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St. Raphaela’s Primary School 


Upper Kilmacud Road, Stillorgan, Co. Dublin                                                                                                                                                                                                                                            Tel: 01-288 6878
Email : 
secretary@straphaelasns.ie




Web: 
www.straphaelasns.ie

                 Application Form

Child’s First Name:
_____________________ Child’s  Last Name: _______________________________
Date of Birth: ___________________________ Religious Denomination: ____________________________
Address: _______________________________________________________________________​__________
_________________________________________________________________________________________ 

Home Phone: ________________ Child’s PPS No. (available from Dept. of Social & Family Affairs) :   _________________________

Nationality of Child : ____________________    Nationality  of  Parents: ____________________________
Previous School / Pre-school (Name, Address & Phone number, please):_______________________________________

Proposed date of admission: ____________________Class (if not Junior Infants): _______________________

	Mother:
	Father:

	Name: _________________________________
Occupation: ____________________________

(This information is required for Dept. of Education purposes)
Mobile: ________________________________
Work Phone: ___________________________

Email: _________________________________

 
	Name: _________________________________
Occupation: ____________________________

(This information is required for Dept. of Education purposes)

Mobile: ________________________________

Work Phone: ____________________________

Email: _________________________________
 


Name of brother or sister already attending St. Raphaela’s Primary School, or for whom an application 
has already, or will be made:________________________________Child’s place in family:_____________

Emergency Contact (Name and number please): _________________________________________________
Does your child have any Medical Condition of which the school should be aware? 
_________________________________________________________________________________________
In the event of my child being taken ill, and if I cannot be contacted, I hereby give permission to any of the teachers of St. Raphaela’s Primary School to authorise any medical or surgical treatment that may be considered necessary, by a qualified medical officer.

Signatures:  Mother: ____________________________ Father: _____________________________
 
Copies of our enrolment policy and Code of Behaviour are available from the school office or on our website.

………………………………………………………………………………………………………………………………..………………..……………………………..
Office Use :    Date Received:__________________________Acknowledged:______________________________________________________________________
