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Office Use Only:




Bus # _____________

Hmrm Teacher__________________
Records Requested_________________



                              

Hmrm Code____________________
Records Received__________________


 

Records Brought by Student:    ________   SSN  
______  Birth Certificate  
______ Immunization
     ______  Transfer Sheet




         ________ Grades 
______  Test Scores

Other:  _______________________________

Student Registration Form

NCWISE ID# 




Student Information





Date of Enrollment 




Enrolling School Number 




Initial U. S. School Entry Date 




Student’s Name 















Last



First



Middle


Student’s Social Security Number 





        Grade 




Ethnicity Choose One: Hispanic/Latino_______________           Non-Hispanic/Latino________________


Race: Must choose one or more:     _____ Black or African American                                _______ White

                                                                         _____ American Indian or Alaska Native



                                               _____ Native Hawaiian or other Pacific Islander          ______  Asian              
Sex:  Male/Female
                      (circle one)


                           Birth date:  __________________________Country of Birth:  ____________________






                  Month/Day/Year


Student’s Physical Address:____________________________________________________________________





    Number


Road/Street

City

State
Zip


Mailing Address:  _______________________________________________________________________________________________



                   Street or Box




City

State
Zip



                                                  Student’s Telephone Number:  ________________________________

Family Information

Student lives with:
father/mother
mother only
father only

mother/stepfather


   (circle one)
             father/stepmother

grandparent
guardian

other


Father/Stepfather/Guardian Name_______________________________________________________________



Telephone Number:  _______________________________Cellular #: ___________________________



Address:  ____________________________________________________________________________



Employers Name and Address:  __________________________________________________________



Business Telephone Number:  ___________________________________________________________


Mother/Stepmother/Guardian Name:  ____________________________________________________________



Telephone Number:  ________________________________Cellular #:  __________________________



Address:  ____________________________________________________________________________



Employers Name and Address:  __________________________________________________________



Business Telephone Number:  ___________________________________________________________


Number of Older Brothers ___________________________

Sisters _________________________


Number of Younger Brothers_________________________

Sisters _________________________


Number of persons living in home other than student being registered:  ______________

School Background Information


Last School Attended:  ________________________________________________________________________





School Name





Dates Attended




           ___________________________________________________________________________________________





Address of Previous School


Next to Last School Attended:  _________________________________________________________________


Special Student Information:  _______EC
_______504
______AIG


Have you ever attended a Franklin County School?  If so, where and grade level? ____________

Medical Information


Name of Student’s Doctor:  ____________________________________________________________________


Doctor’s Address:  ___________________________________________________________________________


Doctor’s Telephone Number:  __________________________________________________________________

List any health problems including disabilities, convulsive disorders, allergies, sensitivities, asthma, diabetes, etc. which your child now has or has had in the past.  Give an explanation of any special instructions to teachers and school nurses.


_________________________________________________________________________________________


__________________________________________________________________________________________


Name of Student’s Dentist:  ____________________________________________________________________


Dentist’s Address:  ___________________________________________________________________________


Dentist’s Telephone Number:  __________________________________________________________________

If parents cannot be reached in the event of an emergency or if the child needs to be picked up from school please give two additional contacts who will assume temporary care of your child.  We will not release your child(ren) to any other person without your written permission.


1.  Name _____________________________________             Telephone Number _______________________

Address:  ___________________________________________________________________________________

Relationship to Student ________________________________________________________________________

2.  Name _____________________________________              Telephone Number _______________________


Address:___________________________________________________________________________________
Relationship to Student _______________________________________________________________________

_______________________________________
_________________________________________


Signature of Registrant



Relationship to Student
Copies to:    _____ NCWISE      _____ School Nurse     _____ Cafeteria Manager      _____ Counselor      _____      ESL Dept   ________ Date Sent
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