
School Year T R O Y C I T Y S C H O O L S T Please check i f this is

R e s i d e n c y A f f i d a v i t F o r m anew address

Grade This registration form should not be considered a barner to enrollment

I. STUDENT INFORMATION: DATE:

Full Legal Name of Child Male F e m a l e _ _ _

Race: Black____ White____ Asian___?- American Indian/__?«sNotSpecif ied ? S = ? Pacific Islander___ Mult i Race___

Alaskan Native (Hispanic Students Only)

Birth Date: Birthplace:

(Voluntary)

*Ch i ld?s Socia l Secur i t y # H o m e Te lephone #

(Voluntary)

C o m p l e t e M a i l i n g A d d r e s s

Paren t /Gua rd ian E - m a i l Address: Student?s E - m a i l Address:

Parent/Guardian Cell Number: Parent/Guardian Cel l Number:

The fo l lowing individuals have permission to check-out this student.

Emergency Name: Emergency Number:

e e n r e e err r r ee r re re r e e c e e e e e e e e e e e e e e e e e e e e e e

I , F A M I L Y I N F O R M A T I O N :

C h i l d L i v e s W i t h : F a t h e r s S t e p - F a t h e r _ == Mother___?_? Step-Mother L e g a l Guard ian Foster Care

(Check al l that app ly )

Father, Step-Father, Mother, Step-Mother, Legal Guardian, FosterCare Father, Step-Father, Mother, Step-Mother, Legal Guardian, Foster Care

(C i rc le One) (C i rc le One)

Guardian?s N a m e Guardian?s Name

W o r k Place Work Place

Phone # Phone #

TH, TRANSFER INFORMATION:

Transferring From: Name o f School School Phone #

Was your child in any Exception Child programs (special education/gifted education)? I f Yes, Please List

Has your Child Previously Attended Troy City Schools? Yes No When?

Has your Child Been Retained? Yes No What Grade?

IV. | certify that I have the responsibility of providing for the needs o f this student and that I am in charge and control o f his/her actions.

P A R E N T / L E G A L GUARDIAN/FOSTER C A R E SIGNATURE DATE

*Disclosure o f you r child?s social security number (SSN) is vo luntary . I f you elect n o t to provide a SSN, a t e m p o r a r y ident i f i ca t ion number w i l l be peucrated and

uti l ized instead. You r child?s SSN is being requested f o r use in con junct ion w i t h enro l lment i n school ax provided in Ala. A d m i n . Code §290-3-1-62(2)(b) (2). i t w i l l

be used as 2 means o f ident i f icat ion in the statewide student management system.



V. M E D I C A L HISTORY:

1. List all current medical problems (allergies, diabetes, etc.)

2. Does your chi ld take any medication? Please list all prescriptive and non-prescriptive drugs he/she takes

3. Is he/she allergic to any medication?

4. Please include any additional information you feel would be helpful to the school nurse and other personnel.

a S

V I . S T A T E O F A L A B A M A

C O U N T Y O F P I K E

R E S I D E N C Y A F F I D A V I T U N D E R O A T H

I , a m t h e o f

Parent/Legal Guardian/Foster Care ( P r i n t F u l l N a m e ) = Mother , Father, L e g a l Guardian, Foster Care

C H I L D ? S F U L L N A M E S C H O O L A T T E N D I N G G R A D E L E V E L

Do hereby certify, under oath that our residence and domicile is presently within the city limits o f the City o f Troy, Pike County, Alabama; that we have our

permanent address in the city limits o f the City o f Troy, Pike County, Alabama; and that said permanent address is

I f u r t h e r cert i fy, unde r penal ty o f per jury , t ha t my chi ld spends weekdays, weeknights, and weekends at the
above permanent address, and that I have not i f ied the Distr ic t i f m y chi ld spends nights d u r i n g the week o r
weekends outside o f the T roy C i ty L im i t s w i t h any regular i ty.
T understand that the purpose o f this a f f idav i t is to induce the T roy C i ty Boa rd o f Educat ion to a l low my /ou r
chi ld to attend the pub l ic schools in the Ci ty o f Troy, Alabama. I f u r t h e r consent and agree that the T roy C i ty
Board o f Educat ion shall have the r igh t to ver i f y this af f idav i t as to o u r residence and tha t th is a f f idav i t may
be submi t ted to a Federal Cou r t or o ther author i ty as p r o o f o f o u r residence, and I consent to the use o f this

a f f idav i t by the T roy C i ty Boa rd o f Educat ion as p r o o f o f our residence. I understand fu l l y and completely
t ha t the execution o f a false a f f idav i t w i l l result in the removal o f my/our ch i ld f r om school rolls.

If u r t h e r h e r e b y a g r e e |t h a t i f t h e r eii s a n y c h a n g e w h a t s o e v e r i i n m yr e s i d e n c e o r i m t h er e s i d e n c e o f t h e a b o v e
h i l d i ' i PG late if pn a ne al a a 0L w i l l n o

N o t a r y Pub l ic Parent /Legal Guard ian /Fos te r Care Signature



To Parent o r Guard ian :

The purpose of this fo rm is to provide t h e schoo l nurse with addi t ional information regarding you r child's heal th needs. The schoo l nu rse m a y con tac t you for

fur ther informat ion. T h e informat ion requested is essent ial for t h e school nurse to meet the heal th needs o f you r child.

T h i s i n f o r m a t i o n w i l l b e k e p t s t r i c t l y c o n f i d e n t i a l .

To be c o m p l e t e d b y p a r e n t / g u a r d i a n .

P L E A S E PRINT. R e t u r n t o t h e S c h o o l N u r s e .
N a m e o f S t u d e n t ( L a s t , F i r s t , M i d d l e ) B i r t h D a t e S e x

A d d r e s s ( S t r e e t ) R a c e / E t h n i c i t y

0 Amer ican Indian 0D) White, not o f H ispan ic origin

(City and Z i p code )
D Asian 0 Hispanic/Latino

O Black, n o t of Hispanic origin C1 Othe r

Home Te lephone Number Cel l Te lephone N u m b e r S c h o o l G r a d e

Name o f Paren t /Guard ian (Last, First, Middle)

Transpor ta t ion

O B u s Rider O Car Rider O Special Needs Bus O After School Program

P a r t | ? H e a l t h I n f o r m a t i o n

P lace w h e r e y o u r c h i l d rece i ves r e g u l a r hea l th care : P lace w h e r e y o u r c h i l d rece i ves r e g u l a r d e n t a l c a r e : T y p e o f i n s u r a n c e y o u r
oO Health Depar tment o Heal th Depar tment c h i l d has:

a Hospital Ctinic o Hospital Cl inic a Medicaid

oa C o m m u n i t y Heal th Center a C o m m u n i t y Heal th Cen te r a No Insurance

a Private D o c t o r / H M O a Private Doc to r /HMO O Private Insurance
oO Othe r a Othe r ou A L L K I D S

a No regular place 0 No regular place a Other :

Phys i c i an?s Names D e n t i s t ' s N a m e :

A d d r e s s : A d d r e s s :

T e l Tel:

A u t h o r i z a t i o n s :

0 I a u t h o r i z e t h e s c h o o ! n u r s e , t h e r e g i s t e r e d n u r s e ( R N ) o r l i c e n s e d p r a c t i c a l n u r s e (LPN), t o t a l k w i t h the p h y s i c i a n ( s )

s h o u l d a q u e s t i o n c o m e u p a b o u t m y c h i l d ' s m e d i c a l c o n d i t i o n s .

O F d o N O T a u t h o r i z e t h e s c h o o l n u r s e , t h e RN o r LPN, t o t a l k w i t h t h e p h y s i c i a n ( s ) s h o u l d a q u e s t i o n c o m e u p a b o u t m y

c h i l d ' s m e d i c a l c o n d i t i o n s .

© I a u t h o r i z e f o r m y c h i l d t o P a r t i c i p a t e in a l l s c h o o l hea l th s c r e e n i n g s , s u c h as v i s i o n , h e a r i n g a n d s c o l i o s i s .

D I a u t h o r i z e the yea r l y r e v i e w o f m y chi ld?s C e r t i f i c a t e o f I m m u n i z a t i o n (B lue S l i p ) by t h e loca! P u b l i c Hea l th D e p a r t m e n t .

Acuity Scale:

Nurs ing D e p e n d e n t Medica l ly Fragi le Medicaily C o m p l e x H e a l t h C o n c e m s



Sta te o f A l a b a m a D e p a r t m e n t o f E d u c a t i o n
Heal th A s s e s s m e n t Record

S c h o o l Y e a r : -

Par t Il ? Med ica l H i s t o r y

O NO KNOWN HEALTH PROBLEMS

{ I f n o , p l e a s e g o d i r e c t l y t o the b o t t o m o f t h e page a n d p r o v i d e p a r e n t / g u a r d i a n s i g n a t u r e . )

oAttention Deficit Disorder (ADD) uRequires medication? (Requires medication authorization from physician)
OR

o A t t e n t i o n D e f i c i t H y p e r a c t i v i t y D i s o r d e r ( A D H D ) o t o be g iven whi le at schoo l?

o A l l e r g i e s : P lease S p e c i f y: GHives/rash?

a F o o d

a I n s e c t s oBreathing dif f iculty?

o E n v i r o n m e n t a l

a M e d i c a t i o n s aEp i -pen? (Requi res medicat ion author izat ion f rom phys ic ian)

oHe /She uses an inhaler at home?

o B l e e d i n g P r o b l e m s : oRequ i res medicat ion? Please explain:

( H e m o p h i l i a , Von Wi l leb rand?s , f r e q u e n t n o s e b l e e d s ) (Requ i res med ica t i on author izat ion f rom phys ic ian)

o C a n c e r / L e u k e m i a : Piease explain:

aGereb ra l P a l s y : Please expla in :

o C y s t i c F i b r o s i s : Please explain:

o D e n t a l P r o b l e m s : aB races? OR Please expla in :

a D i a b e t e s : ( R e q u i r e s med ica t i on and procedure author izat ion f rom oMon i to rs B lood Suga rs whi le a t schoo l?

p h y s i c i a n ) oRedquires Insulin a t school?

a T y p e 1 D i a b e t i c oG lucagon order?

o lnsu l in p u m p ?

o T y p e 2 D i a b e t i c aManaged w i t h d ie t?

c E m o t i o n a l / B e h a v i o r a l / P s y c h o l o g i c a l : P l e a s e e x p l a i n :

o G a s t r o i n t e s t i n a l / S t o m a c h P r o b l e m s : P l e a s e e x p l a i n :

u G e n e t i c D i s o r d e r : P lease expla in :

o H e a d a c h e s : P lease expla in :

cuHearing P r o b l e m s : oR igh t Ear o L e f t E a r co Both ea rs Go T u b e s

QHearing loss? cHear ing aid? ?o C o c h l e a r implant

c H e a r t C o n d i t i o n : P l e a s e explain: A r e t h e r e any act iv i ty restr ict ions? A n y medica t ions taken a t home only?

o H y p e r t e n s i o n (H igh B l o o d Pressu re ) :

o J u v e n i l e A r t h r i t i s / B o n e - J o i n t P r o b l e m s : P lease explain:

a K i d n e y P r o b l e m s : P lease explain:

o S c o l i o s i s : cNo Trea tment o W e a r s B r a c e a Surgery

o S e i z u r e s / C o n v u l s i o n s : P lease expla in : Type of seizure:

oDiastat o rde r

a S i c k l e Ce t l A n e m i a :

o S p i n a B i f i da :

o S p e c i a l D ie t : P lease explain:

o V i s i o n P r o b l e m s : aWears glasses o W e a r s c o n t a c t s o Other,

o O t h e r M e d i c a l C o n d i t i o n s : P lease i n c l u d e a n y medica t ions taken at h o m e only.

P a r t I l l - M e d i c a l E q u i p m e n t ?Procedu res R e q u i r e d a t S c h o o l

og Cathe te r o Gast r ic Tube oo Nebul izer T rea tmen ts oc O x y g e n Supp lemen t co Tracheos tomy

o Vagal Nerve S t imu la to r (VNS) ?o_-Ventilator a Whee lcha i r o Waiker

R e q u i r e d S i g n a t u r e s

S i g n a t u r e o f p a r e n t ( s ) o r g u a r d i a n :

S i g n a t u r e o f s c h o o l n u r s e :


