
lJPPEI{ CAPE COD REGIONAL TECHNICAL SCHOOL 
Registration Form 

PLEASE FILL IN ALL SHADED AREAS 
Social Security #: School ID# Grade Home Tel. # 

Last Name: First Name: Full Middle Name: 

Sex: 
Race: 

F or f\;\ Are you Hispanic or Latino
White__Black or A!hcan American 

? Yes No 
American Indian or Alaskan Native Asian Native Hawaiian or other Pacific Islander 

Date of Bil1h: City and State of Birth: Language spoken at Home: 

Foster Placement Through Agency: .. Yes or No 

-- - - - -- ... _-_._-~.__ - "---~.._------_._,-_._. __._-­.--_.~ 

Parent(s)/Gardian(s) with whom you Reside: Non Custodial Parent:
 

Address: _ Address: _
 

Mailing Address if different from Residential:
 

Sending School or Last School Attended:
 

EMERGENCY MEDICAI-J INFORMATION 

Mother's.Susiriess p.U.•. o.•il¢ 
.............

•• 
, -' 

..•.•• 
.
alTI.e. : Cell#:
$4E£riployer·."N

------.,.,-,---.,.,-,,,..---.,---.,.,-,,..,..,....,...=~=.,.,--=~=.,.--,,..---.,-------------------------------

FathertsBusinessRh8ne&ErrlplbyerJSJ:~fne~ Cell #: 

IN CA·SE.· OF·.·EMJ3R:§I$NqY•• A.NDPi&gJ3JNtt.t$.JNdW •• A.¥~tpA.:§4J3;.CONTA%bW~ 

(:\al11(,) (Address) (Phone) 

Studcntls>Phy§idan: 

Student's Detltist: 

(Address) (Phone) 

PhOl1e;: 

Phone: 
-~-------~~~~~,.,...~========~-------------

Haspital· Ptefer~hce •••rf.l'atentor•• Pn¥$i#1at11~: •• (..1n#'\fa~1c1~~~~
 

rnsurance Compfihy:
 

ALLERGIES<AND()THERN1EDTCA.L.G01>t[)~*H4NI$ (Please explain checked items helow, or ifnccessary, use other side of cart! ',:
 

A"ilergies Asthina Diabetes _Epilepsy Heali Prob1eins _Recurring Illness Olher 

Medication Taken at H01ne: 

Medication Taken at School: 

Date of Last Tetanus:
 

Descli beTrammOliationPlalit().~¢U~¢91f*9Yf(JbjJCi.H~§t9~~§1~ntI-fQ1~~~ . ._._.__ .. _
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