
 

 

FRONTIER CENTRAL SCHOOL DISTRICT 

Enrollment Application & Registration Form 

 

 

• Student Information:  ____________________________________________     Male   Female    Grade _______ 
             Last        First    Middle 
 

Child’s Date of Birth: ____/____/____    
 
 

Mother’s Maiden Name:    ________________________________   
           

Child’s Legal Residence:_____________________________________________________________________________ 
                  House No. & Street          Apt. No.          City/town                   Zip code 
 

Previous Address: __________________________________________________________________________________ 
             House No. & Street          Apt. No.                    City/town                              Zip code 
 

If student is not living with a natural parent (birth parent), state the reason: 

_________________________________________________________________________________________________ 
 

_________________________________________________________________________________________________ 
 

Name and phone # of Social Services Caseworker, if any: __________________________________________________ 
 

Name and Address of Each School Previously Attended (including schools of this District, if ever attended): 
 

_________________________________________________________________________________________________ 
School Name       Address            Dates Attended       Grades 

 

_________________________________________________________________________________________________ 
School Name       Address            Dates Attended       Grades 

 

_________________________________________________________________________________________________ 
School Name       Address            Dates Attended       Grades 

 

 

• Primary Household Information of Parent/Guardian # 1    (Person Completing this Application):  
 Note: The parent or guardian completing this form must reside in the School District, at the same address indicated above for the 

student. 

___________________________________________________________________________   
     First                   Middle               Last  

 

Employer: ________________________________        Occupation: ____________________ 
 

Relationship to Student:  ___________________________   Residing at the same address as the student?  Yes   No 
 

Work Phone:___________ Home Phone: ____________   Cell Phone: ____________   email address: ____________  
 

Current Address:___________________________________________________________________________________ 
            House No. & Street         Apt. No.   City/town             Zip code 
 

Own    Lease/Rent   Length of time living there:_____________________________      

 

If current address is leased or rented, provide full name, address and telephone number(s) of each Landlord: 

_________________________________________________________________________________________________ 

Most Recent Prior Address:___________________________________________________________________________ 
             House No. & Street       Apt. No.   City/town                          Zip code 
 

Own    Lease/Rent   Length of time living there:___________________ 

 



 

 

 

• Information of Parent/Guardian # 2: 

 

__________________________________________________________________________   
   First       Middle               Last  
 

Employer: _________________________________            Occupation: ______________________ 
 

Relationship to Student:  _____________________________     
 

Work Phone:___________   Home Phone: ____________   Cell Phone: _____________    email address: ____________  

 

Parent/Guardian # 2 resides at same address as Student?   Yes   No   (If ‘Yes’ skip to •Additional Parent/Guardian 

Information)   If ‘No’, provide current address: 
 

Current Address:___________________________________________________________________________________ 
         House No. & Street       Apt. No.                        City/town                   Zip code 
 

 Own     Lease/Rent   Length of time living there:_____________________________      
 

Does this address require student mailings?   Yes   No         
 

Most Recent Prior Address:_______________________________________________________________________________ 
            House No. & Street    Apt. No.              City/town                   Zip code 
 

Own    Lease/Rent   Length of time living there:___________________ 
 

 

• Additional Parent/Guardian Information: 

Name of adult who provides health insurance for the child: _________________________________________________ 

Name of adult who listed child as a dependent on last year’s Federal tax return: _________________________________ 

Name of adult who will list the child as a dependent on this year’s Federal tax return: ____________________________ 

Student is living with (check only one): 

Both Parents  Mother only  Father only  An Agency  Alone  Guardian(s) A Spouse/Partner  Foster Parent (DSS-2999) 

Joint Custody  Yes    No  Note: A copy of most recent court document designating custodial parent/guardian is required. 

If you are not a parent of the child, are you a legal guardian?   Yes    No   If yes, provide copy of court documents. 

If you are not yet a legal guardian, do you plan to file for guardianship?   Yes    No    

Have both natural parents transferred permanent custody and control of the child to you?   Yes    No    

Note:   The District may require additional written information if the child is not living with either parent. 

 

• Temporary Living Arrangements: 

 

The following questions are intended to address the McKinney-Vento Act 42 U.S.C. 11435.   

Your answers help determine the services the student may be eligible to receive.  

 

1. Is the child’s current address a temporary living arrangement? Yes   No      

2. Is this temporary living arrangement due to loss of housing or economic hardship? Yes   No      
 

If you answered YES to the above questions, proceed to question 3:   
 

3.  Where is the student presently living? (Check one box.)  

 In a motel or shelter 

 With more than one family in a house or apartment  

 Moving from place to place  

 In a place not designed for ordinary sleeping accommodations such as a car, park, or campsite  



 

 

 

• Sibling Information: 

 
NAMES OF                                                    BIRTH 
BROTHERS & SISTERS OF STUDENT     DATE                      SCHOOL FOR                    LIVES AT  

& ALL RESIDENTS                                      mo/day/yr    GENDER   GRADE      CURRENT SCHOOL          COMING YEAR                     HOME? 

    

__________________________________   _________   M F  ______   ____________________________  _____________________    Yes   No 

 

 

__________________________________   _________   M F  ______   ____________________________  _____________________    Yes   No 

 

 

__________________________________   _________   M F  ______   ____________________________  _____________________    Yes   No 

 
 

__________________________________   _________   M F  ______   ____________________________  _____________________    Yes   No 

 
 

__________________________________   _________   M F  ______   ____________________________  _____________________    Yes   No 
 

 

__________________________________   _________   M F  ______   ____________________________  _____________________    Yes   No 

 
 

__________________________________   _________   M F  ______   ____________________________  _____________________    Yes   No 

                                  

• Emergency Contact Information: 
 

1.  Name:___________________________ Phone #s: Daytime:___________ Cell:___________ Evening:___________  
 

     Address: ______________________________________________________________________________________ 
         House No. & Street          Apt. No.     City/town                       Zip code 

 

Relationship to child: ____________________________________________________________________________ 

 
2.  Name:___________________________ Phone #s: Daytime:___________ Cell:___________ Evening:___________  

 

     Address: _______________________________________________________________________________________
              House No. & Street         Apt. No.     City/town                         Zip code 
     

     Relationship to child: _____________________________________________________________________________ 
 

 

• Proof of Residency Submitted by Parent/Guardian #1  (minimum of two required; attach copies): 

 

1._______________________________________  3.____________________________________ 

 

2._______________________________________  4.____________________________________ 
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FRONTIER CENTRAL SCHOOL DISTRICT 

Confidential Medical Form 

 

State Law requires us to have a medical record for each student enrolled in the Frontier Central School District.  Please 

complete both pages.  Without the signed Medical Form, children will not be enrolled.  A copy of your child’s immunization 

record is also essential for registration. 

 

Child’s Legal Name _________________________________  Grade ____   Date of birth:__________________ 

 

Address: _______________________________________________________________________ Phone _________________ 

                      Street   City/town            Zip 

 

School: ________________________________________________ Entry Date: _____________________ Grade: _______ 

 

Prior School: ___________________________________________________________________________________________ 

Does your child have any medical problem or physical limitations that we should know about to best administer to the child?  

Is so, please EXPLAIN: 

____________________________________________________________________________________________ 

It is essential that we know if your child is on any medication.  All current medication should be labeled with your child’s 

name, prescription, and instructions and only given to the school nurse upon registration.  MEDICATIONS, including over 

the counter remedies such as cough drops, pain relievers, etc. are to be kept in the Health Office.  The only exception is 

emergency medications for diabetes, asthma, anaphylaxis.  You must see the school nurse regarding these situations.  

Completion of proper forms is also required. 

 

Mother:____________________________________________Daytime Phone/Cell Phone___________________________ 

  

Address: _______________________________________________ E-Mail________________________________________ 

 

Father:____________________________________________Daytime Phone/Cell Phone___________________________ 

  

Address: _______________________________________________ E-Mail________________________________________ 

 

Step Parent:________________________________________Daytime Phone/Cell Phone___________________________ 

  

Address: _______________________________________________ E-Mail________________________________________ 

 

Step Parent:________________________________________Daytime Phone/Cell Phone___________________________ 

  

Address: _______________________________________________ E-Mail________________________________________ 

 

Guardian:_________________________________________Daytime Phone/Cell Phone___________________________ 

  

Address: _______________________________________________ E-Mail________________________________________ 

 

Please list two responsible adults with reliable transportation available that the school could contact/release your child to in the 

event of the parent’s absence: 

Name: _____________________________________                      Name_________________________________________ 

Phone #: ___________________________________                      Phone #: ________________________________________ 

Relationship to child: _________________________                      Relationship to child: _____________________________ 

Child’s MEDICAL PROVIDER __________________                   Child’s DENTIST: _______________________ 

Phone # _____________________________                                    Phone # ________________________________ 

MEDICAL-SURGICAL RELEASE 

In the event of a serious accident or illness, I understand that every effort will be made to contact me if my child needs 

emergency medical-surgical treatment.  However, if it is impractical or impossible to do so, I hereby give permission for my 

child to be transported to __________________ Hospital OR to the nearest Emergency Treatment Center or Hospital to secure 

proper treatment, as deemed most appropriate by medical personnel.  I, the undersigned, do also hereby authorize officials of 

Frontier Central School District to contact directly the persons named on this form and do authorize the named medical 

providers to render such treatment as may be deemed necessary in an emergency, for the health of said child.   



 

 

 

Parent to Complete              Medical History for:____________________________________________ 

                                                           Child’s Legal Name 

Does your child have: 

 

☐ Allergies (please specify) Allergic to:    ☐ Medication ☐ Bee Stings  ☐ Food    ☐ Environmental 

                       ☐ Other (please specify): _______________________________ 

 

☐  Asthma                          ☐  Diabetes           ☐ Ear/Hearing Condition 

 

☐  Fainting Spells                  ☐  Heart Disease          ☐  Eye/Vision Condition 

 

☐  Muscular – skeletal conditions, muscular dystrophy, cerebral palsy, etc. 

 

☐  One of a paired organ (ex:  eye, kidney, testicle) please specify: _______________________________________________ 

 

Has your child ever had: 

 

☐  Chickenpox   Date: _________    ☐  Head Injury   Date: ________________ 

 

☐  Lead Poisoning  Date: _________    ☐  Pneumonia  Date: ________________ 

 

☐  Rheumatic fever  Date: _________    ☐  Scarlet Fever   Date: ________________ 

 

☐  Seizures     Date: _________    ☐  Other Serious  Date: ________________ 

                          Medical Conditions 

 

Please specify type and date for the following if applicable: 

 

☐  Broken Bones ______________________________________________________________________________________ 

 

☐  Depression, anger, coping, stress problems? _______________________________________________________________ 

 

      Treatment for above __________________________________________________________________________________ 

 

☐ Neurological, personality, mental conditions? ______________________________________________________________ 

 

☐  Serious Injuries:      Type: _____________________________________ Date: _________________________________ 

 

              Type: _____________________________________ Date: __________________________________ 

 

☐  Speech, Physical and/or Occupational Therapy? ____________________________________________________________ 

 

☐  Learning and/or Reading Difficulties? ____________________________________________________________________ 

 

☐  Surgery (specify type and date) _________________________________________________________________________ 

 

______________________________________________________________________________________________________ 

 

Any other relevant health information _____________________________________________________________________ 

 

______________________________________________________________________________________________________ 

 
 

__________________________________________________      ___________________________ 

                  * Signature of Parent/Guardian                     Date 

 

Please advise us of any changes in these questions so that your child’s record will remain current. 
Form Revised 7/16 



 

 

  



 

 

  



 

 

 


