
Presentation Primary School 

Warrenmount 

Blackpitts 

Dublin D08XR62. 

Phone: 01 4539547 

Fax: 01 4530203 

E-mail:warrenmt@eircom.net 

Visit: www.warrenmountprimary.com 

Admin Only 

Family in school:_______ 

Birth Cert:____________ 

Health Alert:__________ 

Early Start Application for Year: __________ 

Date of Application: ________ 

 

Extra Contact – if parents not available 

Name:__________________________________ 

Address:________________________________ 

Mobile:_________________________ Phone:______________ 

Relationship to child: ____________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please Note: Children must 

be 3 years old on or before 

the 1st of September of 

the year they enrol. 
Personal Details - Child 

Family Details  

First Name:  Surname:   

Address:     

Date of Birth:  P.P.S.N: __ 

Male □  Female□ 

Child’s first language: Child’s Nationality:    
 

Mother       Father 

First Name:__________________________  First Name:____________________________________ 

Surname:____________________________  Surname:______________________________________ 

Occupation:__________________________  Occupation:___________________________________ 

Phone Number:_______________________  Phone Number:________________________________ 

Mobile Number for texts: _____________________ Parent Email Address: _________________________ 

Number of children in family: ___________  Place in Family: _________ 

Have you other children in the school?  Yes  No 

Children’s names: _________________________________________________________ 

Are you a past pupil? Yes  No   

Status:  Married   Single   Separated   Divorced   Other 

Religion:__________   Parent’s Nationality:__________ Language:_________ 

mailto:warrenmt@eircom.net


Emergency Permission 

Child’s Health Information 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

Class Time Preference. 

 

 

 

 

 

Parental/Guardian Agreement   

 

Do you give permission to the school to take your child to hospital in the event of serious illness or an 

accident?  Yes                    No  

Signed: _____________________________________________________________ 

 (This action will only be necessary if we cannot contact parents/guardians or a family member.)  

Doctor’s Name: ____________________________ Phone: _________________________  

Doctor’s Address: __________________________________________________________ 

Has your child any allergies?  Yes □   No □  

Details:___________________________________________________________________ 

_______________________________________________________________________ 

Has your child any health problems? (Epilepsy, asthma, sight, hearing, speech etc.)  

       Yes □   No □ 

Details:___________________________________________________________________ 

____________________________________________________________________________ 

Please indicate below. (Preference cannot be guaranteed.) 

Morning Time: 9.00am—11.30am ………………… 

Afternoon time: 12.00pm—2.30pm …………………..  

 

Please include a copy of your child’s birth certificate when returning this form. 

Do you give permission for your child to be photographed during school activities: 

   Yes □   No □  

Do you give permission for your child to be included on the school website in accordance with 

the Dept. of Ed. “Child Protection Guidelines”: 

   Yes□   No □ 

I/We have received a copy of the Early Start Programme booklet. I/ We will co-operate with 

the staff and support the rules and ethos of the school:  

Signed: ………………………………………………………………………... 

Date…………………………………..  

Please Note: All children must be 3 years old on or before the 1st of September of the year 

they enrol in Early Start.  

Completion of an application form does not guarantee a place as the enrolment policy of the 

Dept. of Ed. & Science & Presentation Primary School, Warrenmount must be followed. 


