
 Personal Information
 Child’s Surname:   Childs Forename:

 Address:

 Postcode:

 Town:   County:

 Home Telephone:

 Parent 1 Work Telephone:  Parent 2 Work Telephone:

 Parent 1 Email:

 Parent 1 Mobile:  Parent 2 Mobile:

 parent 2 Email:

 Contact Information
 Date of Birth:

 Parent 1 Name:  Parent 2 Name:

Preschool Sessions 
AM 9   

Mon Tues Weds Thurs Fri

 N/A

 We/I give consent for photographs to be taken and displayed of our/my child by Fingertips Preschool     

 e give consent for staff at Fingertips Preschool to carry out observations and assessments on my child  

Observations and Assessments 
As part of our work in the Preschool, we take time to do observations and assessments on your child for each area of 
development in the Early Years Foundation Stage.  All Information is treated in a confidential manner and you can have access 
to it at any time.

Outing consent form
 e give consent for the st  t Fingertips Preschool to take my o r child on loc l o tin s ith rior notice. 

 Nationality:  Home Language:

 We/I give consent for my/our child to take part in forest school activities 

 We/I give consent to photographs of my/our child being used to promote Forest School activities   

 We/I give consent for my/our child to travel in a vehicle driven, owned and maintained by a member of staff 
 employed by Fingertips on the days they attend forest school to the forest school site    

 Y    N  

 Y   N  

 Y    N  

 Y    N  

 Y    N  

 Y  N  

applicationformrev-0120

Sessions Required
Fin erti s Preschool  Forest School

Forest School Sessions 
AM 9 am  

 Fin erti s oo l n  rser

rser  Sessions 
AM am - pm

Mon Tues Weds Thurs Fri

 Emergency Contact Telephone:

 Contact Name:

er enc  ont ct et ils

 P ss or   

Photo r hic onsent

Forest School Sessions 
P    Child’s placement to commence on: 

e ic l onsent
n the e ent o  n e er enc   consent for my child to receive any necessary medical treatment ro   

li ie  irst i er n  sho l  the nee  rise recei e e er enc  e ic l tre t ent ro  he lthc re 
ro ession ls or e t en  l nce to hos it l to recei e e er enc  e ic l tre t ent  

Forest School

 Y   N  

 b
u

il
d

in
g

 c
o

n
f i

dence  an d  s e l f  e s te em  -   c reat ive
 p

la
y

  -
 p

h
ysical developmen t -  self discovery

  
- 

FingertipsWoodlandNursery



 Does your child have any known allergies?    

 Sight or hearing impairments  Severe headaches 

 Travel Sickness 

 Heart Condition  Diabetes 

 Allergies to Medicine 

Has your child had any of the following:

 Medical Information

 Where did you hear about us?

 General Information

 Asthma or Bronchitis  Fits, fainting or blackouts  

 Signature
 (Parent / Guardian 1)

 Signature
 (Parent / Guardian 2) 

 By completing and signing this application form I/We declare that I/we have read, understood and agreed to the terms and
 conditions for Fingertips Creative Arts Preschool and Forest School. 

Return to: 
Fingertips Preschool n  Forest School
34 Pickford Hill
Harpenden
AL5 5HF

 Y   N  

 Please specify:

 Doctors Name:  Doctors Telephone Number: 

 Surgery Address:

 Whooping Cough  Mumps 

 Tetanus   Polio 

Has your child been immunised against:

 Diptheria  Measles  

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

 Has your child received medical or surgical treatment of any kind from either your doctor or hospital during the last 3
 months?

   Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

 Y    N  

Please give details of any no n or s s ecte  special educational needs or Disabilities that your child may have so that we 
can adapt our activities accordingly: 

 Please make cheques payable to:
 Fingertips Creative Arts Preschool

To pay by Bank Transfer    
n  t est n

cc o   
Sort o e  
e erence  Ple se se o r chil s n e

 te lic tion ecei e  

 inistr tion ee i     

 cce t nce letter sent   

 e osit ecei e

 elco e etter sent  

 Y   N  

 Y   N  

For Office Use

 Y   N  

 e or er

 St rt te
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