UPPER CAPE COD REGIONAL TECHNICAL SCHOOL

Registration Form

PLEASE FILL IN ALL SHADED AREAS

Social Security #: School 1D# Grade HHome Tel. # E-mail:

Last Name: ‘ First Name: o Full Middle Name:

Sex: Cor _ Are ybh If[igﬁaniié()'r Lafinn? Yes ~ No —

Race: | White Black or African American _American [ndian or Alaskan Native Asian | Native Hawaiian or other Pacific Islander
Date orprth: City and State of Birth: Language spoken at Home:

Foster Placement Through Agency: | or

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 MEDICAL INFORMATION

Mother's Business Phone & Employer Name: Cell #:

Cell #:

(Name) (Address) (Phone)
(Name) (Address) (Phone)
Student's Physician: Phone:

Student's Dentist: Phone:

Hospital Prefere

[nsurance Company:

ALLERGIES AND CTHER MEDICAL C(

dlergies Asthma Diabetes Epilepsy Heart Problems Recurring Illness Other

S (Please explain checked items below, or if necessary. use other side of cards:

Medication Taken at Home: -
Medication Taken at School: ]

Date of Last Tetanus:

Describe Transportation Plan to Be -

SIGNATURE OF PARE
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