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   ELEMENTARY ENROLLMENT FORM
SHADED BOXES – FOR OFFICE USE ONLYSCHOOL NAME TODAY’S DATE

Start Date Student ID Home Bus Color Daycare Bus Color

SCHOOL PREVIOUSLY ATTENDED & ADDRESS Advisor/Teacher Room

HAS STUDENT PREVIOUSLY

ATTENDED A BETHEL SCHOOL?

! YES    ! NO

IF YES, NAME OF SCHOOL(S) ATTENDED TRANSPORTATION PROVIDED BY

!  SCHOOL BUS    !  PARENT

 !  DAYCARE

MEDICAL ALERT

! YES       ! NO

CURRENT IEP

! YES   ! NO
STUDENT INFORMATION

LEGAL LAST NAME NAME SUFFIX

(Jr, I, II, III)
LEGAL FIRST NAME LEGAL MIDDLE NAME

ALSO KNOWN AS BIRTH DATE (mm/dd/yyyy) AGE PRIMARY LANGUAGE SPOKEN BY STUDENT

! English            ! Spanish            ! Somali

! Ukrainian       ! Cambodian      ! Tagalog

! Russian           ! Korean             ! Other ____________

GENDER

F    M
BIRTH PLACE (City/State/Country/County) ! BIRTH CERT. GRADE ETHNIC CODE (MAY CHECK TWO)

!  American Indian or Alaska Native  !  Hispanic or Latino

!  Asian                                                !  Caucasian or White

!  Black or African American              !  Native Hawaiian or Other Pacific Islander

PRIMARY PHONE ! HOME   ! OTHER

(     )

UNLISTED NUMBER

! YES   ! NO

HOME ADDRESS CITY ZIP CODE

PRIMARY HOUSEHOLD (parent/guardian with whom student resides)

GUARDIAN 1 LEGAL LAST NAME GUARDIAN LEGAL FIRST NAME MIDDLE NAME RELATIONSHIP REGISTERED

TO VOTE

! YES    ! NO

GUARDIAN   ! Cell Phone   ! Pager

(     )
EMPLOYER/BUSINESS NAME GUARDIAN 1 WORK PHONE

(     )
PHONE EXT FEDERAL AGENY?

! YES    ! NO

GUARDIAN 2 LEGAL LAST NAME GUARDIAN LEGAL FIRST NAME MIDDLE NAME RELATIONSHIP REGISTERED

TO VOTE

! YES    ! NO

GUARDIAN   ! Cell Phone   ! Pager

(     )
EMPLOYER/BUSINESS NAME GUARDIAN 1 WORK PHONE

(     )
PHONE EXT FEDERAL AGENY?

! YES    ! NO

MAILING ADDRESS IF DIFFERENT FROM HOME ADDRESS APT NO CITY ZIP CODE

PARENTING PLAN/ CUSTODY INFORMATION

IS THERE A JOINT CUSTODY OR PARENTING PLAN IN EFFECT?  ! YES     ! NO   (If yes, plan should be on file with the school)

IS THERE A RESTRAINING ORDER IN EFFECT? ! YES     ! NO  (if yes, legal paper must be on file with the school)
RESTRAINING ORDER IS AGAINST:

! Mother     ! Father       ! Other   _________                    ___

SECONDARY HOUSEHOLD (parent not residing with student if applicable)

! MOTHER      ! FATHER      ! MOTHER/STEPFATHER        ! FATHER/STEPMOTHER ADDITIONAL MAILING REQUESTED? ! YES     ! NO

LEGAL LAST NAME LEGAL FIRST NAME MIDDLE RELATIONSHIP

PRIMARY PHONE       ! Home   ! Other

(     )
PHONE #2        ! Home  ! Work ! Cell

(     )
PHONE #3        ! Home  ! Work ! Cell

(     )
MAILING ADDRESS CITY ZIP CODE

DAY CARE INFORMATION

! BEFORE SCHOOL               ! AFTER SCHOOL               ! BEFORE AND AFTER SCHOOL

DAY CARE BUSNESS NAME DAY CARE CONTACT PERSON DAY CARE PHONE NUMBER

(     )
DAY CARE ADDRESS DAY CARE VAN

! YES   ! NO
EMERGENCY CONTACTS (other than parent/guardian)

EMERGENCY CONTACT (Legal Last, First, Middle Name) RELATIONSHIP TO CHILD PHONE #1 ! Home  ! Work ! Cell

(     )
PHONE #2 ! Home  ! Work ! Cell

(     )
EMERGENCY CONTACT (Legal Last, First, Middle Name) RELATIONSHIP TO CHILD PHONE #1 ! Home  ! Work ! Cell

(     )
PHONE #2 ! Home  ! Work ! Cell

(     )
ACTION IN CASE OF AN EMERGENCY

• In the event my child is injured or becomes ill and no responsible person from the home can be reached, I hereby delegate the principal or the school’s designated agent to do

whatever is in the best interest of my child.

• Additionally, in the event my child is seriously injured, becomes seriously ill or has a medical emergency, I hereby delegate the principal or the school’s designated agent to

call 911 as the first emergency procedure.

Parent/ Legal Guardian Signature _________________________________________________________Date _____________

Distribution: White/Student File Canary/Health Room File             Pink/Teacher                                                      Form No. 3120/E

Make additional copies for Special Services as needed.                  Rev 02/7/05/MA
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ELEMENTARY ENROLLMENT FORM

Student Name                                                                                                 Grade                          

ADDITIONAL STUDENT INFORMATION

DOES YOUR CHILD HAVE A LIFE-THREATENING CONDITION? ! YES     ! NO

Medical information, special concerns or other information school staff needs to know: (Use additional paper if needed.)

HAS YOUR CHILD EVER QUALIFIED FOR OR BEEN ENROLLED IN A SPECIAL ED PROGRAM?

If Yes, does your student have a current IEP?

! YES     ! NO

! YES     ! NO

IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER BEEN REFERRED TO A SCHOOL PSYCHOLOGIST? ! YES     ! NO

IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER QUALIFIED FOR SPEECH THERAPY? ! YES     ! NO
IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER QUALIFIED FOR OCCUPATIONAL THERAPY? ! YES     ! NO
IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER QUALIFIED FOR PHYSICAL THERAPY? ! YES     ! NO
IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER RECEIVED HELP FROM A SOCIAL WORKER OR COUNSELOR? ! YES     ! NO
IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER QUALIFIED FOR OR HAD A 504 PLAN?

If Yes, does your student have a current 504 plan?

! YES     ! NO

! YES     ! NO

IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER BEEN RETAINED? ! YES     ! NO
IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER BEEN BECCA BILLED? ! YES     ! NO
IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER BEEN SUSPENDED? ! YES     ! NO
IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER BEEN EXPELLED? ! YES     ! NO
IF YES, AT WHAT GRADE?

HAS YOUR CHILD EVER PARTICIPATED IN:  ! TITLE      ! LAP      ! ELL     ! GIFTED     !  OTHER   _________
IF YES, AT WHAT GRADE?

OTHER SIBLINGS (Use additional paper if needed.)

LAST NAME FIRST NAME AGE SCHOOL GRADE

LAST NAME FIRST NAME AGE SCHOOL GRADE

LAST NAME FIRST NAME AGE SCHOOL GRADE

The information on the registration forms is true and accurate as of this date.  I understand that falsification of information to achieve enrollment or assignment

may be cause for revocation of the student’s enrollment or assignment to a school in the Bethel School District.

I understand that my child’s classroom assignment may be on a temporary basis, and the school staff may reassign my child if special services are necessary.

 Parent/ Legal Guardian Signature ____________________________________________________Date __________________

Distribution: White/Student File Canary/Health Room File             Pink/Teacher                                                      Form No. 3120/E

Make additional copies for Special Services as needed.                  Rev 05/17/04/MA



Form # 30-EnP-6 EnP-25

BETHEL PUBLIC SCHOOLS

HEALTH HISTORY

                                                                                                                                                                         

Last Name       First           Middle Birthdate                 Sex

                                                                                                                                                                        

Physician    Date of Last Exam                Dentist                           Date of Last Exam

Life threatening condition. Please explain 

What medications are prescribed?

MEDICAL HISTORY

IS ANY OF THE FOLLOWING A PROBLEM FOR YOUR CHILD: (please circle & describe)

Health problems at birth                                                                                                                                             

Allergies: food, insect, pollen, drugs, other. Please specify                                                                                    

Blood: anemia, sickle cell disease, hemophilia                                                                                                        

Cancer                                                                                                                                                                          

Ears: hearing aids, infections, tubes, hearing loss                                                                                                    

Eyes: glasses, contacts, color blindness, other (please explain)                                                                               

Gastrointestinal: ulcers, colitis, hepatitis, needs special bathroom privileges                                                       

Genetic: Down syndrome, cystic fibrosis, other (please explain)                                                             

Genitourinary: kidney or bladder infection, needs special bathroom privileges                                      

Heart: congenital, rheumatic, pacemaker, high blood pressure, restrictions                                                          

Mental: ADHD, depression, bi-polar, other (please explain)                                                                                  

Metabolic: diabetes, thyroid, other (please explain)                                                                                                

Mouth: dental decay, orthodontia                                                                                                                              

Neurological: seizures, meningitis, cerebral palsy                                                                                                   

Nose: fracture, nose bleeds                                                                                                                                          

Orthopedic: fracture, scoliosis, kyphosis                                                                                                                   

Respiratory: asthma, bronchitis                                                                                                                     

Skin: acne, eczema                                                                                                                                                      

Hospitalizations: operations                                                                                                                                        

Serious injury                                                                                                                                                                

Other: (please explain)                                                                                                                                   

Disabilities: physical, mental, behavioral, learning, speech                                                                                     

MEDICATION

Does your child take any medications routinely or for specific purposes as for allergies, ADHD, diabetes,

epilepsy, etc.? !    NO    !    YES

Name of medication                                                                  at school  !     at home  !
AUTHORIZATION

If emergency treatment is required for your child and you cannot be reached immediately, may the school

authorities use their own judgment in contacting emergency services to give treatment necessary for the

health and welfare of your child? !   YES !    NO

If the answer to the above question is NO, please explain what action you desire school authorities to

take:

                                                                                                                                                                                  
  

Please indicate hospital preference(s)                                                                                                       

                                                                                                                                                                                       

Date           Signature of Parent/Guardian



 
 
Home Language Survey 
Washington State  
Transitional Bilingual Instructional Program 
 

 
Student’s Name Date 
School  Grade 
SSID Gender 
  
1. __Yes   __ No  
 
If yes, list languages 
 
 

Is a language other than English the primary language used in your home? 
 
_________________________________           __________________________________ 
 
_________________________________           __________________________________ 

2. __ Yes  __ No 
 
If yes, list languages 
 

Is your child’s primary language a language other than English? 
 
_____________________________           _____________________________ 
 
_____________________________            _____________________________ 

 
If you answered “Yes” to either of the two questions above, please complete the information below, 
including questions A and B: 
 
 
______________________________________________  __________________________ 
Parent or Guardian’s Name      Phone Number 
 
_____________________________________               __________________      _____________ 
Address                City   Zip 
 
____________________________________________ 
Student’s Country of Origin 
 
______________________________________________            _____________ 
Parent or Guardian’s Signature     Date 
 

Reference to WAC392-160-005. 
! "Primary language" means the language most often used by a student (not necessarily by parents, guardians, 

or others) for communication in the student's place of residence. 
! "Eligible student" means any student who meets the following two conditions: 

     (a) The primary language of the student must be other than English; and 
     (b) The student's English skills must be sufficiently deficient or absent to impair learning. 

 
The following information is collected for the State Transitional Bilingual Instruction Program end-of-year 
report, and is not part of the Home Language Survey. 
 
A. ______ For how many months has the student attended school in the United States (grades K – 12) 

before enrolling in this district? 
  

B. ______ For how many months has the student received formal education outside the United States in 
his/her native language (equivalent to grades K – 12) before enrolling in this district? 

 
Guidance: 

! One (1) school year = ten (10) months.  
! “Formal education” does not include refugee camp schools or other unaccredited programs for children.  
! “Native Language” refers to the family’s L1 or dominant language. 

 

Washington State Transitional Bilingual Instructional Program   English HLS 
Revised January 2006 



BETHEL PUBLIC SCHOOLS

516 East 176th Street • Spanaway, WA  98387  •  (253) 683-6000

Verification of
 Residency Statement

In order to verify residency within the Bethel School District, one current document (dated within the past
30 days) listed below must be provided, showing parent/guardian name and address.  (Post Office box
numbers are not acceptable as residence addresses.)

! Escrow papers, mortgage book or statement, property tax form, or homeowner’s association
fees statement

! Lease Agreement/Rental Contract and current rent receipt
! Letter on apartment complex or mobile home park letterhead, signed by the landlord, stating

that parent/guardian lives there
! Gas or electric bill ! Phone bill
! Water bill ! Verification of Social Services
! Cable TV bill ! Residence insurance statement
! Garbage bill

I, _____________________________________________________(print name) the parent/guardian of

_________________________________________________(print student’s name) declare that the

above-named student resides at the address shown on the document checked above and attached.  I will

notify the school within two weeks if residency changes and agree to provide a new residency

documentation and an updated signed statement at that time.  If I move outside the school district, a

nonresident request must be submitted in order to be considered for continued attendance for this student.

Falsification of any information or document required for residency verification or
 the use of any address where the student does not reside

may result in revocation of student enrollment.

Signature of Parent/Guardian Date Home Phone

FOR SCHOOL USE ONLY:

The attached document(s) show(s) the name and address of the person(s) enrolling the above-named
student.

Principal or Designee’s Signature Date School

kw 9-20-04     Reference Board Policy 3131, WAC 392-137-115



   Reviewed for compliance by:______________________________

                                       Staff Signature

   Date: _______________    Exemption:      YES
(see back)

CERTIFICATE OF IMMUNIZATION STATUS
Washington State Law (RCW 28A.210.160) requires that all children have a completed Certificate of Immunization Status on
file at the school, preschool or a child care facility that they attend.  A chart showing which vaccines should be given and when,
is printed on the other side of this form.

Sex

F  M

Type of Date Given Type of Date Given
Immunization Vaccine Dose Month Day Year Immunization Vaccine Dose Month Day Year

DTaP/DTP/ 1 MMR MMR 1

-DT/Td 2 Measles (Rubeola), MMR 2

Diphtheria, Tetanus, 3
Mumps & Rubella

MMR
Pertussis

4 MEASLES

5 MUMPS

RUBELLA

POLIO 1 HEP B 1

OPV by mouth, 2
(HBV)

Hepatitis B 2
IPV by injection

3 3

4 VARICELLA VACCINE 1
(Chickenpox)

2

HIB 1 DISEASE YES NO

Haemophilus 2
Influenzae B

3

4

  I certify that the information provided here is correct and verifiable
 X _________________________________________________________________________________ Date: __________________________
                                               Signature of Parent or Guardian

 DOH 348-013(X)  Revised February 2004

OTHER VACCINES

  Child's Last Name                                                                                                           First Name

  Parent/Guardian Name

  Birthdate
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Vaccines are listed under the routinely recommended ages.  Shaded bars indicate range of acceptable ages for vaccination.

      Age 2 4 6 12 15 18 4-6 11-12 14-16
Vaccine Birth Months Months Months Months Months Years Years Years
Hepatitis B ** Hep B-1

Hep B-2 Hep B-3

Diphtheria, DTP DTP DTP DTP or DTaP at 15+ Mo DTP Td **
Tetanus, or
Pertussis DTaP

H. Influenzae Hib Hib Hib Hib
type b

Polio Polio Polio Polio Polio

Measles, Mumps, MMR MMR or MMR
Rubella

The above schedule was recommended and approved January 1, 1995 by the Advisory Committee on Immunization Practices, the American
    Academy of Pediatrics and the American Academy of Family Physicians.  Footnotes of this schedule provide more information about vaccines
    and when they can be given.  They are reprinted in the Immunization Manual for Schools, Preschools and Child Care Facilities, which can be
    found at most schools and Local Health Departments.
    Although there are more medically current recommended schedules, the January 1995 schedule is the only one required by Washington State
    Immunization Law.
   ** Effective September, 1997

Statement of Exemption to Immunization Law
      NOTICE:
   Your Child can be exempted (excused) from immunization for medical, personal or religious reasons.  However, if there
   is an outbreak of a vaccine-preventable disease that your child has not been immunized against, she or he can be
   excluded from school, preschool or child care until the outbreak is over.

 Medical Exemption Personal Exemption
 I certify that the child named on this form is medically Religious Exemption
 exempted from the requirement for the following I am opposed to immunization. I understand that my
 vaccine(s): child can be excluded from attendance during an outbreak.

 _____________________________________Until_______________ I do not want my child to receive the following  vaccine(s):
                Vaccine(s)                                Date

 _______________________________________________________  ________________________________________________________
           Type or Print Physician's name                             Date Vaccine(s)

 _______________________________________________________  ________________________________________________________
                            Physician's Signature       Signature of Parent or Guardian                                        Date

  Documentation of Immunity
   I certify that the child named on this form has laboratory evidence of immunity to measles/mumps/rubella (please circle).

    Attach TITER results

 _______________________________________________________________________________________________________________________
     TYPE or PRINT Physcian's Name

 _______________________________________________________________________________________________________________________
     Physician's Signature or Stamp                                                                 Date

Months






