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Preschool Parent Questionnaire
 

Special Education Department 
(510) 784-2600 ex 72611 

Please visit www.husd.us/enroll and follow steps 1-4 to enroll

• Answer all questions on the parent questionnaire form
• If the question does not apply to your student please put NA in that field
• Upload the parent questionnaire in your on-line registration
• Once your on-line registration is complete schedule your enrollment 

appointment to to Step 3 @ www.husd.us/enroll 

http://www.husd.us
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