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Dear Parents and Guardians,

Welcome to the Burlington Area  School District! We are excited to have you join our school
community and are looking forward to working with you and your student(s). Attached you will
find the necessary paperwork to register your student(s). Please complete the forms and return
them to any school or the District Office located at 100 North Kane Street in Burlington.

Since this packet has some documents that are for information only, we have provided a checklist
below to help you know what must be returned.

. Student Registration  Form

. Family Language Survey

. Homeless Survey (if applicable)

. Student Registration/Emergency Form

. Student Health Conditions and Current Medications

. Student Immunization Record

. Physical Examination Form ( Five-Year-Old Kindergarten and 9t Grade Only)
. Dental Form ( Five-Year-OIld Kindergarten and 9 t Grade Only)

. Vision and Eye Health Form
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If you have any questions or concerns please feel free to contact Connie Zinnen, Assistant
Superintendent, at 262 -763-0210 or any building pri  ncipal.

Again, welcome and we hope that you and your student have a great year.
Sincerely,

Connie Zinnen
Assistant Superintendent



Burlington Area School District Student Registration

Date of Registration Check if appliedpplying for Open Enrollment

Check One: 4K A.M. 4K P.M. 5K Other grade (please indicate)
(Please note that this only states your preference.fofp.m. and does not guarantee this placemelatcement is dependent on enrollment
numbers.)

Are you interested in having your child in the Montessori program in gradé®4K Yes No

If your child is eligible for bus transportation will he/she be riding the bus? Yes No

Chil dés Last Name First Name Middle Initial _ Gender_
Birthdate Placeof Birth: City State County Country

Ethnicity: (Please mark which applieblispanc/Latino  Yes No

Race: Please mark one or more that applies)

Native Hawaiian/@her Pacific Islander White Asian

American Indian/Alaskan Native Black African American

Yeas in United States Schools Is another language spoken in the house? If so, what?

Parent/Guardian #1

Name Relationto Student
Address City, State, Zip
Work Phone Home Phone Cell Phone Email Address

Parent Guardian #2

Name Relation toStudent

Address City, State, Zip

Work Phone Home Phone Cell Phone Email Address

Child lives with: Both parents Mother Father Other (specify)
Number of Sisters Brothers Rank in family of this child (circle B3e} 56 7
Has your child been enrolled in any of the following Special Services?es No

(Please check those which apply)
Special Education English as a Second Language__School Health Services Section 504

Last School Attended School Name

School Address

City, State, Zip

Office use only: Dateeceived Birth Certificate Verified Rides Bus
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REQUEST FOR STUDENT RECORDS
(Only needed for students transferring from another shool district)

Dear Records Department,

Please forward school records for this student who enrolled in the Burlington Area School District on:

Student DOB Grade

Please send the pupil records listed below in addition to any other pertinent data which will assist us in providing appropite
educational programming.

Pupil records refer to all records redting to individual pupils, maintained by a school (Sec. 118.125 (1) (d), Wis. Stats.) Information to
be released:

All school records, including academic, health, psychological, psychiatric, social history, multidisciplinary, special ediarat

documentation (IEP) or other information (specify)

Please send all records tone (Vcheck one) of the following schools:

A Burlington High School A Karcher Middle School A Dyer Intermediate School
400 McCanna Parkway 225 Robert Street 201 S. Kendrick Avenue
Burlington, WI 53105 Burlington, WI 53105 Burlington, WI 53105
Phone# 262-763-0200 Phone# 262763-0190 Phone# 262-763-0220
Fax# 262-763-0216 Fax# 262-767-5580 Fax# 262-767-5583

A Cooper Elementary School A Lyons Elementary School A waller Elementary School A Winkler Elementary School

249 Conkey Street 1622 Mill Street 195 Gardner Avenue 34150 Fulton Street
Burlington, W1 53105 Burlington, WI 53105 Burlington, Wl 53105 Burlington, Wl 53105
Phone# 262-763-0180 Phone# 2653-5380 Phone# 262-763-0185 Phone# 262539-2726
Fax# 262763-5384 Fax# 2883-5382 Fax# 2p@3-0187 Fax# 2639-2217

| hereby give permission for:

(Name of School)

(Address, City, State, Zip)

Parent Signature Date
(Parent authorization to release records)




Burlington Area Schoo | District
Family Language Information

School: Grade: Date:

Student Name:

Last First
Address:
Phone Number:
Name of Paren t/Guardian:
(Father) Last First
Name of Parent/Guardian:
(Mother) Last First
Date of Birth: Place of Birth:
City, Country
Name and Grade of First School Attended in the USA:
School Name Grade
Location of Fir st School Attended:
City, Country
Number of years child attended Number of years child attended
school outside the United States school in the United States:

1.Sudent 6s primary | ang Erglisk : Spanish __ other (please identify)
2. Other languages spoken by the student: __English __Spanish __other (please identify)
3. Parent/ Guardi ands pr Englsh_ySpdniahn gother {pkease identify)

4. Other languages spoken by parent/guardian:
__English __Spanish __other (please identify)

5. Language(s) spoken at home: __English __Spanish __other (please identify)

6. Language of reading materials in the home:
__English __Spanish __other (please identify)

7. 1s an interpreter needed for conferences yes no
District Only:
Student will take ACCESS test: yes no

Composite AC CESS Score of student:

(A copy of this information should be placed in the student file. An additional copy should be forwarded
to Norine at the District Office.)



Burlington Area School District
Voluntary Student/Family Residence Questionnaire

If you are not living in your own apartment or house due to economic hardship or loss of housing due to financial

difficulties, your child may qualify for services under the McKinney  -Vento Homeless Assistance Act (Subtitle B -Education

for Homeless Children and Youth). Your voluntary answers to the following questions can help determine the services
your child may be eligible to receive under this act.

Presently, are you and/or your family living in any of the following situations? (chec k all that apply)

A Staying in a shelter (family shelter, domestic violence shelter, youth shelter)
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reason?

A Living in a car,park, campground, or other inadequate accommodation not designed as a place of residence because
you have no other place to live?

A Temporarily living in a motel or hotel due to loss of housing, economic hardship, or similar reason?

A Being evictedfrom your home or apartment at this time?

A Is the child waiting for a foster care placement (residing in temporary foster care until a permanent placement is found)?

If you are a student enrolling yourself, please answer the following questions (check al | that apply)

A Are you temporarily staying with friends or family other than your parents or guardians?

A Are you unable to live with your parents/guardians due to conflicts, were kicked out, or for other reasons?
A Are you staying in a shelter?

If you checked any of the above boxes, please complete the remainder of this form.  If you have not checked any of the above boxes,

it is not necessary to proceed any further.
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assist you in locating additional resources within the community, along with discussing your rights and possible school district

assistance under the McKinney -Vento Homeless Education Act.

1 Lori Radtke, School Social Worker z Cooper, Waller, Winkler, and Lyons Center Schools (262) 763 -0180 ext. 2217
1 John Kruse, School Social Worker z Dyer Intermediate, Karcher Middle School, BHS (262) 763 -0200 ext. 1025

Name of Student School

Grade Date of Birth Gender

Check any that apply:
A Special Education A Bilingual/ESL A Migrant

Parert/guardian

Current Address City _Zip
Home Phone Cell Phone

Check one: y 5

Student A is living with parent(s)/guardian(s) OR A is an unaccompanied youth

Family who the unaccompanied youth is living with

NAME RELATIONSHIP
Names and ages of other children in the family:

Schootage

Pre-school children

My signature indicates that the above information is true and correct to the best of my knowledge. If the information is
found to be inaccurate, decisions regarding enrollment and services provided under McKinney -Vento may be reconsidered.

Parent/guardian/unaccompanied youth Date
SIGNATURE (IF AVAILABLE)

Copies to: 1. School Social Worker 2. School Office
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AOpti mal health and wellness is essential for p

Dear Parent / Guardian:

The health services department consists of 2 RegistelA A . OOOAO AT A x (AAI OE ! EAAOS "
term experience in school nursing and provide the training, education and direction for the health aides, who

assist in the care of your child(ren). The health aides are NOT registered or licensed nurs@&hey are trained

and certified in first aid, medication administration, CPR, AED use and have experience in dealing with the

health concerns of school age children.

Il or injured students who are referred to the health room, will be observed and givefst aid care if
necessary. If the child is too ill to remain in school, the parent is notified. If urgent medical attention is
necessary, the physician and/or EMS may be called.

FOR THIS REASON, YOU ARE ASKED:TO

1. Please complete all the informationofOE A %l AOCAT AU )1 &£ Oi ACET 1T 3EAAO AT A OR
school. This information is VITAL to the health services staff.
a. Please notify school for any address or telephone change immediately
b. Please notify school when you will be out of town

2. Immunization information is necessary for school attendance. It is your responsibility to provide these
dates to the school health office. This information can be obtained through your physician, immunization
clinic or public Wisconsin Immunization Registry(WIR) https: //www.dhswir.org

3. Please complete and return the Student Health Condition & Currehedication form for your child.

4. Kindergarten & 9th Grade:

A complete physical exam, dental exam and vision exam are recommended before entering kindergarten

and 9th grade- you will find these forms attached to this packet. This should be done as early as possible

o1 Al1l TAAAOOAOU AAOA AAT AA AT ipl AGAA AAEI OA OAEITTI O
school health office.

5. The School Medicdbn Policy is also included in this packet. Medication consent forms can be
downloaded from the school website, or picked up in any school health office. Morning medications
should be administered to your child at home prior to heir arrival to school. This ensures that any
TAAAOOAOU AATAEEO 1T £ OEA T AAEAAGEIT EO E1T Ui 6O AEEI AdO
upon arrival.
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We wish you and you child, a healthy school year!

Jessica M PolcyBSN RN, NCSN Lori SanchezZBSN RN
Director of School Health Services School Nurse



Last Name

Burlington Area School District
STUDENT REGISTRATIONR EMERGENCY FORM

Student Information

First Name

Gender

Guardian(s) Name

Birthdate

Middle Name

Homeroom

Grad

Mailing Information

Street Address

Mailing Address (if different)

City, State, Zip:

Home Phone #:

Parent/Guardian #1:

Parent/Guardian Informati on

Email:

Second Phone #:

Third phone #:

Work Location:

Relationship to Student:

Parent/Guardian #2:

Email:

Second Phone #:

Third phone #:

Work Location:

Relationship to Student:

Emergency Contactt1:

Address:

Emergency Contact Information

Relationship:

Email:

Contact Phone #:

Secondary Phone #:

Emergency Contact #2:

Address:

Relationship:

Email:

Contact Phone #:

Secondary Phone #:

Medical Information

Physician: Phone #:
Dentist: Phone #:
Hospital: Phone #:

Alert Information:  Please list here. If you need more room, please continue on the back.



W, HEALTH SERVICES DEPARTMENT
1 Jessica M. Polcyn BSN, RN, NCSN
b " BURI—”\]GTON Lori SanchezBSN, RN
'\Ng@®! AREASCHOOLDISTRICT 100 North Kane Street, Burlington, WI 53105
(262)7630210 (262)763215 FAX

A@ti mal health and wellness is essential for pr

Student Health Condition & Current Medications

Student Name: Birthdate: School:
Grade: Parent / Guardian Name: Phone #:
0 If NO HEALTH CONDITIONS please check here , then sign & date the bottom of this page

Health Conditions:
(Check all that apply & retun this COMPLETEDEI Oi & 0 OEA (AAl OE /)&E&EEFEAA AO Ui O
Yes  No Any condition requiring medication - be sure to list that below
Asthma
Diabetes (pick up MD plan at health office to be eshipylgtour physician)
IFeabiems:

Cancer:
ArthRiseumatoid / Fibromyalgia
Bleeding Disorder:

Seizure Disorder:

Migraideadache / Abdominal

Scoliosis

Vision Impairpiglatsses / Contacts / Blind: Right Eye Veeft E
Hearing Impairmidéearing Aid: Right Ear Left Ear

ADHD / ADD

Depression / Anxiety
Allergies (Be specific in severity, type and reactions seen)
Food:

Insect:

Medication:

Environmental:
Other Health Probléspecify)

Medications: (List ALL medications that your child is currently taking & the reason)

Medication Name Dose Time & Place Purpose
1 home  school
2 home  school
3 home  school
4 home  school

| hereby authorize the school nurse or designee to give 1st Aid / Treatment to this child when necessary and if |
am unable to be reached in an emergency, to call my Family Physician and/or EM to share this health
information with the individuals who have a need to know.

Signature of Parent / Guardian REQUIRED Date



DEPARTMENT OF HEALTH SERVICES STATE OF WISCONSIN
Division of Public Health i Wis. Stat. §§ 252.04 and 120.12 (16)
F-04020L (Rev. 6/2018)

STUDENT IMMUNIZATION RECORD

INSTRUCTIONS TO PARENT: COMPLETE AND RETURN TO SCHOOL WITHIN 30 DAYS AFTER ADMISSION. State law requires all public and
private school students to present written evidence of immunization against certain diseases within 30 school days of admission. The current
age/grade specific requirements are available from schools and local health departments. These requirements can only be waived if a properly signed
health, religious or personal conviction waiver is filed with the school. The purpose of this form is to measure compliance with the law and will be used for
that purpose only. If you have questions regarding immunizations, or how to complete this form, contact your child’s school or local health department.

Step 1

Step 2

Step 3

Step 4

Step 5

PERSONAL DATA : PLEASE PRINT
Student’s Name Birthdate (MM/DD/YYYY)| Gender | School Grade School Year
Name of Parent/Guardian/Legal Custodian Address (Street, City, State, Zip) Telephone Number

( )

IMNMUNIZATION HISTORY

List the MONTH, DAY, AND YEAR your child received each of the following immunizations. DO NOT USE A (V) OR (X) except to answer the
question about chickenpox, Tdap, or Td. If you do not have an immunization record for this student at home, contact your doctor or public health
depariment to obtain it.

TYPE OF VACCINE* FIRSTDOSE | SECOND DOSE THIRD DOSE FOURTH DOSE FIFTH DOSE
MM/DDYYYY MM/DD/YYYY MM/DD/YYYY MM/DD/YYYY MM/DDIYYYY

DTaP/DTP/DT/Td (Diphtheria, Tetanus, Pertussis)

Adolescent booster (Check appropriate box)
[1 Tdap [1Td

Polio

Hepatitis B

MMR (Measles, Mumps, Rubella)

Varicella (Chickenpox) Vaccine
Vaccine is required only if your child has not had
chickenpox disease. See below:

Has your child had Varicella (chickenpox) disease? Check the Has your child had a blood test (titer) that shows immuity a diseas _ '

appropriate box and provide the year if known: or previous vaccination) to any of the following? (Check all that apply)
[1YES Year (Vaccine not réquired) [ Vvaricella [1Measles [Mumps [1Rubella [ Hepatitis B
[] NO or Unsure (Vaccine required) If YES, provide laboratory report(s)

REQUIREMENTS

Refer to the age.férade level requirements for the current school year to determine if this student meets the requirements.

CONMPLIANCE DATA

STUDENT MEETS ALL REQUIREMENTS
Sign at Step & and return this form to school.
Or

STUDENT DOES NOT MEET ALL REQUIREMENTS

Check the appropriate box below, sign at Step 5, and return this form to school. PLEASE NOTE THAT INCOMPLETEY IMMUNIZED STUDENTS
MAY BE EXCLUDED FROM SCHOOL IF AN OUTBREAK OF ONE OF THESE DISEASES OCCURS.

[l Although my child has NOT received ALL the required doses of vaccine, the FIRST DOSE(S) has/have been received. | understand that the
SECOND DOSE(S) must be received by the 90th school day after admission to school this year, and that the THIRD DOSE(S) and
FOURTH DOSE(S) if required must be received by the 30th school day next year. | also understand that it is my responsibility to notify the
school in writing each time my child receives a dose of required vaccine.

NOTE: Failure to stay on schedule may result in exclusion from school, court action and/or forfeiture penalty.

WAIVERS  (List in Step 2 above, the date(s) of any immunizations your child has already received)

|:| For health reasons this student should not receive the following immunizations

SIGNATURE - Physician Date Signed

|:] For religious reasons, | have chosen not to vaccinate this student with the following immunizations (chieck all that apply)
O DTaP/DTP/DT/Td [ Tdap, []Polio [ Hepatitis B [1MMR (Measles, Mumps, Rubella) [ Varicella

I:] For personal conviction reasons, | have chosen not to vaccinate this student with the following immunizations (check all that apply)
[0 DTaP/DTP/DT/Td [ Tdap [ Polic [ Hepatitis B[] MMR (Measles, Mumps, Rubella) [ Varicella

SIGNATURE

This form is complete and accurate to the best of my knowledge. Check one: (1 dol:[ I donot[_] ) give permission to share my child’s current
immunization records and as they are updated in the future with the Wisconsin Immunization Registry (WIR). | understand that | may revoke this
consent at any time by sending written notification to the school district. Following the date of revocation, the school district will provide no new
records or updates to the WIR.

SIGNATURE - Parent/Guardian/Legal. Custodian or Adult Student Date Signed







