Student Registration for the Community Transition Program

Springfield Public Schools
Today’s Date:  _____/_____/________


Contact Information: (please fill in answers)

Student’s Full Name: _________________________________  School ID #: _______________
Home Address: 
____________________________________________



  
____________________________________________

People with whom you live:  
______________________________________





______________________________________




 
______________________________________

Student Phone #s (Cell/Home): _____________________/______________________

Student Email Address: _________________________________________________

Date of Birth: _____/_____/________

Last 4 digits of SS# (to set up Free/Reduced Lunch): ______________

Parent/Guardian Names & Relationship to Student (mom, dad, grandma, etc.):

Name: ______________________
Relationship: _____________________   

Phone #s (Cell/Daytime): ___________________/___________________

Name: ______________________
Relationship: _____________________

Phone #s (Cell/Daytime): ___________________/___________________

Parent/Guardian Address (if different from student):  


____________________________________


____________________________________

Parent Email Address:  _____________________________________________________

Other Emergency Contacts:

Name: ______________________
Relationship: _____________________   

Phone #s (Cell/Daytime): ___________________/___________________

Last High School Attended: _____________________________________________

Other Programs/High Schools Attended: ___________________________________

High School Completion Document: (circle one) 

Modified Diploma
 Certificate of Completion
Not Completed
Services (circle/fill in answers)

Do you receive Social Security Benefits (SSI)?  Yes/No   Who is your payee? _______________
Do you have Lane County Developmental Disability Services?  Yes/No

If yes, name of caseworker: ________________________________

Do you have Brokerage Services?  Yes/No    If yes, circle one:  Mentor or Full Access


If yes, name of your personal agent: _______________________________

Do you have Vocational Rehabilitation Services?  Yes/No

If yes, name of your VR Counselor: _______________________________

Any other agencies you are connected with (Direction Services, Counseling, etc.)?  Yes/No

If yes, please list: ___________________________________________




     ___________________________________________




     ___________________________________________

ID/Certifications (circle/fill in answers)

State of Oregon ID Card?  Yes/No
Food Handler’s Card?  Yes/No

If yes, expiration date: ____/____/____

Driver’s Permit?  Yes/No  or Driver’s License?  Yes/No
Bus Pass?  Yes/No
Social Security Card?  Yes/No
Miscellaneous (circle/fill in answers)

Can you ride the bus (LTD) independently?  Yes/No
Are you your own guardian (do you sign legal documents for yourself?)  Yes/No
If no, give further information & provide copy of guardianship documentation: 



______________________________________________________



______________________________________________________

Medical Information

Primary Care Doctor: ____________________________  
Phone: __________________

Dentist: _____________________________________ 
Phone: __________________

Specialists:
_____________________________  
Phone: __________________



_____________________________  
Phone: __________________



_____________________________  
Phone: __________________

Do you have medical insurance?  Yes/No

If yes, what insurance? _____________________________________

Allergies: ____________________________________________________

Medical Conditions (circle any that apply):  







Asthma
Heart Condition
Seizure Disorder
Diabetes Type I
Diabetes Type II 
Other ________________________

Physical Limitations, if any: _________________________________________

Medications taken at home: 
__________________________________________





__________________________________________

Medications taken during school day: ___________________________________

Any other special medical needs: _______________________________________

Do you want to speak with the district nurse about anything?  Yes/No
_____________________________________________________________________________

***I have read and completed the above information to the best of my ability.

Student Signature: ________________________ Date: _____/_____/________
***I have read and helped my student complete the above information.

Parent/Guardian Signature:   ______________________ Date: _____/_____/________
CTP Photo/Video, Medical & Transportation Releases
Photo/Video Release:

I give permission for the Springfield Community Transition Program (CTP) to use my photograph and/or videos of me in promotional and other materials including but not limited to the annual CTP photo collage or yearbook, the CTP brochure, district websites, workshop and transition fair presentation materials, the local newspaper, and Youth Transition Program (YTP) materials and websites.

Date: __________________

Printed Student Name: __________________   Signature: ______________________

Parent/Guardian Signature (if under 18 or not own guardian): ______________________

Medical Release:

I hereby request and permit designated CTP or school district personnel to seek medical/surgical treatment from the nearest hospital facility or our family physician in my absence or in the case of my inability to respond during the school year and during CTP-related activities.

Date: __________________

Printed Student Name: __________________   Signature: ______________________

Parent/Guardian Signature (if under 18 or not own guardian): ______________________

Transportation Release:

I give permission to be transported in Springfield School District vehicles as well as to ride the LTD city bus to and from CTP-related activities. If I travel independently, I am responsible for my own safety and conduct while traveling to/from CTP, activity/work sites, and home. 

Date: __________________

Printed Student Name: __________________   Signature: ______________________

Parent/Guardian Signature (if under 18 or not own guardian): ______________________

CTP, 5/19/15

