
 
 
 

 
Ȱ! ÃÏÍÍÕÎÉÔÙ ÏÆ ÌÅÁÒÎÅÒÓ ÃÏÍÍÉÔÔÅÄ ÔÏ ÃÏÎÔÉÎÕÏÕÓ ÉÍÐÒÏÖÅÍÅÎÔ ÔÈÒÏÕÇÈ Á ÃÕÌÔÕÒÅ ÏÆ ÄÉÁÌÏÇÕÅ ÁÎÄ ÒÅÆÌÅÃÔÉÏÎȱ 

 

100 North Kane Street  
Burlington WI  53105  
(262) 763 -0210  
(262) 763 -0215 FAX  
  

 
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.  
 
 1. Student Registration Form  
 2. Family Language Survey  
 3. Homeless Survey (if applicable)  
 4. Student Registration/Emergency Form  
 5. Student Health Conditions and Current Medications  
 6. Student Immunization Record  
 7. Physical Examination Form ( Five-Year-Old  Kindergarten and 9 th  Grade Only)  
 8. Dental Form ( Five-Year-Old  Kindergarten and 9 th  Grade Only)  
 9. Vision and Eye Health Form  
 
 
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  

 

Peter Smet, Sup erintendent  

Connie Zinnen, Assistant Superintendent  

Ruth Schenning, Business Manager  

 



 

Burlington Area School District Student Registration 

     

Date of Registration___________________      Check if applied/applying for Open Enrollment _________________ 

 

Check One: 4K A.M.  _________4K P.M. _______ 5K________ Other grade (please indicate) _________________ 
(Please note that this only states your preference for a.m./p.m. and does not guarantee this placement. Placement is dependent on enrollment 

numbers.) 

 

Are you interested in having your child in the Montessori program in grades 4K-6?  Yes _______   No_______ 

 

If your child is eligible for bus transportation will he/she be riding the bus?   Yes _______   No_______ 

 

Childôs Last Name _____________________First Name__________________ Middle Initial _____ Gender_____ 

 

Birthdate___________ Place of Birth: City _______________ State_____ County__________ Country________ 

 

Ethnicity: (Please mark which applies) Hispanic/Latino      Yes ______ No______ 

 

Race: (Please mark one or more that applies)  

Native Hawaiian/Other Pacific Islander_________  White _______________Asian__________ 

American Indian/Alaskan Native_____________  Black African American _______________ 

 

Years in United States Schools _________Is another language spoken in the house?  If so, what? _______________ 

 

Parent/Guardian #1  

Name_________________________________________   Relation to Student_____________________________ 

 

Address_______________________________________   City, State, Zip________________________________ 

 

Work Phone__________ Home Phone_________ Cell Phone_________ Email Address______________________ 

 

Parent Guardian #2 

Name________________________________________ Relation to Student ______________________________ 

 

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 one) 1 2 3 4 5 6 7  

  

Has your child been enrolled in any of the following Special Services?  Yes_____ 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: Date received______________  Birth Certificate Verified__________  Rides Bus _______________ 



 

 
Ȱ! ÃÏÍÍÕÎÉÔÙ ÏÆ ÌÅÁÒÎÅÒÓ ÃÏÍÍÉÔÔÅÄ ÔÏ ÃÏÎÔÉÎÕÏÕÓ ÉÍÐÒÏÖÅÍÅÎÔ ÔÈÒÏÕÇÈ Á ÃÕÌÔÕÒÅ ÏÆ ÄÉÁÌÏÇÕÅ ÁÎÄ ÒÅÆÌÅÃÔÉÏÎȱ 

 
   100 North Kane Street 
   Burlington WI 53105-1896 
   (262) 763-0210 Ph. 
   (262) 763-0215 FAX 
   www.basd.k12.wi.us 

 

REQUEST FOR STUDENT RECORDS  
(Only needed for students transferring from another school 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 appropriate 

educational programming.  

 

Pupil records refer to all records relating 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 education 

documentation (IEP) or other information (specify) ______________________________________________________________________________________.  

 

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

 

            Ä  Burlington High School                   Ä  Karcher Middle School                      Ä 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# 262-763-0190                Phone# 262-763-0220 
                  Fax# 262-763-0216                  Fax# 262-767-5580                                  Fax# 262-767-5583   
    

Ä Cooper Elementary School    Ä  Lyons Elementary School       Ä Waller Elementary School     Ä Winkler Elementary School  
      249 Conkey Street                    1622 Mill Street                               195 Gardner Avenue             34150 Fulton Street 
      Burlington, WI  53105    Burlington, WI  53105                 Burlington, WI  53105             Burlington, WI  53105 
      Phone# 262-763-0180                  Phone# 262-763-5380                 Phone# 262-763-0185             Phone# 262-539-2726 
      Fax# 262-763-5384                       Fax# 262-763-5382                        Fax# 262-763-0187                      Fax# 262-539-2217 
 
 
I hereby give permission for:  ________________________________________________________________________________________________________________ 
                                                                                                  (Name of School) 
 
                          ________________________________________________________________________________________________________________ 
                                                                                                  (Address, City, State, Zip) 
 
 
Parent Signature __________________________________________________________________________________   Date ____________________________________ 
                                                             (Parent authorization to release records) 

     

Peter Smet, Superintendent 
Connie Zinnen, Assistant Superintendent 

Ruth Schenning, Business Manager 
 



Burlington Area Schoo l 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. Studentõs primary language:    __English __Spanish __other (please identify) ____________ 

 

2. Other languages spoken by the student:  __English __Spanish __other (please identify) ____________ 

 

3. Parent/Guardianõs primary language:  __English __Spanish __other (please 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. Is 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)  
Ã Staying in a shelter (family shelter, domestic violence shelter, youth shelter) 
Ã 3ÈÁÒÉÎÇ ÔÈÅ ÒÅÓÉÄÅÎÃÅ ÏÆ Á ÆÒÉÅÎÄ ÏÒ ÒÅÌÁÔÉÖÅȭÓ ÈÏÕÓÅ ÏÒ ÁÐÁÒÔÍÅÎÔ ÄÕÅ ÔÏ ÅÃÏÎÏÍÉÃ ÈÁÒÄÓÈÉÐȟ ÌÏÓÓ ÏÆ ÈÏÕÓÉÎÇȟ ÏÒ ÓÉÍÉÌÁÒ   
     reason? 
Ã 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? 
Ã Temporarily living in a motel or hotel due to loss of housing, economic hardship, or similar reason? 
Ã Being evicted from your home or apartment at this time? 
Ã 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 l that apply)  
Ã Are you temporarily staying with friends or family other than your parents or guardians? 
Ã Are you unable to live with your parents/guardians due to conflicts, were kicked out, or for other reasons? 
Ã 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.   
 

)Æ ÙÏÕ ÈÁÖÅ ÃÈÅÃËÅÄ ÁÎÙ ÏÆ ÔÈÅ ÁÂÏÖÅ ÂÏØÅÓȟ ÏÎÅ ÏÆ "ÕÒÌÉÎÇÔÏÎ !ÒÅÁ 3ÃÈÏÏÌ $ÉÓÔÒÉÃÔȭÓ homeless liaisons may contact you in order to 
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.   
¶ Lori Radtke, School  Social Worker ɀ Cooper, Waller, Winkler, and Lyons Center Schools (262) 763 -0180 ext. 2217  
¶ John Kruse, School Social Worker ɀ Dyer Intermediate, Karcher Middle School, BHS (262) 763 -0200 ext. 1025  
 

Name of Student __________________________________________________________  School ____________________________________________ 
 

Grade____________________  Date of Birth________________________________ Gender________________________ 
 

Check any that apply:  

Ã Special Education   Ã Bilingual/ESL   Ã Migrant 
 

Parent/guardian_____________________________________________________________________________________________________________________________ 
   
Current Address _______________________________________________________________ City _________________________________ Zip___________________ 
 

Home Phone_______________________________________________________  Cell Phone__________________________________________________ 
 

Check one:  
Student   Ã is living with parent(s)/guardian(s)        OR   Ã is an unaccompanied youth 
 

Family who the unaccompanied youth is living with _____________________________________________________  ______________________ 
       NAME          RELATIONSHIP 
Names and ages of other children in the family: 
 

School-age____________________________________________________________________________________________________________________________________ 
 

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



 
 

HEALTH SERVICES DEPARTMENT  

Jessica M. Polcyn BSN, RN, NCSN 

 Lori Sanchez BSN, RN 
100 North Kane Street, Burlington, WI 53105 

(262)763-0210 (262)763-0215 FAX 

 

ñOptimal health and wellness is essential for proper development and learning.ò 

 

 
Dear Parent / Guardian: 
 
The health services department consists of 2 RegisteÒÅÄ .ÕÒÓÅÓ ÁÎÄ χ (ÅÁÌÔÈ !ÉÄÅÓȢ  "ÏÔÈ 2.ȭÓ ÈÁÖÅ ÌÏÎÇ-
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 nurses.  They 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. 
 
Ill or injured students who are referred to the health room, will be observed and given 1st 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 information on ÔÈÅ %ÍÅÒÇÅÎÃÙ )ÎÆÏÒÍÁÔÉÏÎ 3ÈÅÅÔ ÁÎÄ ÒÅÔÕÒÎ ÔÈÉÓ ÔÏ ÙÏÕÒ ÃÈÉÌÄȭÓ 
 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 & Current Medication 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 
ÓÏ ÁÌÌ ÎÅÃÅÓÓÁÒÙ ÃÁÒÅ ÃÁÎ ÂÅ ÃÏÍÐÌÅÔÅÄ ÂÅÆÏÒÅ ÓÃÈÏÏÌ ÓÔÁÒÔÓȢ  2ÅÔÕÒÎ ÔÈÅÓÅ ÃÏÍÐÌÅÔÅÄ ÆÏÒÍ ÔÏ ÙÏÕÒ ÃÈÉÌÄȭÓ 
school health office. 

 
5. The School Medication 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 their arrival to school.  This ensures that any 
 ÎÅÃÅÓÓÁÒÙ ÂÅÎÅÆÉÔ ÏÆ ÔÈÅ ÍÅÄÉÃÁÔÉÏÎ ÉÓ ÉÎ ÙÏÕÒ ÃÈÉÌÄȭÓ ÓÙÓÔÅÍ ÓÏ ÔÈÅÙ ÁÒÅ ÒÅÁÄÙ ÔÏ ÓÔÁÒÔ ÔÈÅÉÒ ρÓÔ ÈÏÕÒ ÃÌÁÓÓ 
 upon arrival.   

 
)Æ ÙÏÕ ÈÁÖÅ ÁÎÙ ÑÕÅÓÔÉÏÎÓ ÒÅÇÁÒÄÉÎÇ ÙÏÕÒ ÃÈÉÌÄȭÓ ÈÅÁÌÔÈ ÒÅÃÏÒÄÓȟ ÐÌÅÁÓÅ ÆÅÅÌ ÆÒÅÅ ÔÏ ÃÏÎÔÁÃÔ ÕÓ ÁÔ ÁÎÙ time.  
 
We wish you and your child, a healthy school year! 
 
 
 
Jessica M Polcyn BSN, RN, NCSN     Lori Sanchez BSN, RN 
Director of School Health Services     School Nurse 
 



Burlington Area School District 

STUDENT REGISTRATION ɀ EMERGENCY FORM 
Student Information 

 
 

Last Name _________________________First Name _________________________Middle Name _________________Grade _______ 
 
Gender __________ Birthdate ______________________________ Homeroom __________________________________ 
    

 
Mailing Information  

Guardian(s) Name ________________________________________________________________________________________________________ 
 
Street Address ____________________________________________________________________________________________________________ 
 
Mailing Address (if different) ____________________________________________________________________________________________ 
 
City, State, Zip: __________________________________________________________ Home Phone #: _________________________ 
 

Parent/Guardian Informati on  
Parent/Guardian #1: __________________________________________________ Email: ___________________________________ 
 
Second Phone #: _______________________________________________________  Third phone #: _________________________ 
 
Work Location: ________________________________________________________ Relationship to Student: _______________ 
 
 
Parent/Guardian #2: __________________________________________________ Email: ___________________________________ 
 
Second Phone #: _______________________________________________________  Third phone #: _________________________ 
 
Work Location: ________________________________________________________ Relationship to Student: _______________ 
 

Emergency Contact Information  
Emergency Contact #1: _______________________________________________ Relationship: ___________________________ 
 
Address: ________________________________________________________________ Email: ___________________________________ 
 
Contact Phone #: _______________________________________________________ Secondary Phone #: ____________________ 
 
Emergency Contact #2: ________________________________________________ Relationship: ___________________________ 
 
Address: ________________________________________________________________ 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.  

 
 
 

 



HEALTH SERVICES DEPARTMENT  

Jessica M. Polcyn BSN, RN, NCSN 

 Lori Sanchez BSN, RN 
100 North Kane Street, Burlington, WI 53105 

(262)763-0210 (262)763-0215 FAX 

 

ñOptimal health and wellness is essential for proper development and learning.ò 

 

Student Health Condition & Current Medications  
 

Student Name: __________________________________________Birthdate: ___________________ School: _______________________ 
 
Grade: _______________   Parent / Guardian Name: ________________________________Phone #: ___________________________ 
 
ǒ If NO HEALTH CONDITIONS - please check here _________, then sign & date the bottom of this page. 

 
Health Conditions:   

(Check all that apply & return this COMPLETED ÆÏÒÍ ÆÏÒ ÔÈÅ (ÅÁÌÔÈ /ÆÆÉÃÅ ÁÔ ÙÏÕÒ ÃÈÉÌÄȭÓ ÓÃÈÏÏÌ.) 
  Yes       No     Any condition requiring medication - be sure to list that below  
_____     _____     Asthma 
_____     _____     Diabetes (pick up MD plan at health office to be completed by your physician) 
_____     _____     Heart Problems: _________________________________________________________________________________________ 
_____     _____     Cancer: ____________________________________________________________________________________________________ 
_____     _____     Arthritis - Rheumatoid / Fibromyalgia 
_____     _____     Bleeding Disorder: _______________________________________________________________________________________ 
_____     _____     Seizure Disorder: ________________________________________________________________________________________ 
_____     _____     Migraines - Headache / Abdominal 
_____     _____     Scoliosis 
_____     _____     Vision Impairment - Glasses / Contacts / Blind: _____ Right Eye _____ Left Eye 
_____     _____     Hearing Impairment - Hearing Aid: _____ Right Ear _____Left Ear 
_____     _____     ADHD / ADD 
_____     _____     Depression / Anxiety 
_____     _____     Allergies (Be specific in severity, type and reactions seen) 
      Food: ___________________________________________________________________________________________________ 
                                 Insect: _________________________________________________________________________________________________ 
                                 Medication: ___________________________________________________________________________________________ 
                                 Environmental: _______________________________________________________________________________________ 
_____     _____     Other Health Problems (specify) _______________________________________________________________________  

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  

I hereby authorize the school nurse or designee to give 1st Aid / Treatment to this child when necessary and if I 

am unable to be reached in an emergency, to call my Family Physician and/or EMS and to share this health 

information with the individuals who have a need to know. 

__________________________________________________________________________________________________________________________   
Signature of Parent / Guardian REQUIRED        Date 



 

 



 
 


