                                                                                                          PAFO

PRELIMINARY APPLICATION FORM
Please complete this form and sign it on the last page

Your child details (1- 7)
1 Please select and mark with X which service(s) you are applying for:

   ( After School Collection            ( Morning Breakfast & School drop off  
   ( Holiday Playscheme                ( Beanstalk Climbers 2-3/4 EYF
2 Please select the days your child requires:
   ( Monday    ( Tuesday    ( Wednesday    ( Thursday    ( Friday
3 Surname:……………………… ……     Forename …………………………
   Other name:…………...…………
Sex: ( Female         ( Male 

4 Date of Birth:……………......…….
Age:……......….
5 Child’ school name:…………………………………………………………..
6 How many children do you have?  …….. // Boys:……….   Girls:…………
7 Child’s position in family: ( First   ( Second    (Third   ( Fourth   ( Fifth 
Father - Mother - Carer- Guardian details (8.1-8.2)
8.1 Please tell us your relationship with the child: I AM the child’s:
( Mother


( Father

( Carer

( Guardian

8.2 Please give your details:

Surname……………………………………Forename:…………………………

Home Address:……………………………………………………………………
………………………………………………   Post code:………………………..
Home tel. no:………………….. …. …         Mobile no:…………………………
Email Address: ……………………………………………………………………
The reasons you need childcare
 (9-9)

9 Why do you need childcare?   Please mark with X your reasons: 

(  I am working full-time
     (  I am working part-time


(  I am studying full-time           (  I am studying part-time

( Other specify:…………………………………………………………………..
Your marital status (10-10)
10      ( Single

     ( Married

     ( Other

Other information about your child (11-13.4)
11 Do you already have a child attending CASP?  

        ( YES 

      ( NO
12 Did your child attend another childcare before CASP? 

        ( YES 

      ( NO

13.1* Other agencies or support workers involved with the child’s care
Agency name:……………………………………………………………………..

Contact name:……………………………….. Position:…………………………

Tel. no:……………………….     Address:……………………………………….
……………………………………………………………………………………….
Your child medical needs (14.1-14.2)
14.1 Does your child suffer from any medical condition that we need to be aware of? (e.g. asthma, diabetes, epilepsy, obesity, sickle cell etc).
        ( YES 

      ( NO

14.2 If yes please state:…………………………………………………………..
Your child educational and behavioural needs (15.1-15.2)
15.1 Has your child any special needs you feel that we should be aware of?

        ( YES 

      ( NO

15.2 If yes please give details……………………………………………………… ………………………………………………………………………………………….
16 How did you first heard about Camberwell After School Project (CASP)?
( School
( Family member
( Friend
( By myself
( Council

( Neighbour
( Internet

( GP
( Church/Mosque/Temple

( Other please specify………………………………………………………………
CASP processes information about members of CASP, applicants, children and other individuals for purposes of the administration and promotion of the organisation, the effective provision of child protection and welfare services.

Agreement to CASP processing some specified classes of personal data is condition of acceptance of a child into any of CASP’s services. 

I consent to CASP processing and disclosing relevant personal data as set out above, including the processing of sensitive personal data.

How can CASP contact you?

By choosing the options below you are giving your consent for CASP to contact you by these means 

Email    (     

 Phone  (        
Post   (
CASP Mailings: 
· Only send me CASP mailings required by status (
· Please send me newsletters/surveys and information about playscheme and other activities and events provided by CASP. I understand CASP will disclose my information to other service providers and agents for these purposes (
My full name is:……………………………………………………………………

Signed:……………………………..   Date:........................ Time:…………….
Child’s full name:……………………………………………………………………
Camberwell After School Project PAFO  June 2018

