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Application form
Child
Gender:
 FORMDROPDOWN 

Name:
     
First name:
     
Date of Birth:
     
Street / No.:
     
Post code / place:
     
Phone # private:
     
Confession:
     
Nationality:
     
Mother tongue:
     
AHV-insurance no:
     
other languages:
     
Father

Name:
     
First name:
     
Date of Birth:
     
Street / no.:
     
Post code / place:
     
Profession:
     
Confession:
     
* Phone # private:
     
Phone # work:
     
Cellular phone:
     
E-mail:
     
Nationality:
     
Mother tongue:
     
Mother

Name:
     
First name:
     
Date of Birth:
     
Street / no.:
     
Post Code / place:
     
Profession:
     
Confession:
     
* Phone # private:
     
Phone # work:
     
Cellular Phone:
     
E-mail:
     
Nationality:
     
Mother tongue:
     
*To be filled in only by separated / divorced parents
Paediatrician / address / phone #:
     
Health insurance company of the child :
     
Preferred entrance date:
     
Level / Class:
 FORMDROPDOWN 

Suplementary Care:
yes
 FORMCHECKBOX 

no
 FORMCHECKBOX 

Special gifts of your child:
     
Ev. diagnosis / tests:
     


Previous school / or institution:
     
Teachers name:

     
Remarks (allergies, etc.):
     
Enclosures / reports:
     
Place and date:
Educational rights:

     
 FORMCHECKBOX 

Mother
 FORMCHECKBOX 

Father
 FORMCHECKBOX 

together
 DD / MM / YYYY








 DD / MM / YYYY








DD / MM / YYYY













