have legal access to the child?   Yes  /  No  (delete) 

The name of anyone else who legally has parental responsibility: 

 

Emergency Contact Details – (please place in order you would like to be contacted) (during school hours) 

First Priority 

Name: 

Address: 

Telephone number(s): 

Relationship to child: 



Second Priority  

Name: 

Address: 

Telephone number(s): 

Relationship to child: 

Third Priority 

Name: 

Address: 

Telephone number(s): 

Relationship to child: 

Fourth Priority 

Name: 

Address: 

Telephone number(s): 

Relationship to child: 

Fifth Priority 

Name: 

Address: 

Telephone number(s): 

Relationship to child: 

 

Any further information that the school should know: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



Kewstoke Primary School 

Confidential Medical Questionnaire 

Child’s name: Date of Birth: 

Address: 
 

Name of child’s Doctor or Health Centre: 

Address: 
 

Telephone number: Child’s NHS number (if known) 

Was your child premature at birth?  Yes  /  No If yes, by how many weeks? 

 

Has your child had any of the following? Please circle  

Asthma / Bronchitis Y N 

Heart condition Y N 

Fit, fainting or blackouts Y N 

Severe headaches Y N 

Diabetes Y N 

Allergies to any known drug Y N 

Any other allergies e.g. material, food Y N 

Other illness or disability not mentioned Y N 

Bed wetting Y N 

Travel sickness Y N 

Sleepwalking Y N 

If the answer to any of these questions is YES, please give details below: 

 

 

 

 

IMMUNISATION STATUS 

Has your child received vaccination against Tetanus in the last five years?            Y                  N 

Is your child receiving medical or surgical treatment of any kind from either 
your family doctor or hospital?                                                                                        Y                  N 

Has your child been given specific medical advice to follow in emergencies?        Y                  N 

I confirm that the information given on this medical questionnaire is correct 

Signed (Parent/Carer) __________________________  Please PRINT name _________________________ 

Date _______________________ 

 

 

 

 



Lunch arrangements (please tick) 

School lunch – Free universal meal for Reception, year 1 and year 2 

 School lunch – Free school meal 

 School lunch – Paid 
 Sandwiches / packed lunch 

Travel arrangements (please tick) 

 Car 

 Taxi 
 Car share 

 Cycle 

 Walk 
 

Does your family have any involvement with the following departments?  Please circle all appropriate 
 

  Social care             Family Support            Early Help            Speech and Language         Community  
                                                                                                                                                          Paediatrics 
 
Other (please detail below) 
 
 

Please give details, including name, telephone number, where they are based and the reason for involvement: 

 

 

 

 

 

 

 

 

 

 

Health visitor name: 

Telephone number: 

What other information is it important for us to know about your child? For example, any special support your 
child may require, what they like, or what fears they might have. 

 

 

 

 

 

 

 

 

 

 

 

 



Nationality: 

Ethnicity (please tick) 
 

 Any other Asian background 

 Any other background 
 Any other ethnic group 

 Any other mixed background 

 Any other white background 

 Bangladeshi 

 Black African 

 Black Caribbean 

 Bosnian/Herzegovinian 
 Chinese 

 Croatian 

 Greek/Greek Cypriot 

 Gypsy 

 Gypsy/Roma 

 Indian 

 Kosovan 

 

 Other Gypsy/Roma 

 Pakistani 
 Refused 

 Roma 

 Serbian 

 Traveller of Irish heritage 

 Turkish 

 Turkish Cypriot 

 White British 
 White Irish 

 White and Asian 

 White and Black African 

 White and Black Caribbean 

 White and Eastern European 

 White other 

 White Western European 

What is your child’s first language? 

What language(s) is/are spoken at home?  

If English is not the main language spoken at home, will this be your child's first experience of being in an 
English-speaking environment?    Yes  /  No (delete) 

 

Previous School(s) and Nurseries/Pre-Schools attended 

School: 
Address: 
 
 
Date of Arrival: 
Date of Leaving: 

School: 
Address: 
 
 
Date of Arrival: 
Date of Leaving: 

 

Prior to your child’s start date, we will need to see an original of their Birth Certificate 

 

Signed (Parent/Carer): ________________________ Please PRINT Name: ___________________________  

Date: _______________________________ 


