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REGISTRATION FORM

CLASS: SCHOOL YEAR TERM
Student's Name: rllall s
] ISy | e Al
Gender: MMale M Female [ 0kl s
Date of Birth: D0 /1/1v/ A daldayl o8
CPR No.: Aial)
Nationality: el A8
Passport No.: -2alal)
Religion: A0l 8 Jal 3\- -
Child number in family: - ) fujd . Tjj
Address: House/flat I‘s-m I > .u”
Building &= Gk
Road Block
Area
Father/Guardian Information > giglc,&\ <l
Name: ;eu\
Adﬁl(;?ss: House/flat i 388/ e 1) siad)
Building e é_,)_L,
Road Block aayls )
Father's Occupation: ‘Jand) ) gic
Father's Business Address: Juaiyl e\éj
Contact Numbers: -
Fs AN
Email Address:
Mother/Guardian Information Y (Al iy
Name: ;Vw\
gdfilcrlgss: House/flat b 383/ e 10y sl
uilding__ e Gk
Road Block Al )
Mother's Occupation: Jandl ) g
:JLaiy) A8
Mother's Business Address:
(RS 5

Contact Numbers:




Email Address:

Emergency contacts in the absence of parents

Juaiy) WiSay JaY¥) b Jla b

Name: ey
Relation: Al L8l s
Contacts: il ;P

Did your child join other nurseries?
If yes, please specify the reason of
discontinuing.

o Ja 8 Sl 3 Aol cllil 323 Ja
Lo Dl il ae case S3 5a

Any social, emotional, physical and/or cognitive
remarks?

How would you like us to call your child?

A el /5 dpad) ddhlall dpelaia¥) ol il pads cills sl

This section should
be

History of major health problems during or after
birth

Family History

Allergies:
mEMilk Products
B Food
I Weather
B Dust

Other, please

specify

Weight upon birth Height upon birth

completed by your Family Doctor

History of disease led to hospitalization

Chronic Disease

Medical History of
B Anemia B Epilepsy I Asthma B G6pd
B Frequent Nose Bleeding
m BONE/Muscular Disease
I Sickle Cell TH

Other, please specify

Any further medical information,

Signature/Stamp:




Current weight Current height

Doctor's Name:

Documents required upon registration and
before admission:

1. Completed registration form
CPR and passport copies
Birth certificate and vaccination record
6 Recent passport size photographs
CPR copy of parents

kW

Jsl) 08 Lgasali caal g Juawadlll dis 4 gllaal) el atinuall

d:\.;mﬂ\ EJLAL.»\ sda -1

DAl ) sa s Al dBlad) (e B ) e -2
Clagdaill J san 5 2Dl 3algd (e B ) s -3
B e ST
a5 U Al Al (e 5y 5a -5

Authorized persons to pick up your child. Please
provide their CPR copy:

Signature:

Date:

. Parents are required to keep us informed of any changes to personal circumstances that may affect upon their children e.g. change of address,

phone number, doctor, emergency contact.

o The above information will be kept confidential at all times.




