
Transcript___ 
Medical___ 
Counselor___      Date Received:_________________ 
IEP/504___ 

                     
 

TECH CENTER STUDENT APPLICATION 
 
Student Details 
 
First Name   ____________________________ 
 
Last Name   ____________________________ 
 
Student ID #   _________ 
 
Address    ____________________________ 
 
City, State, Zip  ____________________________ 
 
Rent, Own, lease  ____________________________ 
 
Home Phone #  ____________________________ 
 
Work Phone #  ____________________________ 
 
Mobile Phone #  ____________________________ 
 
Grade This Year  __________ 
 
Assigned Counselor  ____________________________ 
 
IEP/504 Plan/None  ____________________________ 
 
Birth Date (mm/dd/yyyy) ____________________________ 
 
Date Entered District ____________________________ 
 
Language Spoken:  ____________________________ 
 
Gender   ____Male               ____Female 
 
Ethnic    ___Asian    ___Black    ___Hawaiian 
    ___Native American    ___White  ___Hispanic 
 
Country of Birth               _______________________________________ 
 
1ST  CHOICE COURSE SELECTION_____________________________________ 
                              
 
2ND CHOICE COURSE SELECTION______________________________________ 
                               



FAMILY EMERGENCY 
 
      __Aunt  __Other 
      __Brother  __Parent 
      __Case Worker __Physician 
      __Daughter  __Sister  
Relationship      __Father  __Son 
      __Foster Care  __Spouse 
      __Grandparent __Stepfather 
      __Guardian  __Stepmother 
      __Mother  __Uncle 
 
MUST FILL OUT BOTH COLUMNS: 
     #1     #2 
 
Student Lives with      _________________________ ________________________ 
 
First Name  _________________________ ________________________ 
 
Last Name  _________________________ ________________________ 
 
Address Line 1 _________________________ ________________________ 
 
City   _________________________ ________________________ 
 
State/Province  _________________________ ________________________ 
  
Zip/Postal  _________________________ ________________________ 
 
Home Phone  _________________________ ________________________ 
 
Work Phone  _________________________ ________________________ 
 
Mobile Phone  _________________________ ________________________ 
 
Language Spoken _________________________ ________________________ 
Emergency Preference            ___Home    ___Home 
(Pick only one)  ___Work    ___Work 
    ___Mobile    ___Mobile 
 
I am the Parent/Guardian of the above named student.  All appropriate school related documents may be shared in a 
confidential manner with the Tech Center Staff.  This may include, but not be limited to, high school transcripts, 
medical information, educational evaluation, Individualized Educational Plan (IEP), psychological evaluation and 
social history.  In the event my son/daughter needs emergency treatment and I cannot be reached, I request 
emergency treatment be administered at the nearest hospital. 
 
Parent/Guardian Signature___________________________________   Date__________ 



STUDENT ID# _____________________ DATE _________________________ 

                                 HEALTH HISTORY UPDATE TO BE COMPLETED BY PARENT 

STUDENT NAME _________________________                       HOME SCHOOL ________________________ 

DOCTOR’S NAME ________________________                       DOCTOR’S PHONE # _____________________ 

DENTIST’S NAME ________________________                       DENTIST’S PHONE # _____________________ 

CURRENT MEDICAL CONDITIONS ___________________________________________________________ 

NAME OF ANY MEDICATION TAKEN DAILY OR AS NEEDED _______________________________________ 

EMERGENCY CONTACT INFORMATION 

1. NAME AND PHONE NUMBER(S) ______________________________________________________ 

2. NAME AND PHONE NUMBER(S) ______________________________________________________ 

HAS STUDENT HAD ANY OF THE FOLLOWING?  IF YES PLEASE EXPLAIN IN THE COMMENT BOX. 

1. EPILEPSY OR SEIZURES      __ YES __ NO          IF YES:    GRAND MAL          __ YES  __ NO 
2. ASTHMA         __ YES __ NO           IF YES:  IS MEDICATION NEEDED?        __ YES __ NO 
3. ALLERGIES                           __YES  __NO                IF YES, LIST _____________________________ 
4. BEE STING REACTION        __YES  __NO       LIST MEDICATION NEEDED ________________ 
5. DIABETES         __ YES __NO       IF YES:                                INSULIN         __ YES __ NO 
6. HEART DISEASE                   __ YES __ NO 
7. HEAD INJURY                       __ YES __ NO 
8. KIDNEY DISEASE                  __ YES __ NO 
9. HIGH BLOOD PRESSURE     __ YES __ NO 
10. COLOR BLINDNESS              __ YES __ NO 
11. DOES THE STUDENT WEAR GLASSES __ YES __ NO                        CONTACTS __ YES __ NO 
12. DOES THE STUDENT WEAR HEARING AIDS?  __ YES __ NO 
13. PHYSICAL ACTIVITY RESRICTION?  __YES __ NO  IF YES, LIST ___________________________ 
14. SPECIAL CONDITIONS      __ YES __ NO  
15. WHEELCHAIR OR CRUTCHES  __YES __ NO 

Additional comments: 
 
 
 
 
 
                       QUESTIONS BELOW TO BE COMPLETED BY THE SCHOOL NURSE 

DATE OF LAST TETANUS?____________                         IMMUNIZATIONS UP TO DATE? ___________ 

VISION WITHOUT GLASSES      R _____ L _____             VISION WITH GLASSES     R ______ L ______ 

HEARING   R ______ L _______ BOTH ______ 

FORM REVIEWED BY SCHOOL NURSE________________________________ DATE ______________ 

(This document is a required “pdf” attachment to the online student application found on https://esdbocesportal.lhric.org/pnwboces) 


