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Ethnic group codes 
White British WB Asian-Indian AI 
White Irish WI 

Mixed: White & Black 
Caribbean 

WBC 
Asian-Pakistani AP 

White Other WO Asian-Bangladeshi AB 
Black-Caribbean BC 

Mixed: White & Black 
African 

WBA 
Asian-Other AO 

Black-African BA Chinese C Mixed: White & 
Asian 

WA 

Black-Other BO Other ethnic group O Mixed: Other MO 
 
 
 

You Second carer if applicable (e.g. 
partner, parent etc.) 

First name: 
 
Surname: 

Address: 
 

Telephone: 

Mobile: 

E-Mail: 

Date of birth: 

Relationship to child: 
(e.g. mother, father etc.) 

Do you have any long-term Yes 
illness, health problem or  No 
disability which limits your daily  
activities or the work you can do? 
 

Do you have any special requirements?
  

Ethnic group (see  
codes below): 

 

 

 

 

 

 

 

 

__________________________________
__________________________________
__________________________________
__________________________________
Postcode:_________________ 

Do you smoke? Yes  No   

Telephone: 

Mobile: 

E-Mail: 

Ethnic group (see  
codes below): 

 

 

 

 

Do they smoke? Yes  No   

Is English your first language? Yes
     No 
If ‘no’, what is 
your first language? 

 

 
 

Is English their first language? Yes
     No 
If ‘no’, what is 
their first language? 

 
 

 

 
 

 

 

Date of birth: 

Relationship to child: 
(e.g. mother, father etc.) 

 

 

Do they have any long-term Yes 
illness, health problem or  No 
disability which limits their daily  
activities or the work they can do? 
 

Do they have any special requirements?  

 

 

 

 

Address: 
 __________________________________
__________________________________
__________________________________
__________________________________
Postcode:_________________ 

First name: 
 
Surname: 

 

 

M 
 
F 

 

 

M 
 
F 

 

 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Your employment status (please tick all 
applicable options) 
Employed:  Part-time Full-time 
Training: Part-time Full-time 
Education: Part-time Full-time 
Unemployed – looking for work 
Unemployed – not looking for work 
Long-term sick or disabled 
Other: 

Their employment status (please tick all 
applicable options) 
Employed:  Part-time Full-time 
Training: Part-time Full-time 
Education: Part-time Full-time 
Unemployed – looking for work 
Unemployed – not looking for work 
Long-term sick or disabled 
Other: 
 

Your child/children under 5 

If you are the child/children’s mother 

Are you  Yes 
pregnant? No 

Due date? Were your children  Yes 
breastfed?   No 

  

 
 

 

 
 
 

 
 

 
 
 
 

 
 

 

 

 
 

 

 
 

 

 

You (continued) Second carer if applicable (e.g. 
partner, parent etc.) 

Does anybody work in  Yes  
your household?    No 

 

 

Do you have a partner who   Yes 
lives with you?   No 

 

 

 

First name:      Surname:             DOB:  
  
Ethnic group (see   M Do they have any long-term illness,       Yes 
codes overleaf)   F health problem or disability?                   No 
 

Please describe any specific 
requirements they have: 

  

 

 

 
 

 

 
 

First name:      Surname:             DOB:  
  
Ethnic group (see   M Do they have any long-term illness,       Yes 
codes overleaf)   F health problem or disability?                   No 
 

Please describe any specific 
requirements they have: 

  

 

 

 
 

 

 
 

First name:      Surname:             DOB:  
  
Ethnic group (see   M Do they have any long-term illness,       Yes 
codes overleaf)   F health problem or disability?                   No 
 

Please describe any specific 
requirements they have: 

  

 

 

 
 

 

 
 



 

 
 
 
 
 
 
 
 
 

Name of Doctor  
 

Doctor surgery and 
telephone Number 

 

Name of Health 
Visitor 

 

Health Centre and 
Telephone Number 

 

Any other information 
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