REGISTRATION FORM




Date _________________

Child’s name  __________________________[image: image1.png]



Parent’s name __________________________

Email _________________________________

Address _______________________________

             ______________________________________

 ______________________________________

Telephone no._______________________ Date of Birth: ________________

Name/address of Doctor  __________________________________________

Any special medical needs __________________________________________

Available days:
Tuesday
Wednesday
Friday   (please tick one or more)

Return to: 
           Kate Wright




76 The Crescent




Henleaze




Bristol  BS9 4RR


Telephone: 9623758

