BRAINSHINE CHAMPIONS SCHOOLS 
Fostering Knowledge & Nurturing Excellence 
 	                                                         P.O. Box 28794-00200, Nairobi 
Tel: 0710740523 / 0724994666 / 0736006032 
 	                                                         Email: brainshinechampionschools@gmail.com 
Website:www.brainshinechampionschools.co.ke 
 
SPONSORSHIP APPLICATION FORM 
a) Fill in the form in block letters and submit to Brainshine Champions Schools you can also fill online forms by logging into our school website. The school will only offer sponsorship for the limited chances available for the bright needy, vulnerable, orphaned children. 
b) Any false or incorrect information will automatically lead to disqualification. 
c) Please attach the following documents: 
i) A copy of the child's birth certificate. 
ii) The child’s passport size photograph (colored in the space provided). 
iii) Provide death certificates or burial permit of one or both parents (compulsory for the orphaned sponsored children). 
Part 1: Child Particulars 
	  


                               

i          Full Names: …………………………………………
ii          Date of Birth: ………………………….
Iii         Referral Source/Area/Location: ……………………
[bookmark: _GoBack]Iv           Date of Admission: ……………………………


Part 2: Family Background 
a) Nature of Family(please tick) 
Monogamy [ ]       Polygamy [ ] 
b) Please fill in the table below: 
	Particulars 
	Full Names 
	ID No. 
	Marital Status 
Married/Divorced/
Single/ 
Deceased 
	Occup ation 
	Highest Level of Education 
	Phone Contact 

	Father 
	 
	 
	 
	 
	 
	 

	Mother 
	 
	 
	 
	 
	 
	 

	Guardian 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 


c) Current Residence: ______________                      __  Village/Location: ______________   __ 
d) Who does the child live with?: __________      ______ Relationship: __________              ____ 
Part 3: Child Case Record, Risks & Medical Condition 
a) Has the child ever been exposed to any of the following risks? (Please tick if applicable) 
[  ] Rape       [  ] Battering       [  ] Tormented     [  ] Molested 
If yes, please specify the case and immediate steps taken: _________________ 
Kind of treatment received (if any):___________________________________ b) Drug addiction      Yes [ ] No [ ] 
If yes, please specify the type of drug addicted to: ________________________  
Kind of treatment received (if any):______________________________   _____ 
c) Please tick if the child is suffering from any of the following childhood complication: 
            [  ] Asthma    [  ] Poor sight   [  ] Speech problem   [  ] HIV/AID   [  ] Dizziness [ ] Epilepsy 
          [  ] Persistent headache      [  ] Persistent cough     [  ] Convulsions [  ] Allergies 
           Others (please specify): ________________________________                       _ 
If the child is suffering from any of the above, has he/she ever received treatment for any of the above conditions? Yes [ ]   No [ ] 
If yes, please provide details on the treatment given.           
______________________________________________________          ______ Contact Information for Medical Practitioners/Hospitals: 
 Name: _______________                _   Contact: _____________                       ___ 
Part 4: Recommendations 
a) Recommendation by Religious Leader/Priest: 
Full Name:                                                                                Phone No: _______________    _ 
Signature and Official Stamp:                                                    Date: _____________           ___ 
b) Recommendation by Area Chief or Assistant chief 
Full Name: _______________                    _                               Phone No: _____________        _ 
Signature and Official Stamp: _______________                  _    Date: __________              _____      
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