EMERGENCY CONTACT SHEET
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Woodburn Drive, Whitley Bay, NE26 3HW
Tel: 0191 6433330
office@whitleylodgefirst.org


Admission date __________		                                                                                              Birth Certificate ________

First name of child: ______________________ Middle name__________________ Surname______________________
Date of birth:	_________________________                        Male 		 Female		
Ethnicity: ________________________________	       First Language: __________________________________
Address:	____________________________________________________________________________________
Postal code:	_______________________________
Name and address of last nursery/school your child attended (if any)
_______________________________________________________________________________________________

Details of parents/guardians of the above named child

Parent 1 name:  __________________________  	         Parent 2 name: ________________________________
 
Parental Responsibility                                              	          Parental Responsibility        
Telephone number: _______________________                        Telephone number: ___________________________
Email Address: ___________________________                        Email Address: ________________________________

Address if different from above:

________________________________________                       ____________________________________________  
________________________________________                       ____________________________________________ 

Place of employment:                                	                                      Place of employment:
________________________________________                       _____________________________________________
Telephone number: ________________________                       Telephone number: ____________________________

Names of other children in family:

___________________________________________                      Date of birth: _______________________________

___________________________________________                      Date of birth: _______________________________

___________________________________________                      Date of birth: _______________________________
	EMERGENCY CONTACT – Please give the name of a relative or close friend who could be contacted if your child is ill or has an accident and you are not available:

Name ________________________________________________________________________________________

Address _______________________________________________________________________________________

__________________________________________ Telephone number____________________________________

Relationship to child _____________________________________________________________________________

Password ___________________________ (Maybe required as additional Identity check when collecting your child)

MEDICAL QUESTIONNAIRE

Name and address of family doctor _________________________________________________________________

Telephone number _______________________________________________

Describe any medical needs, conditions or allergies that your child may have.  Please give details of your child’s symptoms, triggers, signs and treatments:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything about your child's birth history you would like to share e.g. was your child born preterm?
________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________

Does your child have any SEND/additional needs?    Yes / No
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are any other agencies involved in supporting your child? Yes / No
Eg. SALT, CAMHS, other?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Name family dentist ______________________________________________________________________________

Telephone number ________________________________________________________________________________


IF ANY OF THE ABOVE INFORMATION CHANGES, PLEASE INFORM THE SCHOOL OFFICE IN WRITING AS SOON AS POSSIBLE

Signed _________________________________________________Date ____________________________________
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