BELDING ALTERNATIVE EDUCATION Date of Enroliment

REGISTRATION / EMERGENCY FORM Starting Date
Grade:

STUDENT INFORMATION:

Student’s Legal Name Male Female
Last First Middle (Maiden)
Address Home Phone
Number/Street Name City Zip County
Birthdate Age City/State of Birth / Soc. Sec. #
Ethnic Background: Amer. Indian___ Asian Amer. _ Black___ Native Hawaiian___ White___ Hispanic or Latino___
With whom does the student live? Relationship

Have you ever attended Belding High School? Yes / No What year should you have graduated?

What school did you last attend? What year?

Has student been expelled from school? Yes/No If Yes, please explain:

Special services student received at previous school: Resource Rm___ Learning Disabled_ Social Worker
Are you employed?  If“Yes”, place of employment Work Phone

Have you ever been arrested? If “Yes”, what were the charges?

Are you currently on probation? _ If“Yes”, who is your probation officer?

Transportation: Schoolbus_~ Owncar__ Walk___ Ride with

FAMILY INFORMATION:

Mother's Name Home Phone Work Phone
Address (if different from student's address)

Street City Zip County
Father's Name Home Phone Work Phone
Address (if different from student’s address)

Street City Zip County
Guardian’s Name Home Phone Work Phone
Address (if different from student’s address)

Street City Zip County

Other Children who reside in the home - please list names & ages:

TAPP (Teen-Age Parent Program) STUDENTS ONLY

Personal Information: Are you pregnant? Yes__ No___ If yes, what s your due date?
Doctor’s (OB/GYN) Name: Phone:
Will you be using the on-site nursery? Yes ~ No___ Do you have a child/children? Yes  No___Ifyes, list
name(s) and birthdate(s):

CONTINUED ON BACK >>>>>>>>>>>5>>55>>5>>>>



EMERGENCY INFORMATION
In case of emergency, you may have permission to have me (student) treated by doctor on call at:

____ Spectrum Health United Memorial, Greenville __ Other, specify:
Physician Phone
Physician’s Address
Emergency Contact #1 Relationship Phone
Emergency Contact #2 Relationship Phone
Emergency Contact #3 Relationship Phone

List any known allergies:

List any medication you are taking:

Other medical condition (check all that apply): [ Asthma [ Diabetic [ Epileptic 1 Hemophiliac [1Bee Sting Allergy

Any other medical condition not listed above:

The Family Rights and Privacy Act requires your (parent/guardian) signature for disclosure of any medical problems your
child may have. Your signature will allow release of medical information to school or medical personnel to better serve your
child.

Parent/Guardian Signature: Date:

In case of accident or serious illness, | request the school to contact me. If the school is unable to reach me, | hereby
authorize the school to call the physician indicated on this form and to follow his/her instructions. If it is impossible to contact
this physician, the school may make whatever arrangement necessary. Note to parents: No medications will be administered
by school personnel without written directions from parent and physician.

Parent/Guardian Signature: Date:

| affirm, that as the parent/legal guardian, all information provided above is true and accurate, and that my child and | reside
at the listed address. | understand any false information provided by me may subject me to legal penalties for perjury.

Parent/Guardian Signature: Date:

For office use only:

Drop Date: Reason:

Exit status: 01 Graduated, 02 Graduated and enrolled in college, 03 Graduated from Altern. Program, 04 Graduated, enrolled in non-degree institution, 05 Completed
GED, 06 Completed with other certificate, 07 Dropped out of school, 08 Enrolled in another district in MI, 09 Moved out of state, 10 Expelled, 11 Enlisted in military, 12
Deceased, 13 Incarcerated, 14 Enrolled in home school, 15 Enrolled in non-public school, 16 Unknown, 17 Placed in rehab program, 19 Expected to continue.



	EMERGENCY INFORMATION 

