
BUSD Enrollment Forms 
Grades: Jr. High School (7th-8th) 

Please return to: 
Central Enrollment Center 

551 South Avenue H 

Barstow, CA 92311 

760-255-8800 / Fax: 760-255-8801

Hours: т:о0 am – 2:о0 pm, Monday-Friday 

REQUIRED DOCUMENTS: 

Official Birth Certificate or Passport 
Proof of Immunization (Shot Records – MUST be up to date) 
***Tdap shot required for all admissions, starting at 7th grade*** 
Transcripts from Previous School 
Proof of Residency (ie: mortgage statement, rental agreement, utility 

















RELEASE OF DIRECTORY INFORMATION 

School: 

Students LAST Name (Print) Student FIRST Name (Print) Grade 

Please initial all that you agree: 

SCHOOL DISTRICT/WEB: I permit the above-named student’s name and 
photos to be used in the school/district’s web pages and publications, including video 
productions. 

NEWS MEDIA: I permit directory information and photos for above named 
student to be released to the news media/press, including academics and athletics recognitions. 

INTERESESTED PARTIES: I permit directory information for the above-
named student to be released to interested parties including parent/teacher organizations, 
colleges, universities, educational institutions, and prospective employers. 

MILITARY (High School Only): I permit directory information for the 
above-named student to be released to the U.S. Military and military schools. 

SCHOOL DISTRICT YEARBOOK PRINT: I permit the above-named 
student’s name and photos to be used in the school/district’s yearbook/print media, including 
school newspaper. 

Parent Name (Print) 

Parent Signature     Date 



PS January 2018 

BARSTOW UNIFIED SCHOOL DISTRICT

PARENT NOTIFICATION OF STATE IMMUNIZATION REQUIREMENTS

Immunizations – EC 49403 and 48216, HSC 120335, 120365, and 120370 ‐ Students must be immunized

against  certain  communicable  diseases.  Students  are  prohibited  from  attending  school  unless 

immunization  requirements  are met  for  age  and  grade.  The  school  district  shall  cooperate with  local 

health officials in measures necessary for the prevention and control of communicable diseases in school 

age children. The district may use any funds property of personnel and may permit any person licensed 

as a physician or registered nurse to administer an immunizing agent to any student whose parents have 

consented in writing.  

Beginning  January  1,  2016  parents  of  students  in  any  school, will no  longer  be  allowed  to  submit  a

personal beliefs exemption to a currently required vaccine. A personal beliefs exemption on file at school 

prior  to  January  1,  2016  will  continue  to  be  valid  until  the  student  enters  the  next  grade  span  at 

kindergarten (including transitional kindergarten) or 7th grade.  

Students  are  not  required  to  have  immunizations  if  they  attend  a  home‐based  private  school  or  an 

independent  study  program  and  do  not  receive  classroom‐based  instruction.  However,  parents must 

continue  to  provide  immunization  records  for  these  students  to  their  schools.  The  immunization 

requirements do not prohibit students from accessing special education and related services required by 

their individualized education programs.  

A student not fully immunized may be temporarily excluded from a school or other institution when that 

child has been exposed to a specified disease and whose documentary proof of immunization status does 

not show proof of immunization against one of the communicable diseases described above. State law 

requires the following immunizations before a child may attend school: 

a. All new students, in transitional kindergarten through grade 12, to the Barstow Unified School District

must  provide  proof  of  polio,  diphtheria,  pertussis,  tetanus,  measles,  mumps,  rubella,  and  varicella

immunizations.

b. All transitional kindergarten and kindergarten students must also provide proof of vaccination against

hepatitis B.

c. All seventh grade students must also provide proof of a second immunization for measles, mumps,

rubella, and a pertussis booster vaccination. Free‐or low‐cost immunizations for children are available at

Public Health.  Please  call  1‐800‐722‐4777  for  information.  Information  about  a medical  exemption or

personal beliefs exemption from immunizations for your student is available at 1‐800‐722‐4777.
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Barstow Unified School District 
Student Health Information  

Student Name: __________________________________________________Grade _______ Birthdate_________________ 
Last First Initial

Home Phone _______________________ Work Phone_________________________  Cell Phone _____________________ 
PARENT/GUARDIAN: Please check the appropriate box(es), if any, that best describes your student’s current health 
condition(s) and return the completed form to school.  Please provide specific information regarding conditions that may affect 
student learning and participation in school activities. 
MEDICATION: All medication (prescription, over-the-counter, homeopathic remedies, vitamins, etc.), which is to be 
administered during the school day, or during school-sponsored activities, requires an Authorization for Medication 
Administration  to be completed and signed by physician and parent.  Students are not allowed to carry medication and/or inhalers 
without a signature by physician and parent on Authorization for Medication Administration form. 
√ Health Condition Medication Specific Information 

ADD/ADHD
Allergy-Bee/Insect   Life Threatening  Yes   No
Allergy-Food   Life Threatening  Yes   No
Allergy-Medication    Life Threatening Yes   No
Allergy-Other(animal,latex,etc.) Life Threatening  Yes   No

Asthma- Mild   Moderate  Serious
Autism   
Birth Defect/Genetic Disorder 
Bladder/Kidney Problem 
Blood disorders (Chronic) 
Cerebral Palsy 
Colitis/Crohn’s Disease 
Confidential Health Problem (call District Nurse) 
Diabetes(Requires meeting w/District Nurse)
Down Syndrome/Intellectual Disability 
Emotional/Psychological/Eating Disorder 
Hearing Problems (infections, tubes, nerve damage, etc.)
Deaf/Hard of Hearing  Right Ear   Left Ear 
Hearing Aids   Right Ear   Left Ear 
Heart Problems–    No restrictions or   Restrictions 

Hemophilia – Call District Nurse 
Hypoglycemia/physician diagnosed 
Medication Taken at Home, explain 
Medication Taken at School (Requires physician note)
Menstrual Problems (Severe) 
Migraine Headaches (physician diagnosed, list med) 
Nosebleeds – Severe 
Orthopedic Condition-Description: 
Physical Activity Limitation (Requires physician note)
Prosthesis
Scoliosis  (physician diagnosed) 
Seizure Disorder-Type: 
Sickle Cell Anemia (explain)  
Skin Disorder 
Speech Difficulties 
Traumatic Brain Injury 
Tuberculosis/or history of positive skin tests  
Chest X-ray required w/positive skin test. List Med 
Visual Impairment   Right Eye  Left Eye 
Glasses/Contact lens  Distance   Reading
Other Health Concern(s) not listed-Describe: 

NO HEALTH CONCERNS AT THIS TIME 
Do you currently have Health Insurance/Medi-cal?       Yes    No      Dental Insurance      Yes     No   Vision Insurance    Yes   No 
If yes, please state name of insurance company or companies: ______________________________________________________________ 

IF IN NEED OF EMERGENCY MEDICAL CARE AND WE ARE NOT ABLE TO CONTACT YOU, WE WILL CALL 911. 
STUDENTS MAY BE TRANSPORTED TO Barstow Community Hospital. 

_______________________________________________ ______________________________________
Parent/Guardian Signature Date 

PS 2015 



CEC 021920 

Barstow Unified School District 
Student EMERGENCY Form 

Please fill out completely and sign where indicated. In an emergency it is the school district policy to retain students at school 
for their safety. This form will be used by the school staff when student(s) are released to go home during a school emergency. 

STUDENT’S LAST NAME FIRST NAME Middle Name 

Birthdate  Male Female Grade Home Language 

Student Address  Apt # City State/Zip 

MAILING ADDRESS -if Different  Apt # City State/Zip 

To the Principal: In case you are unable to reach me during any emergency, you are authorized to contact and, if necessary, release my child to 
any of the following: 

Name: ______________________________________________________ Relationship: ___________________________ DOB ______________
 Phone Numbers  Home # __________________________  Cell # ________________________ Work # ________________________

Name: ______________________________________________________ Relationship: ___________________________ DOB ______________
 Phone Numbers  Home # __________________________  Cell # ________________________ Work #: ________________________

Name: ______________________________________________________ Relationship: ___________________________ DOB ______________
 Phone Numbers  Home # __________________________  Cell # ________________________ Work # ________________________ 

Please complete both sides of the BUSD Student Emergency Form Page 1 of 2 
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STUDENT # 
Teacher 

ALERTS 
Medical 

Legal 
Household Name 

HOUSEHOLD 1-Whom Student Lives With 

Parent's/Legal Guardian's Last Name    ____________________________________    First Name    ____________________________________
Relationship to Student:     ____________________________________    Lives With          Yes      No    DOB ______________________
Home Address     ____________________________________________________    City/State/Zip:   __________________________________
Work Address     ____________________________________________________     City/State/Zip:   __________________________________
  Phone Numbers  Home # __________________________  Cell # ________________________ Work # ________________________ 

Email Address    ____________________________________ Legal Guardian   Yes          No          Active Military              Yes          No
  Branch:    ________________________

HOUSEHOLD 2 

Parent's/Legal Guardian's Last Name    ____________________________________    First Name  ____________________________________
Relationship to Student:     ____________________________________  Lives With  Yes       No          DOB ______________________
Work Address     ____________________________________________________     City/State/Zip:  __________________________________

 Phone Numbers  Home # __________________________  Cell # ________________________ Work # ________________________ 
Email Address    ____________________________________ Legal Guardian  Yes          No  Active Military              Yes          No

 Branch:    ________________________

Parent's/Legal Guardian's Last Name    ____________________________________    First Name    ____________________________________
Relationship to Student:     ____________________________________    Lives With          Yes          No          DOB ______________________
Work Address     ____________________________________________________     City/State/Zip:   __________________________________

 Phone Numbers  Home # __________________________  Cell # ________________________ Work # ________________________ 
Email Address    ____________________________________ Legal Guardian   Yes          No  Active Military              Yes          No

  Branch:    ________________________

 Additional Mailing Request  Yes   No





mailto:enroll@busdk12.com

	BUSD Enrollment Form NEW
	Calendar Page
	CONFIDENTIAL FAMILY SURVEY FORM
	PART I: Student information

	Emergency Card NEW COMPLETE
	Emergency Card NEW

	Enrollment Form Cover Kinders
	internet
	Notice To Parents - Immunizations
	Oral Health Assessment form
	Physical Exam
	Release of Records
	SRQ
	Student Health Information
	Emergency Card NEW NEW 02192020.pdf
	Barstow Unified School District Student EMERGENCY Form
	Please complete both sides of the BUSD Student Emergency Form
	Date



	Student Name_2: 
	Grade_3: 
	Birthdate_2: 
	Home Phone: 
	Work Phone: 
	undefined_29: Off
	MedicationADDADHD: 
	Specific InformationADDADHD: 
	undefined_30: Off
	Life Threatening: Off
	MedicationAllergyBeeInsect Life Threatening Yes No: 
	Specific InformationAllergyBeeInsect Life Threatening Yes No: 
	undefined_31: Off
	Life Threatening_2: Off
	MedicationAllergyFood Life Threatening Yes No: 
	Specific InformationAllergyFood Life Threatening Yes No: 
	undefined_32: Off
	Life Threatening_3: Off
	MedicationAllergyMedication Life Threatening Yes No: 
	Specific InformationAllergyMedication Life Threatening Yes No: 
	undefined_33: Off
	AllergyOtheranimallatexetc Life Threatening: Off
	MedicationAllergyOtheranimallatexetc Life Threatening Yes No: 
	Specific InformationAllergyOtheranimallatexetc Life Threatening Yes No: 
	undefined_34: Off
	Mild: Off
	Moderate: Off
	Serious: Off
	MedicationAsthma Mild Moderate Serious: 
	Specific InformationAsthma Mild Moderate Serious: 
	undefined_35: Off
	MedicationAutism: 
	Specific InformationAutism: 
	undefined_36: Off
	MedicationBirth DefectGenetic Disorder: 
	Specific InformationBirth DefectGenetic Disorder: 
	undefined_37: Off
	MedicationBladderKidney Problem: 
	Specific InformationBladderKidney Problem: 
	undefined_38: Off
	MedicationBlood disorders Chronic: 
	Specific InformationBlood disorders Chronic: 
	undefined_39: Off
	MedicationCerebral Palsy: 
	Specific InformationCerebral Palsy: 
	undefined_40: Off
	MedicationColitisCrohns Disease: 
	Specific InformationColitisCrohns Disease: 
	undefined_41: Off
	MedicationConfidential Health Problem call District Nurse: 
	Specific InformationConfidential Health Problem call District Nurse: 
	undefined_42: Off
	MedicationDiabetesRequires meeting wDistrict Nurse: 
	Specific InformationDiabetesRequires meeting wDistrict Nurse: 
	undefined_43: Off
	MedicationDown SyndromeIntellectual Disability: 
	Specific InformationDown SyndromeIntellectual Disability: 
	undefined_44: Off
	MedicationEmotionalPsychologicalEating Disorder: 
	Specific InformationEmotionalPsychologicalEating Disorder: 
	undefined_45: Off
	MedicationHearing Problems infections tubes nerve damage etc: 
	Specific InformationHearing Problems infections tubes nerve damage etc: 
	undefined_46: Off
	Right Ear: Off
	Left Ear: Off
	MedicationDeafHard of Hearing Right Ear Left Ear: 
	Specific InformationDeafHard of Hearing Right Ear Left Ear: 
	undefined_47: Off
	Right Ear_2: Off
	Left Ear_2: Off
	MedicationHearing Aids Right Ear Left Ear: 
	Specific InformationHearing Aids Right Ear Left Ear: 
	undefined_48: Off
	No restrictions or: Off
	Restrictions: Off
	MedicationHeart Problems No restrictions or Restrictions: 
	Specific InformationHeart Problems No restrictions or Restrictions: 
	undefined_49: Off
	MedicationHemophilia  Call District Nurse: 
	Specific InformationHemophilia  Call District Nurse: 
	undefined_50: Off
	MedicationHypoglycemiaphysician diagnosed: 
	Specific InformationHypoglycemiaphysician diagnosed: 
	undefined_51: Off
	MedicationMedication Taken at Home explain: 
	Specific InformationMedication Taken at Home explain: 
	undefined_52: Off
	MedicationMedication Taken at School Requires physician note: 
	Specific InformationMedication Taken at School Requires physician note: 
	undefined_53: Off
	MedicationMenstrual Problems Severe: 
	Specific InformationMenstrual Problems Severe: 
	undefined_54: Off
	MedicationMigraine Headaches physician diagnosed list med: 
	Specific InformationMigraine Headaches physician diagnosed list med: 
	undefined_55: Off
	MedicationNosebleeds  Severe: 
	Specific InformationNosebleeds  Severe: 
	undefined_56: Off
	MedicationOrthopedic ConditionDescription: 
	Specific InformationOrthopedic ConditionDescription: 
	undefined_57: Off
	MedicationPhysical Activity Limitation Requires physician note: 
	Specific InformationPhysical Activity Limitation Requires physician note: 
	undefined_58: Off
	MedicationProsthesis: 
	Specific InformationProsthesis: 
	undefined_59: Off
	MedicationScoliosis  physician diagnosed: 
	Specific InformationScoliosis  physician diagnosed: 
	undefined_60: Off
	MedicationSeizure DisorderType: 
	Specific InformationSeizure DisorderType: 
	undefined_61: Off
	MedicationSickle Cell Anemia explain: 
	Specific InformationSickle Cell Anemia explain: 
	undefined_62: Off
	MedicationSkin Disorder: 
	Specific InformationSkin Disorder: 
	undefined_63: Off
	MedicationSpeech Difficulties: 
	Specific InformationSpeech Difficulties: 
	undefined_64: Off
	MedicationTraumatic Brain Injury: 
	Specific InformationTraumatic Brain Injury: 
	undefined_65: 
	MedicationTuberculosisor history of positive skin tests Chest Xray required wpositive skin test List Med: 
	Specific InformationTuberculosisor history of positive skin tests Chest Xray required wpositive skin test List Med: 
	undefined_66: Off
	Right Eye: Off
	Left Eye: Off
	MedicationVisual Impairment Right Eye Left Eye: 
	Specific InformationVisual Impairment Right Eye Left Eye: 
	undefined_67: Off
	Distance: Off
	Reading: Off
	MedicationGlassesContact lens Distance Reading: 
	Specific InformationGlassesContact lens Distance Reading: 
	undefined_68: 
	MedicationOther Health Concerns not listedDescribe: 
	Specific InformationOther Health Concerns not listedDescribe: 
	undefined_69: Off
	MedicationNO HEALTH CONCERNS AT THIS TIME: 
	Specific InformationNO HEALTH CONCERNS AT THIS TIME: 
	Do you currently have Health InsuranceMedical: Off
	If yes please state name of insurance company or companies: 
	Date_4: 
	Student Users Name please print: 
	Date_5: 
	Parent or Guardian Name please print: 
	Date_6: 
	STUDENTS LAST NAME: 
	Birthdate_3: 
	undefined_70: Off
	Student Address: 
	MAILING ADDRESS if Different: 
	Relationship to Student_2: 
	Grade_4: 
	Lives With: Off
	Middle Name: 
	Home Language: 
	StateZip: 
	City_2: 
	StateZip_2: 
	First Name: 
	CityStateZip: 
	Home: 
	Work: 
	Email Address: 
	Legal Guardian: Off
	Branch: 
	ParentsLegal Guardians Last Name: 
	First Name_2: 
	Relationship to Student_3: 
	Lives With_2: Off
	Work Address: 
	CityStateZip_2: 
	Home_2: 
	Cell: 
	Work_2: 
	Email Address_2: 
	Legal Guardian_2: Off
	Branch_2: 
	Additional Mailing Request: Off
	ParentsLegal Guardians Last Name_2: 
	First Name_3: 
	Relationship to Student_4: 
	Lives With_3: Off
	DOB_4: 
	Home Address: 
	CityStateZip_3: 
	Work Address_2: 
	CityStateZip_4: 
	Home_3: 
	Cell_2: 
	Work_3: 
	Email Address_3: 
	Legal Guardian_3: Off
	Branch_3: 
	Name: 
	Relationship: 
	DOB_5: 
	Home_4: 
	Cell_3: 
	Work_4: 
	Name_2: 
	Relationship_2: 
	DOB_6: 
	Home_5: 
	Cell_4: 
	Work_5: 
	Name_3: 
	Relationship_3: 
	DOB_7: 
	Home_6: 
	Cell_5: 
	Work_6: 
	1 Name: 
	DOB_8: 
	Grade_5: 
	Relationship_4: 
	2 Name: 
	DOB_9: 
	Grade_6: 
	Relationship_5: 
	3 Name: 
	DOB_10: 
	Grade_7: 
	Relationship_6: 
	4 Name: 
	DOB_11: 
	Grade_8: 
	Relationship_7: 
	5 Name: 
	DOB_12: 
	Grade_9: 
	Relationship_8: 
	6 Name: 
	DOB_13: 
	Grade_10: 
	Relationship_9: 
	7 Name: 
	DOB_14: 
	Grade_11: 
	Relationship_10: 
	8 Name: 
	DOB_15: 
	Grade_12: 
	Relationship_11: 
	If none please indicate none: 
	undefined_74: Off
	Private Health Insurance: Off
	MediCal: Off
	Other_4: Off
	Medical Health Care ID Number: 
	Private Health Insurance Name: 
	roup: 
	Name of DoctorMedical Office: 
	Phone  of Doctor OfficeMedical Office: 
	My child is allergic to the following medications: 
	My child currently takes the following medications: 
	Check one: 
	Legal Guardian_4: Off
	Date_7: 
	Text1: 
	Text2: 
	Text5: 
	Text6: 
	Text7: 
	Text9: 
	Parent: Off
	School: 
	Text12: 
	Text13: 
	Text14: 
	Text16: 
	Text15: 
	Text17: 
	Text18: 
	Text19: 
	Text21: 
	Text22: 
	Text11: 
	Text20: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	School Year: 
	Student Name Last First MI: 
	undefined: Off
	Birthdate Male Female: 
	undefined_2: Off
	School Assigned: 
	Grade: 
	Name of ParentGuardian: 
	Phone number: 
	Street Address City  State Zip Code: 
	In a singlefamily residence house apartment condominium or mobile home that is a permanent regular: Off
	Shared housing NOT due to financial hardship: Off
	In a shelter family shelter domestic violence shelter youth shelter: Off
	In a motelhotel or campsite temporarily due to inadequate housing: Off
	In a car park campground or abandoned building due to inadequate housing: Off
	Shared housing with another family due to loss of housing or economic hardship loss of job eviction natural: Off
	Foster Youth: Off
	Migrant Worker: Off
	I am a student under the age of 18 and living apart from parents or guardian Unaccompanied Minor: Off
	Name of other children living with youRow1: 
	GenderRow1: 
	BirthdateRow1: 
	GradeRow1: 
	SchoolRow1: 
	Name of other children living with youRow2: 
	GenderRow2: 
	BirthdateRow2: 
	GradeRow2: 
	SchoolRow2: 
	Name of other children living with youRow3: 
	GenderRow3: 
	BirthdateRow3: 
	GradeRow3: 
	SchoolRow3: 
	Last Name of Student: 
	First Name of Student: 
	Middle Name of Student: 
	Age of Student: 
	Grade Level of Student: 
	Teacher Name: 
	1 Which language did your child learn when they first began to talk: 
	2 Which language does your child most frequently speak at home: 
	LAST NAME: 
	FIRST NAME: 
	MIDDLE: 
	Suffix: 
	LAST NAME_2: 
	FIRST NAME_2: 
	DOB: 
	Grade Level: 
	BIRTHPLACE   City: 
	State: 
	County: 
	YES: Off
	NO If YES Date: Off
	School_2: 
	Yes: Off
	No If YES School: Off
	Grade_2: 
	Samoan303: Off
	Tahitian304: Off
	Other Pacific Islander399: Off
	FilipinoFilipino American400: Off
	African American or Black600: Off
	White700: Off
	American Indian or Alaskan Native 100: Off
	Chinese201: Off
	Japanese202: Off
	Korean203: Off
	Vietnamese204: Off
	Asian Indian205: Off
	Laotian206: Off
	Cambodian207: Off
	Hmong208: Off
	Other Asian299: Off
	Hawaiian301: Off
	Guamanian302: Off
	Mother: Off
	Father: Off
	Both: Off
	StepFather: Off
	StepMother: Off
	Guardian: Off
	FosterGroup: Off
	Student lives with: 
	Other: Off
	First ParentGuardian: 
	Relationship to student: 
	Yes_2: Off
	No fill out Caregiver Affidavit: Off
	Home Addressaddress city state zip: 
	Email: 
	English: Off
	Spanish: Off
	Other_2: Off
	undefined_3: 
	Not a High School Graduate: Off
	High School Graduate: Off
	Some College or Associates: Off
	College Graduate: Off
	Graduate Degree or Higher: Off
	Second ParentGuardian: 
	Relationship to student_2: 
	Yes_3: Off
	No fill out Caregiver Affidavit_2: Off
	Home Addressaddress city state zip_2: 
	Email_2: 
	Cell Phone_2: 
	English_2: Off
	Spanish_2: Off
	Other_3: Off
	undefined_4: 
	Not a High School Graduate_2: Off
	High School Graduate_2: Off
	Some College or Associates_2: Off
	College Graduate_2: Off
	Graduate Degree or Higher_2: Off
	Check Box1: Off
	Check Box2: Off
	Yes_4: Off
	No If YES: Off
	Joint Custody: Off
	Sole Custody: Off
	Guardianship If legal: Off
	Special Education Services Individualized: Off
	SpeechLanguage Services: Off
	504 Plan: Off
	English Language Development: Off
	Other Specify: Off
	None: Off
	School Name: 
	School District: 
	Address: 
	State_2: 
	School Phone: 
	Students Last Date of Attendance: 
	Month: 
	Day: 
	Year_2: 
	Month_2: 
	Day_2: 
	Year_3: 
	Relationship to Student: 


