
 ST. NATHY’S COLLEGE 

BALLAGHADERREEN 
 

APPLICATION FORM 

PLEASE COMPLETE IN BLOCK CAPITALSPLEASE COMPLETE IN BLOCK CAPITALSPLEASE COMPLETE IN BLOCK CAPITALSPLEASE COMPLETE IN BLOCK CAPITALS    

 

Student’s Surname:____________________________________________________________________________ 

 

Christian Names (in full):___________________________________________________________ 

 

Date of Birth:____________________________________________________________________ 

 

Home Address:___________________________________________________________________ 

 

_______________________________________________________________________________ 

 

Home Telephone Number:__________________________________________________________ 

 

Contact E-Mail Address:____________________________________________________________ 

 

Father’s Name:________________________________ Mobile No __________________________ 

 

Father’s Occupation:_______________________________________________________________ 

 

Father’s Work Telephone Number:___________________________________________________ 

 

Mother’s Name:______________________________ Mobile No.:_________________________ 

 

Mother’s Maiden Name (Required by Dept. Education)___________________________________ 

 

Mother’s Occupation:______________________________________________________________ 

 

Mother’s Work Telephone Number:__________________________________________________ 

 

Last School Attended:_____________________________________________________________ 

 

Class at Last school: ______________________________________________________________ 

 

Pupil’s P.P.S. Number (Required by Department of Education):____________________________ 

[Already issued to Parents by Social Welfare Dept.  - Tel. (01) 7043000]  

 

Number of Children in Family:______________________________________________________ 

 

Your Position in Family:___________________________________________________________ 

 

Name(s) of  Brothers / Sisters already attending St. Nathy’s:_______________________________ 

 

_______________________________________________________________________________                

 

Health: (Please state if student suffers from hearing / eyesight problems / asthma, etc., etc.): 
 

_______________________________________________________________________________ 
 

Medical Card No. (if applicable): (Required by Dept. of Education):_________________________ 

 

Review Date:_____________________________________________________________________ 

Please note: the information provided above is subject to Data Protection legislation and is made available to the 

Department of Education and other Government agencies, subject to Freedom of Information legislation. 


