
Returning Student  

Enrollment Request 

Student Legal Name (Please Print) ________________________________________ Birthdate _________________ 

Student goes by _____________________________________________ Grade ___________________________ 

Current School ________________________________ Previous School ________________________________ 

Parent/Guardian (Please Print) _________________________________ Email ______________________________ 

Address _______________________________ City ____________________ State _______ Zip _____________ 

Home  _______________________Work  ______________________ Cell  _______________________

Program Choice 

 In person Instruction

 Other: _________________________ 

Why are you returning to River’s Edge High School? 

What can we do to help support you in your academic goals? 

Any Special Programs required? Yes NO 

If yes, check all that apply: 

 Special Education / IEP  Section 504   ESL 

 Remedial Chapter / LAP  Other: _________________________________________

975 Gillespie Street  | Richland, WA 

P: 509-967-6450 | F: 509-942-2598 





River's Edge High School 
Student Health History Form 

Name:________________________ School:___________________ Grade:________ DOB: ____________ Sex: Male   Female 

Health Insurance:________________________ Primary Care Provider ________________________Date Last Seen:_______________ 

No  Yes : Allergic reaction to Bee Sting.  Anaphylactic No  Yes 

SEVERE  MILD : Describe: __________________________________________________________________________ 

No  Yes : Allergic reaction to Food or Nuts. Type: _____________________________________ Anaphylactic No  Yes  

SEVERE  MILD : Describe: __________________________________________________________________________ 

No  Yes : Other Allergic Reactions. Type: _____________________________________________Anaphylactic No  Yes 

SEVERE  MILD : Describe: __________________________________________________________________________ 

No  Yes : Asthma. Takes Medication: Yes  No  ONLY as needed SEVERE  MILD 

Recent Hospitalization for Asthma Episode No  Yes  Date of Hospitalization _________________________________ 

No  Yes : Diabetes. Type: _________________________ Self Manage: __________________________ Pump:  Yes  No  

No  Yes : Heart Condition. Diagnosis: _________________________________________________ Pacemaker: Yes  No  

No  Yes : Orthopedic Condition. Diagnosis: ____________________________________________________________________ 

No  Yes : Seizure Disorder. Type: ____________________________ Date of last Seizure: ____________ VNS: Yes  No  

No  Yes : Other Health Concerns _____________________________________________________________________________ 

No  Yes : Does your child have any other condition that would affect classroom performance or P.E. Activities? 

If Yes, Please explain: _____________________________________________________________________________________ 

No  Yes : Behavioral/Emotional Concerns: ____________________________________________________________________ 

No  Yes : Vision Impairment:  Glasses No  Yes  Contacts No  Yes  Date of last Eye Exam: ________________ 

No  Yes : Hearing Impairment:  Hearing Aids No  Yes  Date of last Hearing Exam: ____________________________

No  Yes : Medication needed at school:________________________________________________________________________ 

No  Yes : Will your child carry life saving medication(s) such as Inhaler or Epipen with them or in their backpack? 

No  Yes : Medication needed at home:_________________________________________________________________________ 

No  Yes : I give permission for my child to be transported to the nearest emergency room in case of an emergency 

Date:Parent/Guardian Signature:_________________________________________________  _______________________ 

Telephone Numbers:___________________________________________________________________________________ 

This information is considered confidential. To ensure the health and safety of your child, it will be shared with the school staff as 

needed during your child’s enrollment with the Richland School District, unless otherwise requested in writing. 

975 Gillespie Street  | Richland, WA 

P: 509-967-6450 | F: 509-942-2598 

LIFE THREATENING MEDICAL CONDITIONS 

WA State law requires a medication/treatment order from a Health Care Provider if your child’s health condition will put your 

child in danger of death during the school day. Written orders must be received by the school Nurse, and if appropriate, a care plan 

must be in place before your child can attend school. 

Does your child have a LIFE THREATENING HEALTH CONDITION? Yes No 

If yes, please state the condition: __________________________________________________________________________________ 

DAILY MEDICATIONS 
State law requires written authorization from a Health Care Provider & Parent before ANY medication, Prescription 

or over-the-counter can be given at school. A consent form is available online at WWW.RSD.EDU 
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