White Mountains School Administrative Unit 35

Bethlehem, Lafayette, Landaff, Lisbon, Littleton, Profile

Student Registration Form

(Please enter Student’s legal name –no nicknames)

STUDENT INFORMATION
                                                                 GRADE ENTERING:

Name:
______________________________________________________________________________


Last Name 

         First Name

Middle Name                             DOB

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

ADDRESS 


  HOME



MAILING

Street Address __________________________


__________________________



City, State  
__________________________


__________________________

Zip Code         __________________________                                __________________________
Home Phone
__________________________
     Cell Phone __________________________


E-mail______________________________________________________
Living with:
Parents        Mother         Father          Guardian          Foster          Step-Parent        Other      

Parent’s marital status:  Married       Separated       Divorced      Widow     Widower      Single

Are there any court orders the school needs to be aware of :   Yes   or   No    

Parent/Guardian Information:
_______________________________


________________________________

Name







Name






_____________________________________                                         ______________________________________
Relation to student                                                                                     Relation to student
______________________________                                    ________________________________

Street Address






Street Address
_______________________________


________________________________

City, State, Zip 






City, State, Zip 

_______________________________


________________________________

Home Phone

       Cell Phone                  


Home Phone                              Cell Phone
______________________________


________________________________

Employer

     Work Phone



Employer                                   Work Phone
Transportation (circle):  Will student be bussed?  Yes  or  No

Services (circle):    Has student received any of the following supplemental services?



       Chapter I    Special Ed     ESL     Speech & Language   Other________________

FORM COMPLETED BY: _________________________________________DATE:__________________

Emergency Contact One


                       Emergency Contact Two 


____________________________________

_____________________________________
Name







Name
____________________________________

_____________________________________
Street







Street Address
____________________________________

_____________________________________
City, State, Zip





            City, State, Zip
____________________________________

_____________________________________
Home Phone       

                 Work/cell Phone 

Home Phone 
                               Work/Cell Phone

Relation to student?____________________________                           Relation to student?_____________________________

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

	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 am 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 Signature                                                                                                     Date


