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& Montessori Centre 
 

Registration Form 
 
Child’s full name                                                                             Male      Female 
Date of Birth  
Nationality  
First Language  
P.O. Box  
Address  
Residence Tel. No.  
Email Address  
 

Father’s Name Occupation Company Name Office    /     MOB 
    

Mother’s Name Occupation Company Name Office    /    MOB 
    

             
Select number of days required per week 
Timings:                08.00a.m. – 12.30p.m. 

5 days 
 Sun - Thur 

3 days 
Sun-Tue-Thur 

2 days 
Mon - Wed 

        
Do you require early class?                        07.30a.m. – 08.00a.m.  Yes / No  
 
Do you require late class?                          12.30p.m. – 2.00p.m.   Yes / No  
 
Does your child have allergies?                                                                         Yes / No                           
If yes, explain briefly: 
 
Does your child have any relevant illnesses or conditions?                               Yes / No  
If yes, explain briefly: 
 
________________________________________________________________________ 
How did you hear about Little Land?    
 
________________________________________________________________________ 
Proposed primary school?                  
 
      
 
 
        
REG   or   WL DATE PAID DATE & CLASS STARTING FORM OF PAYMENT RECEIPT NO 
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Medical Form 
 
 
Child’s first Name:   Family Name:                             D.O.B       /  / 
 
 
Delivery:                        Normal/C.Section           Term _______ weeks 
 

 

Allergies 
      
      
      
      
 
Medical History/Relevant Information 
 
      
      
      
      
 
 
Emergency Contact:    
Name:                Tel.:                               
Relationship to Child: 
Parent name:                                                               
  

Parent Signature: 

Telephone:      Mobile: 
Doctor’s name:                                      Tel. No. 
 
 
 
I do/do not consent to my child,  ………………………………,  having a routine medical 
examination by the Doctor at the nursery. (Consent is automatically assumed in the event of 
an emergency situation.). 
 
 

Parent:…….………………………………………………………………    Date: ……………………………………………… 
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