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REGISTRATION FORM FOR WRAPAROUND CARE
AUTUMN TERM 2025
	Child’s Surname:
	

	
	Child’s First Names:
	



	Date of Birth:
(DD/MM/YYYY)
	


	
	Class:
	

	Gender:
(please tick appropriate box)
	

  Male               Female
	
	Parent/Carer’s Full Name:
	
  

	Home Address:
	

Postcode:

	Mobile No:


	
	

	Alternative contact No in case of emergency:
	

	Email address:

	

	Does your child suffer from any allergies/health conditions:
(please tick appropriate box)
		                         If yes, please complete the
                                                   attached medical information form.
    No                         Yes         

	Dietary Needs (eg. vegetarian, halal):

	

	Medical Practice Name (Doctor’s surgery):

Address and Phone Number:
	


	
	




	Name of authorised person(s) to collect child from Play-centre:
	





	My child can walk home alone
	YES / NO



I give consent to any emergency treatment necessary during play-centre activities. I understand there is no refund for non-attendance. I understand that a penalty fee will incur if my child is picked up outside of the booked times. I confirm that the information provided is correct and I will inform the school of any changes.

Parent/Guardian’s Full Name: ………………………………………………………………………………..

Parent/Guardian’s Signature:  ………………………………………………………….  Date:  …………………………………….
          


MEDICAL INFORMATION
If your child suffers from any allergies/ food intolerances/ health conditions, please complete this form in full

	Child’s Surname:
	
	
	Child’s First Names:
	



	Date of Birth:
(DD/MM/YYYY)
	


	
	Class:
	

	Allergy/
Medical Condition:
	
	
	Gender:
(please tick appropriate box)
	

  Male                      Female

	Parent/Carer’s Full Name:
	

	Mobile No:


	
	

	Alternative contact No in case of emergency:
	

	Email address:

	



	Medication/Treatment
(if your child requires medication, please give details):

	

	Allergies
(please give details of any foods your child must not eat):

	

	Any other information:
	






	Medical Practice Name (Doctor’s surgery):

Address and Phone Number:
	


	
	





I give consent to any emergency treatment necessary during play-centre activities. I confirm that the information provided is correct and I will inform the school of any changes.

Parent/Guardian’s Full Name: ………………………………………………………………………………..

Parent/Guardian’s Signature:  ………………………………………………………….  Date:  …………………………………….




PLEASE SELECT THE CLUB(S) YOUR CHILD WILL BE ATTENDING
AUTUMN TERM
BREAKFAST CLUB
	

	
	
	
	
	

	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY
	AS NEEDED



PLAY-CENTRE
	
3.30- 6.00
	

	
	
	
	
	

	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY
	AS NEEDED



	
3.30-5.00
	

	
	
	
	
	

	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY
	AS NEEDED



	
4.30-6.00
	

	
	
	
	
	

	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY
	AS NEEDED



	
4.30-5.00
	

	
	
	
	
	

	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY
	AS NEEDED



AFTER-SCHOOL CLUBS (please tick your selection)
	
MONDAY
	

	
	

	
	DRAMA 
ALL YEAR GROUPS
	MULTISPORTS 
YEARS 3-6
	GYMNASTICS
RECEPTION – YEAR 2

	
	
	
	

	
TUESDAY
	

	
	

	
	GARDENING
ALL YEAR GROUPS
	FOOTBALL
RECEPTION – YEAR 2
	GYMNASTICS
YEARS 3 – 6

	
WEDNESDAY
	

	
	

	
	CRAFTS
ALL YEAR GROUPS
	BASKETBALL
RECEPTION – YEAR 2
	DANCE
YEARS 3 – 6

	
THURSDAY
	

	
	

	
	BASKETBALL
YEARS 3 – 6
	DANCE
RECEPTION – YEAR 2
	

	
FRIDAY
	
	
	

	
	FOOTBALL
YEARS 5 – 6
	MULTISPORTS
RECEPTION – YEAR 2
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