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STUDENT INFORMATION:  Please fill in EVERY SECTION fully.
	Last Name: 
	     

	First Name: 
	     

	Middle Name: 
	     

	Year Level: 
	     


CONTACT DETAILS:

	Permanent Residential Address:

	Address:

	     

	Suburb:

	     

	City & Postal Code:
	     

	Postal Address (if different from residential)
	     

	Home Phone Number:
     
	Fax Number:
     

	Cellphone Number:
     
	Email Address:
     


PERSONAL DETAILS:
	Gender: Male:  FORMCHECKBOX 

Female:  FORMCHECKBOX 

	First Language:      
	Ethnicity:      

	Date of Birth:      
	New Zealand Citizen: Yes FORMCHECKBOX 
 No FORMCHECKBOX 
  Permanent Residency: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	Any required programmes in Te Reo/Tikanga Maori:
	Iwi Affiliation (if Maori):     

	Any required programmes in Gifted & Talented:


 SCHOOL OF ENROLMENT DETAILS:
	Present School:      
	Contact Person:      

	School Ph No (if known):      
	Contact Person Position:      

	School Fax No (if known):      
	Age when first started school:      

	School email address (if known):
	     


 PARENTS/CAREGIVERS DETAILS:
	Name: 
	     

	Residential/Postal Address: 
	     

	City: 
	     
	Living with student: Yes  FORMCHECKBOX 
 No FORMCHECKBOX 


	Home Phone No:      
	Email Address:      

	Cellphone No:      
	Fax Number:      
	Business No:      

	Person completing the form and relationship to student:      

	Please turn over to page 2……


EMERGENCY DETAILS:

	Name:      
	Phone No:      

	Relationship to student:      
	Address:      


MEDICAL DETAILS (complete as appropriate):

	Reason for Application:      

	Referring Doctor/Specialist:      
	Date of Medical Cert:      

	Hospital:       
	Date of Hospital Admission:      

	Doctor/Specialist Phone Number:      
	Anticipated length of stay:      


CONSENT: This is an important notice. Please read this section carefully.

	I/We request that the Southern Regional Health School admit/enroll the student and hereby consent to the SRHS obtaining from any medical practitioner, counsellor, social worker or other health service provider, details of the student’s medical history, condition and treatment for the purpose of assessing the student’s special education needs and eligibility for admission/enrolment with the SRHS.

I/We acknowledge that pursuant to the terms of the Privacy Act 1993 I /We may have access to personal information held by the SRHS and are entitled to request correction of information held.

I/We agree that if and when the SRHS staff work with the student at home, an adult caregiver will always be present. I understand that equipment loaned to the student becomes the responsibility of the parent/caregiver to repair/replace if damaged or lost excluding fair wear and tear.

I consent to my child (tick where appropriate)

 FORMCHECKBOX 

Being photographed and videoed

 FORMCHECKBOX 

Participating in educational visits and outings


 FORMCHECKBOX 

Using email and internet


 FORMCHECKBOX 

Having work displayed or published


 FORMCHECKBOX 

Student images and work published on the internet

Do you have a computer? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

 
Do you have Broadband  FORMCHECKBOX 
 OR Dial up  FORMCHECKBOX 
 ?

	PARENTS/CAREGIVERS SIGNATURE:

	

	NAME: ___________________________________
	SIGNATURE: ________________________________

	

	Where did you find out
about us (for statistical

purposes)?
	Hospital
 FORMCHECKBOX 

Family Doctor
 FORMCHECKBOX 

Specialist
    FORMCHECKBOX 

School

 FORMCHECKBOX 

Web site
 FORMCHECKBOX 



Mental Health Programme: (please specify)__________________________________________
Other: (please specify):


 PURPOSE  OF INFORMATION:
	This application collects personal information about the student. The information is principally collected for statistical purposes and for the purpose of assisting in the analysis of, and educational planning for, the student. Failure to provide the information requested may result in the application being declined. You have rights of access to and correction of any personal information contained in this application subject to the provisions of the Privacy Act 1993.

	 OFFICE USE:  Criteria:  1  FORMCHECKBOX 
 2  FORMCHECKBOX 
  Teacher:      
	Admission Date:      

	Principal’s signature:      
	Date:      

	Referral From:      


APPLICATION FOR ADMISSION/ENROLMENT
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