Zillah Public Schools






School Year         2010/2011

Student Registration Form (please complete one form for each child to be enrolled)
Entering Grade ___________










STUDENT’S LEGAL NAME: (as recorded on birth certificate) 

____________________________________
______________________________
__________________________ Last Name




First Name
               

Middle Name

GENDER:     FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female       DATE OF BIRTH:  ___________________

PLACE OF BIRTH (city, state, country and county):  ____________________________________________________
 
Father/Guardian 





Mother/Guardian
Name: ____________________________________

Name: ____________________________________

Physical Address: ___________________________

Physical Address: ___________________________

   City, Zip: ________________________________

   City, Zip: ________________________________

Mailing Address:   ___________________________

Mailing Address: ____________________________
   City, Zip: ________________________________

   City, Zip: ________________________________

Home Phone: 
______________________________
Home Phone: ______________________________

Cell/Pager: ________________________________

Cell/Pager: ________________________________

Email: ____________________________________

Email: ____________________________________

Work Phone: _______________________________

Work Phone: _______________________________
SIBLING INFORMATION
Does your child have any brothers or sisters living in the home?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No (if yes please list below)
	Name
	Age
	Grade
	Date of Birth

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



HEAD OF HOUSEHOLD INFORMATION 

 

Student lives with:  FORMCHECKBOX 
Both Parents  FORMCHECKBOX 
Mother  FORMCHECKBOX 
Father  FORMCHECKBOX 
Adoptive Parent(s)  FORMCHECKBOX 
Homeless  FORMCHECKBOX 
Other ___________
Status of parents:  FORMCHECKBOX 
Married  FORMCHECKBOX 
Divorced  FORMCHECKBOX 
Widowed  FORMCHECKBOX 
Separated  FORMCHECKBOX 
Single/Never Married
If divorced, who has legal custody?  FORMCHECKBOX 
Mother  FORMCHECKBOX 
Father   (IF NECESSARY ATTACH COPIES OF LEGAL DOCUMENTS)
Is there a custodial agreement in place?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
Sole  FORMCHECKBOX 
Joint   (IF NECESSARY ATTACH COPIES OF LEGAL DOCUMENTS)
Is there a current restraining order in place?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No 
Expiration Date: _____________________

PREVIOUS ZILLAH STUDENT 
Has your child previously attended Zillah Public Schools?    FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No
If yes, what other name might the student been enrolled under if different from above? ______________________________
Have you ever been enrolled in any other Washington District?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No
If yes, list the name and city of last Washington district attended ________________________________________________







SPECIAL SERVICES

Is translation needed for parent or guardian?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Has your child received any of the following services? (Please check all that apply)
 FORMCHECKBOX 
 Gifted Education      FORMCHECKBOX 
 Special Ed (IEP)      FORMCHECKBOX 
 504 Plan      FORMCHECKBOX 
 Bilingual Program      FORMCHECKBOX 
 Migrant Program
Did parents or guardian move in the last 36 months to work or seek work in agriculture, fishing, or related food processing activity?
   FORMCHECKBOX 
Yes
  FORMCHECKBOX 
 No
Ethnicity and Race Data Collection Form 01/28/10

STUDENT’S LEGAL NAME: (as recorded on birth certificate) 



      GRADE:  ____

__________________________________     _________________________________      ______________________

                  Last Name



                  First Name
               

     Middle Name

	 
	 
	 
	 

	QUESTION 1. Is your child of Hispanic or Latino origin? (Check all that apply.)



	 
	NOT HISPANIC/LATINO
	 
	MEXICAN/ MEXICAN AMERICAN/ CHICANO        

	 
	CUBAN           
	 
	CENTRAL AMERICAN        

	 
	DOMINICAN           
	 
	SOUTH AMERICAN             

	
	SPANIARD
	
	LATIN AMERICAN

	 


	PUERTO RICAN
	 
	OTHER HISPANIC/LATINO

	QUESTION 2. What race(s) do you consider your child? (Check all that apply.)

	 
	 
	 
	 

	 
	AFRICAN AMERICAN/ BLACK
	 
	ALASKA NATIVE

	 
	 
	 
	CHEHALIS            

	 
	WHITE
	 
	COLVILLE            

	 
	
	 
	COWLITZ             

	 
	ASIAN INDIAN        
	 
	HOH                 

	 
	CAMBODIAN
	 
	JAMESTOWN           

	 
	CHINESE             
	 
	KALISPEL            

	 
	FILIPINO            
	 
	LOWER ELWHA         

	 
	HMONG               
	 
	LUMMI               

	 
	INDONESIAN          
	 
	MAKAH               

	 
	JAPANESE            
	 
	MUCKLESHOOT         

	 
	KOREAN              
	 
	NISQUALLY           

	 
	LAOTIAN             
	 
	NOOKSACK            

	 
	MALAYSIAN           
	 
	PORT GAMBLE KLALLAM 

	 
	PAKISTANI           
	 
	PUYALLUP            

	
	SINGAPOREAN         
	
	QUILEUTE        

	 
	TAIWANESE           
	 
	QUINAULT  

	 
	THAI                
	 
	SAMISH              

	 
	VIETNAMESE          
	 
	SAUK-SUIATTLE       

	 
	OTHER ASIAN 
	 
	SHOALWATER          

	 
	 
	 
	SKOKOMISH           

	 
	NATIVE HAWAIIAN            
	 
	SNOQUALMIE          

	 
	FIJIAN     
	 
	SPOKANE             

	 
	GUAMANIAN  or CHAMORRO        
	 
	SQUAXIN ISLAND      

	 
	MARIANA ISLANDER    
	 
	STILLAGUAMISH       

	 
	MELANESIAN          
	 
	SUQUAMISH           

	 
	MICRONESIAN         
	 
	SWINOMISH           

	 
	SAMOAN
	 
	TULALIP             

	 
	TONGAN              
	 
	YAKAMA              

	 
	OTHER PACIFIC ISLANDER
	 
	OTHER WASHINGTON INDIAN

	 
	
	 
	OTHER AMERICAN INDIAN


Zillah Public Schools
Student Field Trip, Emergency Care and Transportation Information

Grade ____

STUDENT’S LEGAL NAME (as recorded on the birth certificate) ____________________________________________
________________________________
  __________________ Last Name





First Name



   Middle Name
GENDER:   FORMCHECKBOX 
 Male
 FORMCHECKBOX 
 Female
DATE OF BIRTH:  ______________

-----------PARENT ALERT-----------
FIELD TRIP/EMERGENCY CARE PERMISSION

Does your child have permission to go on field trips during the school year?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
In case of emergency, I give permission for school personnel to call 911 or transport my child to the doctor or hospital?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Hospital Preference ______________________________
Primary Physician or Clinic:  ________________________
Physician/Clinic Phone Number:  ______________

Does your child have a life threatening health condition that a coach or teacher needs to be aware of?

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
It is the parent’s responsibility to inform classroom teachers and coaches of any health concerns the student has when participating in classroom and/or athletic activities for example the use or need of an Epi Pen or Inhaler.

Father/Guardian 





Mother/Guardian
Name: ____________________________________

Name: ____________________________________
Home Phone: 
______________________________
Home Phone: ______________________________
Cell/Pager: ________________________________

Cell/Pager: ________________________________
Work Phone: _______________________________

Work Phone: ______________________________

EMERGENCY CONTACT INFORMATION
LOCAL CONTACT OTHER THAN PARENT/GUARDIAN:  ONLY the following adults may be notified and are authorized to accept responsibility for this child in case of illness/emergency or in the event the child is dismissed before the close of school.
___________________________________________________________________________________________________________

Relationship to Student 

First Name 

Last Name

Home Phone 

Cell Phone 
_________________________________________________________________________________________________
Relationship to Student 

First Name 

Last Name

Home Phone 

Cell Phone 

STUDENT MODE OF TRANSPORTATION  Check one choice for AM and one choice for PM.

AM----
 FORMCHECKBOX 
 Bus   FORMCHECKBOX 
 Walk   FORMCHECKBOX 
 Drop-off

PM----
 FORMCHECKBOX 
 Bus   FORMCHECKBOX 
 Walk   FORMCHECKBOX 
 Pick-up

ARRANGEMENTS FOR AFTER SCHOOL CARE
Goes Home ____________________________
____________________
________________________


       Contact Name at Home


Phone Number

Physical Address

Daycare/Babysitter _______________________
____________________
________________________



            Contact Name at Daycare
Phone Number

Physical Address


______________________________
________________________________
__________________

Parent/Guardian Name-Please Print


Parent/Guardian Signature


Date
Zillah Public Schools

Medical and Developmental History Form






  Grade_____ 

STUDENT:  ____________________________________   ____________________________   __________________



Last Name



        First Name             
    
  Middle Name
 
GENDER:  FORMCHECKBOX 
F  FORMCHECKBOX 
 M 
DATE OF BIRTH: ____________
GUARDIAN CONTACT INFORMATION
Home Telephone Number _______________________   Alternate Telephone Number ____________________
Mother/Guardian Name __________________________ Father/Guardian Name ________________________ 

Health Care Provider_______________________Phone number__________Date of last physical exam ________

------------PARENT ALERT------------
Does your child have a medical condition that would put them in danger of death without a medication or treatment?







 FORMCHECKBOX 
Yes       FORMCHECKBOX 
No

If yes the school requires a medication/treatment order and a meeting with the nurse before your child can attend school.
 Any medication that your child will carry or needs to be administered to your child by a school nurse or secretary during school hours requires a completed authorization form from the prescribing provider.  

GENERAL HEALTH HISTORY
Does your child have any of the following health conditions?
	Medical Condition
	Y
	N
	If yes, please describe condition.

	Allergy to Food   FORMCHECKBOX 
 intolerance   FORMCHECKBOX 
 reaction  FORMCHECKBOX 
 EpiPen

	
	
	

	Allergy to Bee Sting                           FORMCHECKBOX 
 EpiPen

	
	
	

	Allergy to Medication 

	
	
	

	Diabetes                FORMCHECKBOX 
 Insulin   FORMCHECKBOX 
other medication

	
	
	

	Seizures           FORMCHECKBOX 
 Diastat   FORMCHECKBOX 
 medication at home

	
	
	

	Asthma   FORMCHECKBOX 
 inhaler      FORMCHECKBOX 
 mild  FORMCHECKBOX 
 moderate  FORMCHECKBOX 
 severe

	
	
	

	Heart Condition

	
	
	

	Behavioral/Emotional Concerns

	
	
	

	Orthopedic Condition

	
	
	

	Speech Problem                          FORMCHECKBOX 
 speech therapy

	
	
	

	Hearing Problem                             FORMCHECKBOX 
 hearing aids

	
	
	

	Vision Problem                    FORMCHECKBOX 
 glasses   FORMCHECKBOX 
 contacts

	
	
	

	Urinary Problem

	
	
	

	Other Health Condition

	
	
	


If your child is currently under treatment or experiencing any medical conditions, please describe the current condition and include any information about current treatment including medication, restrictions, etc.

___________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________

I give permission to share the above information with school district personnel on a “need to know basis only.  To be handled in a confidential manner.
__________________________________
__________________________
_________________________
Parent/Guardian Signature 


Relationship to Student 


Date





















An Equal Opportunity Employer


