
Please return this completed form to the Academy Reception asap. 

 

 
 
 
 
CONTACT DETAILS REQUEST FORM 

 

Details of Child        Year: ________ 
 

Surname  Forename  

Middle Names  Chosen Name  

Date of Birth  Male / Female  

Address 
 
 

 

Post Code  Home Tel. No.  

 

Please give names and present year groups of any brothers/sisters at Noel-Baker. 
 

Name  Year Group  7     8     9    10    11   12   13 

Name  Year Group  7     8     9    10    11   12   13 

Name  Year Group  7     8     9    10    11   12   13 
 

Details of Parents/Guardians 
 

Please give details of parents/guardians who have legal responsibility for this child. 
Use the Contact Priority (1-4) to indicate the preferred order in which contacts should be 
attempted in an emergency. Relation should be shown as: Father, Aunt, etc. 
 

Surname  Title Mr.  Mrs. Ms.  Miss. 

Forename  Please delete as necessary 

Home Address 
 
 

 

Post Code  Home Tel. No.  

Contact priority number   1   2   3   4 Mobile. No.  

Work Place  Work Tel. No.  

Parental Responsibility Yes / No Relation  
 

Surname  Title Mr.  Mrs. Ms.  Miss. 

Forename  Please delete as necessary 

Home Address 
 
 

   

Post Code  Home Tel. No.  

Contact priority number   1   2   3   4 Mobile. No.  

Work Place  Work Tel. No.  

Parental Responsibility Yes / No Relation  

 
 

continued overleaf 
 

Noel-Baker Academy  
Derwent Campus, Bracknell Drive 

Alvaston, Derby DE24 0BR 
Telephone : 01332 572026 

Head Teacher : Mrs Ann Donaghy 



Surname  Title Mr.  Mrs. Ms.  Miss. 

Forename  Please delete as necessary 

Home Address 
 
 

   

Post Code  Home Tel. No.  

Contact priority number   1   2   3   4 Mobile. No.  

Work Place  Work Tel. No.  

Parental Responsibility Yes / No Relation  
 
 

Surname  Title Mr.  Mrs. Ms.  Miss. 

Forename  Please delete as necessary 

Home Address 
 
 

   

Post Code  Home Tel. No.  

Contact priority number   1   2   3   4 Mobile. No.  

Work Place  Work Tel. No.  

Parental Responsibility Yes / No Relation  
 

Email address details for main contact for correspondence:   
 

Contact Name  Email  

 
Please add the following information about your child: 

 

Name of Doctor  

Address  

Medical conditions/ 
information that the 
School should be aware 
of: 

Allergy:  ____________________________________ 

Asthma:  ____________________________________ 

Epilepsy: ____________________________________ 

Eyesight: ____________________________________ 

Hearing: ____________________________________ 

Speech: ____________________________________ 

Diabetic: ____________________________________ 

Others: ____________________________________ 

Please give details of any regular medication being taken by your child below: 
 

Nationality   First language 
 

Place of Birth (e.g UK)  Religion 
 

Ethnic origin  EAL Student 
(English as Additional Language) 

Yes / No 

 
If you are in receipt of Income Support your child is entitled to a Free Meal allowance and an application form is 
available on request. 
 

Signature: ________________________Parent/Guardian     Date:__________ 


