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	  Central Regional Health School 0800 153 000
	

	STUDENT DETAILS
Full Name:  _______________________________________________________________________     Male (   Female (
Address: ___________________________________________________________   Home Ph: _________________________ 

DOB:  _______________________     Age:  ________  yrs  ________ months       NSN:  _____________________________
Ethnicity: _________________________________________  Iwi: _________________________________________________

School: ________________________________________________  Principal: ______________________________________

School Email:  ___________________________________________________________________________________________

School Ph:  ________________________________     School Fax:  ________________________________       ORRS (
Teacher:  __________________________________  Year:  ________    Last day at school: _________________________

	PARENT/CAREGIVER DETAILS

Name/s: ________________________________________________________________________________________________

Address: (if different from above) _____________________________________________________________________________
Phone:  ____________________________________________  Mobile:  ____________________________________________
Email:  __________________________________________________________________________________________________

	MEDICAL INFORMATION 
Reason for Admission/Enrolment:  _______________________________________________________________________

Date of CRHS Admission/Enrolment:  ___________________   Expected return to school: ____________________________
Medical Contacts:  ______________________________________________________________________________________

Notes: __________________________________________________________________________________________________

	CONSENT
I request that the Central Regional Health School (CRHS) admit/enrol _____________________________________

and consent to the CRHS obtaining and sharing educational and medical information relevant to the planning and delivery of his/her educational programme. I consent to him/her:

(    having work displayed and/or published (including the CRHS website)
(    using email and the internet for supervised educational purposes
(    being photographed as part of the educational programme

(    participating in educational visits and outings

(    being transported by a CRHS teacher
I agree that when a CRHS teacher works with him/her at home, an adult caregiver will always be present.

_________________________________________      ________________________________________       _________________

Parent/caregiver name                                           Signed                                                                          Date

PURPOSE OF INFORMATION

This information will be used to help with the planning and delivery of the educational programme for the student.  The Central Regional Health School is committed to treating students and families with respect and to working in the best interests of the student.


Form completed by: _____________________________________ Relationship to student: ____________________________________
OFFICE USE ONLY
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Site: ______________________________   Teacher: ________________________________     Date Received ______________________
