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PRIMARY SCHOOL CLINIC FORM
School Name: ____________________________________



Address: ___________________________

    P/Code: _______
    
Contact Person: 










Phone Numbers: 










E-mail: 











Date Of Clinics: 











Start Time: 




  Finish Time: 




How many classes: 



classes will be attending
What year levels will be attending the clinics (Prep-4): 



 
Approx how many children all up: 



Children all up
Do you have indoor facilities incase of bad weather: Yes  /   No  

Signed: _____________________________
Date: __________________


