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NORTHERN PARK PRIMARY
25 Allan Hirst Drive
Chase Valley, Pietermaritzburg, 3201
Telephone: 033 342 3222   Fax: 033 342 5061
Email:  northernparkps@npps.co.za



POST COVID-19 AFTER-CARE
APPLICATION FORM
TERM 3 and 4 2020


	TIME
	PER TERM
	MARK WITH X

	12h30 – 14h15
	NO CHARGE
	

	14h15 – 17h00
	[bookmark: _GoBack]R 450-00
	









Date: _____________________________


1. Child’s Surname: ____________________________________________________________________________
2. Child’s First Names: __________________________________________________________________________
3. Child’s Date of Birth: _________________________________________________________________________
4. Name of Parent or Guardian: ___________________________________________________________________
Identity Number: ____________________________________________________________________________
5. Address:
Residential:							Postal
____________________________________________		___________________________________
____________________________________________		___________________________________
____________________________________________		___________________________________
6. Telephone Numbers:
Home:    ______________________________________	Cell: _____________________________________
Mother:  ______________________________________	Cell: _____________________________________
Father:   ______________________________________	Cell: _____________________________________
7. Who will be responsible for payment?
Full Name:      ______________________________________________________________________________
ID Number:     ______________________________________________________________________________
(Please attach copy of ID Document)
8. In case of emergency:
Responsible Person, other than Parents:
Name: _______________________________________	Cell: _____________________________________
9. DOCTOR (In case of an emergency):  Name:  _____________________________________________________
Telephone Numbers:		    Work:  _____________________________________________________
					    Home: _____________________________________________________
					    Cell:    ______________________________________________________
10. MEDICAL AID DETAILS:
Name of Medical Aid or Fund: __________________________________________________________________
Medical Aid or Fund Membership Number: ________________________________________________________
	


	



11. Does your child suffer from any allergies?			Yes 	No

If ‘YES’, please give specific details: _____________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
12. TRANSPORT
Who will fetch your child:
Name: ____________________________________________________________________________________
Telephone Numbers:			Work:    ________________________________________________
						Home:   ________________________________________________
						Cell:      ________________________________________________
Name of driver (in case of Commuter Services or Kombi Service):
__________________________________	Cell:     ________________________________________________

* I acknowledge that After-care closes at 17h00 and that I have until 17h15 to collect my child.  Should I fail to meet this deadline, a fine as determined by the School Governing Body, will be issued and I consent for my child to be taken to the Town Hill Police Station, from where I shall collect him/her.






______________________________________________			____________________________
RESPONSIBLE PARENT/GUARDIAN’S SIGNATURE			DATE
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