White Mountains School Administrative Unit 35

Bethlehem, Lafayette, Landaff, Lisbon, Littleton, Profile

Student Registration Form

Student’s legal name –no nicknames
STUDENT INFORMATION
                                                              Grade   
Name:
____________________________________________________________________________________

Last Name 

         First Name

Middle Name                             DOB
Social Security #:_________________  Gender: F    M        Birth Place (city, state) _______________________

 Student address

 




Physical Address

 ______________________________________________City, State, Zip______________________________

Mailing Address (if different from above)

______________________________________________ City, State, Zip______________________________

Child Lives with:__Both Parents__Two Households-joint custody__One parent-sole custody__Guardian
Any court orders the school needs to be aware of:__Yes__No. If yes please provide a copy 
Parent/Guardian Information:
______________________________________________________________________________________________________________________________________

Mother/Guardian




Street, City, State, Zip
____________________________________________________________________________________________________________
Home phone


Cell Phone


Work Phone


Email
_______________________________________________________________________________________________________________________________________

Father/Guardian




Street, City, State, Zip

____________________________________________________________________________________________________________

Home phone


Cell Phone


Work Phone


Email
Transportation (circle):  Will student be bussed?  Yes  or  No (must be more than 2 miles to ride bus)
Parent Military Status  1___Active Duty in Armed Forces, 2___Full Time National Guard, ___Both 1 & 2
__Military Status does not apply to this student








________________________________________________
CURRENT RESIDENCE STATUS
 (Residency information is important as it directly relates to Educational Rights under the McKinney-Vento Act)
__Relative/Friend (due to loss of housing or economic hardship) __Hotel/Motel __Transition Housing Program 
__Emergency Shelter __Campground/RV/Car/Unsheltered __House/Apt/Condo/Duplex  __Other

Emergency Contact One  NOT A PARENT

Emergency Contact Two  NOT A PARENT 
____________________________________

_____________________________________
Name







Name

 ___________________________________


_____________________________________
Phone#1



Phone#2



Phone#1



Phone#2
____________________________________

_____________________________________
Town 







Town
___________________________




__________________________

Relation to student





Relation to student
Allowed to pick up student ___Yes___No



Allowed to pick up student ___Yes __No






Please see other side

STUDENT HEALTH HISTORY
HEALTH CONCERNS:  (Please circle all the apply)

	*Asthma


	*Diabetes
	*Seizure Activity

	ADD/ADHD
	*Heart/Blood Disease
	Vision Impairment (glasses)


(*) Indicates that along with emergency medication an emergency action plan must be filled out by both you and your primary care provider and given to the school nurse each year.

Indicate any information useful to the nurse in relation to any of the above health conditions_______________
_________________________________________________________________________________________.
ALLERGIES:

Please list any medications, foods, insects, etc. that cause allergies and symptoms exhibited:

_________________________________________________________________________________________

EpiPen: Yes_____     No_____

_____________________________


            ________________________________

Physician Name





Phone Number  

______________________________                                    ________________________________

Dentist Name                                                                          Phone Number

AUTHORIZATION FOR MEDICAL TREATMENT AND LIABILITY RELEASE: I authorize the school’s representative(s) to transport, request, and permit treatment for my child in the event of an accidental injury/illness. The school nurse/faculty/adult chaperone(s) may treat my child in an emergency. I agree I will not hold this person(s) liable while he/she is acting in accordance to these directions. I agree to release the Lisbon Regional School District/teachers/agents/coaches and employees from all liability or responsibility for any physical injury or medical problem which may arise for my child, and promise to hold the district harmless from school related events and programs. In addition, I agree to pay for all medical services for my child, and promise to hold the district harmless from any liability for such services. A copy of this authorization is of equal validity as the original document. 

PERMISSION FOR RELEASE OF INFORMATION: I hereby authorize Lisbon Regional School to obtain health information, including immunizations/vaccination status from the appropriate health provider/physician as requested. Immunization information disclosed will be used for purposes of assessment and reporting to prevent disease. I affirm that I an authorized to consent to release medical information on behalf of this student. Lisbon Regional School will hold all medical information in confidence and disclosed to the extent necessary to protect the health of the student. I understand that this authorization will expire when the student is no longer enrolled in Lisbon Regional School and that I may revoke this authorization in writing at any time
_________________________________________________
Parent/Guardian Printed Name

_________________________________________________


____________________
Parent/Guardian Signature







Date
