
 

palachicola ay harter chool egistration 2017/2018 

Información del estudiante: 

Apellido de el padre: ______________________ Primer Nombre: ___________________________________ Apodo: ___________ 

Grado El estudiante está entrando:_______    Fecha de Nacimiento: ______________     Género:  _______Masculino _______ Femenino   

El estudiante vive con: ______ Madre  _______ Padre    ______ Ambos Padres   _______ otra _____________________ 

 

 

 

Información de Padres y Guardián: 

Nombre del padre/guardian: ___________________________ relacion: ______________ Custodia legal:   ____ (si)____(sin)     

teléfono de su casa# _____________________ teléfono celular# _____________________ 

Lugar de Empleo/Trabajo# _________________________________________ Email: ___________________________________ 

Dirección de correo: ______________________________________________________________________________________________ 

 

Nombre del padre/guardian: ___________________________ relacion: ______________ Custodia legal:   ____ (si)____(sin)     

teléfono de su casa# _____________________ teléfono celular# _____________________ 

Lugar de Empleo/Trabajo# _________________________________________ Email: ___________________________________ 

Dirección de correo: ______________________________________________________________________________________________ 

Contacto de Emergencia/Recogida de Informacion 
(Por favor escriba con adultos, aparte de sí mismo que puede poner en contacto y recoger a su hijo en caso de emergencia o salida 
temprana no programada) 
 
1.  Nombre: __________________________ Relación: _______________ casa #__________________ Celular # _______________ 

2.  Nombre: __________________________ Relación: _______________ casa #__________________ Celular # _______________ 

3.  Nombre: __________________________ Relación: _______________ casa #__________________ Celular # _______________ 

4.  Nombre: __________________________ Relación: _______________ casa #__________________ Celular # _______________ 

5.  Nombre: __________________________ Relación: _______________ casa #__________________ Celular # _______________ 

Estudiante Número de teléfono celular: __________________________________________________________________________ 

 
Permisos: 
 
¿Da su consentimiento para recibir comunicaciones "sin papeles"? (Esto significa anuncios de la escuela y boletines serán enviados por 
correo electrónico.)  ____ (si)____(sin)     
¿Le da permiso para que su hijo aparezca en posibles imágenes o videos publicidad de la escuela, incluyendo publicaciones en nuestra 
página web de la escuela y facebook:  ____ (si)____(sin)     
¿Le da permiso para que su estudiante asista a cualquiera y todas las excursiones locales dentro del condado de Franklin.  
 ____ (si)____(sin)    
 
 
 
 

¿Hay una orden de alejamiento en vigor? ____ (Sí) ____ (sin) (En caso afirmativo, documentos legales deben ser archivada en la escuela para la ejecución.) 
es una orden de restricción en contra: _____ _____ Madre Padre _____ otra, _____________________________ 
Nota: El Estatuto de Florida establece que ambos padres tienen los mismos derechos y el acceso a los registros escolares de sus hijos, a menos que una orden judicial 
que establece de manera diferente. Orden judicial (s) se puede copiar y conservar en el expediente acumulativo del niño en la escuela. Si hay una orden judicial se 
recibe, la escuela hará referencia a la partida de nacimiento de la custodia. 



 

Informacion de Salud para Estudiantes 
(Es muy importante proveer información sobre las condiciones de salud de su hijo. Esta información nos ayudará en el caso de una emergencia. La escuela ABC administra 
los primeros auxilios y medidas de emergencia para todas las enfermedades y los accidentes de emergencia. La información proporcionada en el formulario de registro es 
utilizado por nuestros personal de la escuela y los funcionarios de salud para su hijo y / o la seguridad de este estudiante.) 
 

Por favor, compruebe si su hijo tiene lo siguiente: 
_____ alergia a los insectos, especifique __________________   _____ alergia a medicamentos, especifique ________________  
_____ alergia a los alimentos, especifique_________________  _____ ADD / ADHD, _____________ 
_____ Asma/inahalador      _____ Ayuda discapacidad auditiva  
_____ Discapacidad fisica, especifique ______________   _____ inyecciones de insulina 
_____ Epi Pen   Fecha de caducidad: _______________   _____ monitorización de la glucosa 
_____  corrección visual (gafas o lentes)     _____ infecciones del oído o de cabeza repetidos. 
_____ Convulsiones / Epilepsia      
 

Especificar severidad de las condiciones de salud o restricciones a la actividad y las acomodaciones necesarias en la escuela: 
___________________________________________________________________________________________________________________________ 
el estudiante utiliza algun dispositivo de ayuda? _______________Este estudiante tiene restricciones religiosas?________________ 
el estudiante requiere alguna medicación regular? ____________________________ Especificar: _______________________________ 
el estudiante requiere medicamento durante el horario escolar? _________________________________________________________ 
((Todo medicamento debe ser administrado por la enfermera de la escuela y requiere una forma de permiso de la administración - por favor, póngase en contacto con la 
enfermera de la escuela al 653-1222 x 41 o 45).  

Por favor escriba los nombres y grados de hermanos y / o hermanas que asisten a la escuela ABC de agosto de de 2017 estudiantes:  
1. _________________________________ Grado: __________ 2. __________________________________ Grado: _________ 
3. _________________________________ Grado: __________ 4. __________________________________ Grado: _________  
Ciudad de naimiento: ______________________ Estado de nacimiento: _________________  
Pais de Nacimiento: ________________________________   # de deguro social: _______/_______/_____________  
   
Encuesta de Estudiantes 

El estudiante de es hijo de una persona militar activo:   ____ (si)____(sin)     
Etnia:     Raza: (Marque todo lo que corresponda) 
_______ No, no es hispano o latino  ________ Indio Americano o Natvo de Aslaska ________   Asiatico 
_______ Sí, hispano o latino  ________ Negro o afroamericano   ________ Blanco 
     ________ Nativo de Hawai u otra isla del Pacífico 
Es un idioma distinto del Inglés de uso doméstico? ____ (si)____(no)    En caso afirmativo, en qué idioma _________________ 
Idioma principal que se habla en el hogar: ________________ ¿Es este estudiante bilingüe? ______________________ 
Es o era estudiante en un programa de educación especial (con un IEP), sirvió como Dotados, o tener un plan 504? (Por favor 
informarnos del programa de su hijo fue o está actualmente en): 
_______________________________________________________________________________________________________________ 
Ha participado alguna vez este estudiante en un programa de voz? ____ (si)____(no)    En caso afirmativo, dónde y qué servicios se 
prestaron: ________________________________________________________________________________________________ 
este estudiante a sido inscrito en una escuela preescolar o VPK? ____ (si)____(no)    En caso afirmativo, ¿dónde 
_______________________________________________________________________________________________________________ 
¿Qué escuela ha asistido previamente a este estudiante? ____________________________________________________________ 
Los grados atendidos en la escuela anterior: ________________ Ciudad Estado de la escuela: _______________________________ 
Teléfono de la escuela: _______________________________ fax de la escuela: ____________________________________________ 
 

Padre / guardian Consentimiento y Firma 

Soy el padre / tutor de este niño mencionado anteriormente. La información en este formulario es verdadera y exacta a partir de esta fecha. Entiendo y asumo la 
responsabilidad de notificar a la escuela ABC con los cambios en mi dirección y números de teléfono, por lo que los datos exactos se pueden mantener en mi hijo. Entiendo 
y consentimiento a EMS (911) siendo llamado en una situación en la que mi hijo necesita atención de emergencia inmediata. Si mi hijo es incapaz de permanecer en la 
escuela debido a una enfermedad, solicito la enfermera de la escuela para ponerse en contacto con un padre o tutor. Si no puedo ser alcanzado, solicito que uno de los 
adultos en mi lista de contactos de emergencia se notificarán a cuidar a mi hijo hasta que pueda ser localizado. 

Imprimir Nombre: __________________________________ Firma: ________________________________________ Fecha: _________________________ 





TRANSPORTATION SIGN UP SHEET 

Apalachicola Bay Charter  School 

Transportation will begin on the first day of school for all students 

 residing in Eastpoint, Carrabelle,  St. George Island and Apalachicola.   

For those Students residing in Apalachicola, you must live more than 2 miles from the  

ABC School property. 

This form must be completed and returned to the ABC School before  

transportation can begin. 

Those Students starting bus transportation after the School year has started, please fill in 

the date the student will start bus transportation. 

If there are any transportation changes, make sure you send a note with your child and/or 

call the front office before lunch. 

Student Name:___________________________________________________________ 

Grade:_____________________________  Phone #:____________________________ 

Cell Phone #:_______________________Work #:_____________________________ 

Physical Street Address:________________________________________________ 

___________________________________________________________________________ 

______Apalachicola  _______St. George Island  ______Eastpoint  _______Carrabelle 

Bus Transportation Start Date:_________________________________________ 

_______My child will walk home from bus stop 

_______A responsible guardian will be there to meet my child at bus stop 

 

Parent Signature:______________________________ Date:____________________ 



SCHOOL HEALTH 2017/2018 EMERGENCY MEDICAL FORM 

STUDENT INFORMATION 

To be completed by Parent/Guardian only. Use Pen 
   
_________________________________                  _________________________     ________                       ______________________                                                                                                                       
Student’s Legal Last Name                                        Student’s Legal First Name             MI                                    Nickname 
  
___________________         _____________             _______________       _______________          ______________________________ 
Birth Date                               Age                                 Grade                           Sex/Race                        Student SSN (optional) 
  
_______________________________________________________________________________________________________________ 
Mailing Address 

 
_______________________________________________________________________________________________________________ 
Resident Address (If different) 
  

 PARENT/GUARDIAN INFORMATION 

 
_______________________________     _______________________________  _________________  ______________  ___________ 
Mother’s Name                                           Place of Employment                              Phone  (H)                  Phone  (W)            Phone (C) 
  
_______________________________     _______________________________  _________________  ______________  ___________ 
Father’s Name                                           Place of Employment                              Phone  (H)                  Phone  (W)            Phone (C) 
  
_______________________________     _______________________________  _________________  ______________  ___________ 
Guardian’s Name                                       Place of Employment                              Phone  (H)                   Phone  (W)            Phone (C) 
  
STUDENT LIVES WITH:         Both Parents (same address)     Mother         Father            Other 
  
CUSTODY: __________________________________________________________________________________________________ 
(List any special custody arrangements.  Appropriate legal documentation must be on file in a student’s cumulative folder) 
  
RELIGIOUS RESTRICTIONS/SPECIFY: ___________________________________________________________________________ 
  

HEALTH CONDITIONS/INSURANCE/DOCTOR INFORMATION 
 

***It is important that you provide information regarding your child’s health conditions and health insurance.  This information will as-
sist us in the case of emergency. If an application is not included with this form and you would like one sent to you, you can contact your 
clinic for more information. 

      

Doctor’s Name Address Phone Number 

HEALTH INSURANCE 

 Healthy Kids Acct # ___________      Medicaid ID # _________________ 
 Other Insurance ______________________   None at this time 

  
Children’s Medical Services:  Yes   No   If yes, name of case manager: __________________________ 

Health Conditions 

  Allergy to insects- 
specify severity below 

  Heart Disease/Murmur- specify 
below 

  Asthma-requiring treatment 
at school 

  Transplant- specify below 

  Allergy to medicine -specify 
severity below 

  Psychological Problems-specify 
below 

  Diabetes (Type             )   Ear Infection/Repeated 

  Allergy to food – 
specify severity below 

  Epilepsy/Seizures – 
date of last seizure 

  Hypoglycemia   Visual Problems- 
specify below 

  Cancer - specify below   High blood pressure   Drug Dependency   Visual Correction Glasses 

  Hernia – specify below   Anemia   Hyperactivity (ADD; ADHD)   Visual Correction Contacts 

  Cerebral Palsy   Sickle Cell disease   Urological Conditions   Hearing Impairment 

  Scoliosis   Sickle Cell trait   Gastrointestinal Condition   Speech Impairment 

  EpiPen   Arthritis   Kidney Disease   Motor Impairment 

  Headache   Leukemia   Muscular Dystrophy   Hemophilia 

  Nosebleeds   Physical Impairment   Pregnancy   Other -specify below 



EMERGENCY AND PRIVACY INFORMATION 

Child Pickup/Emergencies:   Should my child become ill or injured during the school day and the school is unable to contact me, I hereby give 
the school permission to contact one or more of the following persons to pick up my child at school and care for my child during my absence.   
(Must be at least 18 years of age.)  
NO STUDENT WILL BE RELEASED TO ANYONE OTHER THAN THOSE PERSONS LISTED BELOW 
 
__________________________________________________      ___________________________     ___________________________ 
(1) Name                                                                                Relationship                               Telephone     
__________________________________________________      ___________________________     ___________________________ 
(2) Name                                                                                Relationship                               Telephone 
__________________________________________________      ___________________________     ___________________________ 
(3) Name                                                                                Relationship                               Telephone 
__________________________________________________      ___________________________     ___________________________ 
(4) Name                                                                                Relationship                               Telephone 
In case of accident or serious illness during the school day, I request that the school contact me. In case of an emergency, I hereby understand and authorize 

that my child’s medical records or other medical information, furnished to the school, will be shared with school officials and emergency personnel who have a 

legitimate purpose for accessing such information.  I give my authorization and consent to this school to obtain emergency medical care and necessary emer-

gency transportation to a healthcare facility.    I understand that I will be responsible for any and all related charges.  I understand that it is the parents’/

guardians’ responsibility to notify the school of any changes in this information throughout the school year. 

  
_______________________________________________________           __________________________________ 
Parent/Guardian Signature                                                             Date 

Specify severity of health conditions/Specify restrictions on activity and any accommodations needed while at school: 

___________________________________________________________________________________________________________ 

List all medications (prescription and non-prescription, including “as needed” and emergency meds) that student takes AT HOME OR 
SCHOOL: 
___________________________________________________________________________________________________________ 

  

HEALTH SCREENING 
 
The Florida Department of Health in Franklin County and Franklin County Public Schools cooperate annually to provide state mandated health screenings for stu-
dents in specific grades in Franklin County schools.  Health screenings may help identify the need for medical care. 
  
If a suspected health problem is identified you will be notified in writing and advised to seek medical care. Florida law requires that parents be informed in 
writing at the beginning of each school year that children will receive such services. 
  

The health screenings for specific grades are as follows: 
                           SCREENING**                                                 GRADE(S) 
                            Vision                                                                                  Grades K, 1, 3 & 6 

                            Hearing                                                                            Grades K, 1, 3 & 6 

                            Scoliosis (Abnormal curvature of the spine)                   Grades 6 

                            Growth and Development/Nutrition                                 Grades 1, 3, & 6 

                            Blood Pressure                                                                     Grades  9 

                            Oral Screening (Dental)                                                         Grades K, 1, 3, & 6 

  
                                  ***New Students K-5 will be screened in vision, hearing, growth and development. 
 

      I want my student to participate in all health screenings offered for his/her grade level. 
                                                                               OR 

      I DO NOT want my student to participate in the following health screenings: 
                                 Hearing Screening                         Vision Screening 

                                 Blood Pressure                              Scoliosis Screening (Abnormal curvature of the spine) 

                                 Growth and Development/Nutrition Screening (Body Mass Index Screening) 

 

____________________________       _____________________________________    ________________________________ 

Name                                          Signature                            Date 
  

Screening Descriptions 

Vision and Hearing: These screening procedures determine the ability of your child to see and/or hear as well as most children of the same age. 

Scoliosis:  This visual check is designed to check for abnormal curvature of the spine while wearing everyday clothing. 

Growth & Development: This screening determines your child’s height, weight and Body Mass Index (BMI) wearing normal clothing without shoes.  The BMI 

calculation tells us if a child is in the normal range for height and weight, or is outside the norm and has increased potential to develop certain chronic diseas-

es during childhood or adulthood. 

 



 

Franklin County District Schools 
Student Residency Questionnaire 

 
This survey is intended to address the requirements of the No Child Left Behind Act: Title X/ Part C, and Title I/Part 
C. The answers to questions below will assist us in determining if your student may qualify for additional educational 
support services. PLEASE PRINT, COMPLETE ONE PER FAMILY, and return the form. ¿Habla Ud. 
Español? Por favor doble este papel al otro lado para llenar este estudio.  
 
How many children/youth are in your household? ____________  
 
Names of Students Enrolled in School (PK – grade 12) or Adult School (If needed, use an additional sheet of paper.)  
 
_________________ _____ ____________________  ___/___/_____    ______ ___________ 
First Name    MI  Last Name    Birth date       Grade  School  
_________________ _____ ____________________  ___/___/_____    ______ ___________ 
First Name    MI  Last Name    Birth date       Grade  School  
_________________ _____ ____________________  ___/___/_____    ______ ___________ 
First Name    MI  Last Name    Birth date       Grade  School  
_________________ _____ ____________________  ___/___/_____    ______ ___________ 
First Name    MI  Last Name    Birth date       Grade  School  
 
Parent or Guardian Name (Print): ________________________________________________________  
Street Address (Location of House):______________________________________________________ 
Mailing Address: _____________________________________________________________________  
Telephone: ______________ Cell phone: _________________Work phone: _____________________ 
 
I certify that the information provided above correct:  
Parent or Guardian signature: ________________________________________________________ 
 

QUESTION – Check the appropriate box to answer “Yes” or “No”. Yes No Code 
1. We Rent/own our own home where student permanently resides with 
parent/guardian.  

  None 

2. My family lives in an emergency or transitional shelter or FEMA trailer.    A 
3. My family is sharing the housing of other persons due to loss of housing, economic 
hardship or a similar reason; doubled-up.  

  B 

4. My family is living in a car, park, trailer park or campground due to lack of alternative adequate 
accommodation, abandoned building, substandard housing, public or private place not designed for or 
ordinarily used as a regular sleeping accommodation for people or similar settings.  

  D 

4. My family lives in a hotel or motel.   E 
5. A child/youth in my home is waiting for foster care placement.   F 
6. With an adult that is not a parent or legal guardian, or alone without an adult.    U/Y 

Have you moved in the past 3 years to seek work as a paid laborer in any type of farming (sod, dairy, chicken, vegetable, citrus or other) or fishing? 
Check one:  Yes            No   
 
*If you marked “Yes” to questions 2-6 above, please indicate the cause by placing an “X” in the appropriate box.  

 Mortgage Foreclosure (M)   Natural Disaster-Flooding (F)   Natural Disaster-Hurricane (H)  
 Natural Disaster-Tropical Storm (S)  Natural Disaster-Tornado (T)  Natural Disaster-Wildfire or Fire (W)  
 Man-made Disaster (Major) (D)   Natural Disaster-Earthquake (E)   Other – i.e., lack of affordable housing, long-term poverty, unemployment 

or underemployment, lack of affordable health care, mental illness, domestic violence, forced eviction, etc. 
*************************************************************************************************************** 
For School Use Only: Based on the above information and a brief interview with this family (where applicable), I attest that to the best 

of my knowledge they are eligible under the McKinney‐Vento Act and/or Title 1 Part A/C: 

_____________________________  ______________  ______________  _____________________________________  _______ 

School Contact      Title    Phone    Signature (required)      Date 

 

Original: Student’s Cumulative Folder               Copy: Homeless Liaison                        Copy: Data Entry 
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