CLIFFVIEW PRIMARY SCHOOL AFTER SCHOOL CENTRE
APPLICATION FORM
DETAILS OF CHILD / CHILDREN: 
Surname:  ____________________________ 
Oldest Child  : First Name___________________  Preferred Name : _________________Class :_____
Second Child : First Name ___________________ Preferred Name : ________________ Class : _______
Third Child    : First Name ___________________ Preferred Name : ________________ Class : _______
Fourth Child : First Name ___________________ Preferred Name : ________________ Class : _______
My child / children will be attending (Please tick where applicable) :
	HOMEWORK CLUB
	
	WAITING CLASS
	 
	HOLIDAY CLUB

	Monthly
	
	Monthly
	
	

	Daily
	
	Daily
	
	


My Child will be at the After School Centre on the following days (Please tick where applicable) :-
	MONDAY
	
	TUESDAY
	
	WEDNESDAY
	
	THURSDAY
	
	FRIDAY
	


Parents Details

Name of Mother : 
______________________________________________________

Name of Father : 
______________________________________________________

Who does the child reside with? __________________________________________

Who is responsible for the payment of After School Centre Fees ? _____________________________________

Telephone Numbers:
 Mother: Home:  _______________________ Father: Home: _________________________
 
  Office:  _______________________               Office:_________________________
              Cell:  _________________________              Cell: ___________________________ 
Email: ______________________________________             Email: __________________________________________     
Full Residential Address:  ________________________________________________________



       ___________________________________________________________




       ___________________________________________________________
Postal Address :     _________________________________________________________________

                               _________________________________________________________________       

                                ______________________________________________________________
ALTERNATIVE EMERGENCY CONTACTS
1.                     Name:                        ___________________________________________
                         Address:                   ___________________________________________
                         Tel. No.:                    Home:_______________ Office: ________________
                                                           Cell:   ______________________________________
 2.                     Name:                        ___________________________________________
                         Address:                   ___________________________________________
                         Tel. No.:                    Home:_______________ Office: ________________
                                                           Cell:   ______________________________________
 Who may collect your child/children ?.
  NAME (of person/s who may Collect)



SIGNATURE (of person/s who may Collect)

	
	

	
	

	
	

	
	


THIS IS VERY IMPORTANT FOR SECURITY REASONS AS CHILDREN WILL ONLY BE ALLOWED TO GO HOME WITH NOMINATED PERSONS.

Medical Details

 Family Doctor’s Name:  _________________________ Tel. No.: ________________
Is your Child allergic to anything? _____________________________________________________

Is your Child on any medication ? _____________________________________________________
¨      Medical Aid Society:  _____________________________________________________
        Medical Aid Plan :      _____________________________________________________
      Medical Aid Number: _____________________________________________________ 
Please list any medical information about which the Centre  Staff should be aware:
 _______________________________________________________________________________
 _______________________________________________________________________________
 _______________________________________________________________________________
TERMS and CONDITIONS
1. Fees are payable in advance over 11 months (January to November). They must be paid by the 1st of each month , preferably by internet transfer, cheque or credit card (except for Diners Club and American Express). Failure to pay fees or any portion thereof by the date stipulated above will result in the child being refused admission to the Centre. The exemption policy applicable to school fees will not apply to after care fees.
2. Should you wish to change from being a Monthly to Daily member of the After School Centre, or should you wish to leave the After School Centre, one month’s written notice is required.  
3. In the event of your child being absent from school, After School Care Centre Fees will not be refunded.
4. A R60 (Sixty Rand) fine will be imposed for any pupil collected between 17:30 and 18:00.  Thereafter it will increase to R100 (one hundred rand) per hour or part thereof.  All fines are payable within 48 hours. 
5. Please make use of the Wilson Street Gate when fetching your child as all other gates on the school property are locked. This applies to term-time and holiday club.  

6. Please ensure that all relevant information is kept up to date especially regarding phone numbers. 
The school office closes at 14h30; therefore the Centre MUST have this information on file.
7.  In certain instances, emergency medical treatment may be required to be administered to a pupil by a medical practitioner, paramedic or a like person.  Such treatment will be for the parents account and the Care Centre person on duty is hereby authorised to request such assistance as he/she may in his/her discretion deem necessary.
I have read and understand the contents of this document and agree to abide by all the terms and conditions therein.
Father’s Signature 


     ​​​​​​​                       Mother’s Signature   




Date:    




For After School Care Centre ________________________          Date __​​​​​​​​​​​​​​​​​​​​_______________                               
