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Name of course: Level: 

Training provider  

Start date: Cost: 
�

Title:  Miss/Mrs/Mr/Ms  
 
(Please circle as appropriate) 

Legal first name(s): 
Known as: 
 

Surname: 
 

Date of birth: ___/___/____ National Insurance no.: ___/____/____/____/___  (unique ID) 

The following details are required in 
case the course is cancelled at short 
notice  

Home telephone: 

 

Mobile: 

 

Home address: 

 

 

 

 

 

Postcode:  
Email: 

Please tick  all applicable in the box 
provided 

  
Employed 

  
  

Student (full time) 
  
  

Unemployed  
  
  

Unpaid volunteer 
      

Name and address of your childcare or playwork  
workplace for all correspondence to be sent: 

 
 

 
 
 
 
 
 
 
Postcode of your workplace: 
 

Telephone number of your workplace: 
Date started at setting:  ____/_____/_____ 

 

Please provide rationale behind the training identi fied: 
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Managers name: 
What position do you hold within this group? Please tick one only in the box provided  
Pre-school assistant  Nanny  Owner  
Pre-school leader  Childminder   Treasurer  
Nursery assistant  Teaching assistant   Chairperson  
Nursery nurse  Mealtime assistant  Secretary  
Crèche worker   Teacher  Manager  
Playleader  SENCo  Supervisor  
Playworker  Deputy SENCo  Lead practitioner  
Other (please specify):   
Please tick how you would describe your ethnic orig in 
White British  Asian or Asian British – Pakistani  
White Irish  Asian or Asian British – Bangladeshi  
Mixed White and Black 
Caribbean 

 Black or Black British – Caribbean   

Mixed White and Black African  Black or Black British – African   
Mixed White and Asian  Chinese  
Asian or Asian British – Indian  Other  
If you have selected other, please give details for example White Western European or Central 
American. 
 
 
 

Are you a disabled person? Please tick   Yes  No  
What are your individual needs? 
 
 
 
 

Data Protection: Personal information that you provide will be held securely and will only be 
shared within the Council and with its auditors. The information provided will be used for the 
purposes of this application and where necessary for other legitimate activities of the Council.  
Anonymous statistical information is passed to the Department for Children Schools and Families. 
The Data Controller for Plymouth City Council is the Corporate Information Manager based at the 
Civic Centre, telephone 01752 304067 who can be contacted about the use of personal 
information. 
 

 
I agree that I support this application 
 
Authorised by:   ………………………………………      Date:  ………………………………..…….... 
 
Print Name   ………………………………………….      Position Held:  ……………………………… 
 

 
Please return to: All Children First, Department fo r Children’s Services, Plymouth City 

Council, Plymouth PL1 2AA     Telephone 01752 30745 0  Fax 01752 307566 


	Name of course:
	Level:
	Start date:
	Legal first name(s):
	Surname:
	
	
	Please tick all applicable in the box provided




