
FORT PLAIN JR.- SR. HIGH SCHOOL 
Student Information Request 

 
NAME: _____________________________________________  GRADE: ________ 
                  FIRST                           MIDDLE                                     LAST 
 
DATE OF BIRTH: ___________  PLACE OF BIRTH: ___________________________ 
                                                                                           CITY                                 STATE 
 
DATE OF FIRST POLIO VACCINE: __________________ 
 
STUDENT’S SOC. SEC NO.: _________________   HOME PHONE: _____________________ 
                                                                                                               (Area code)                    Phone  
 
MAILING ADDRESS: ___________________________________________________________ 
                                       Street or PO Box                                     City                                                 Zip Code 
 
PHYSICAL ADDRESS: __________________________________________________________ 
(if different than above)                 Street                                                     City                                                Zip Code 
 
NAME OF PARENT/S or GUARDIAN/S WITH WHOM THIS STUDENT LIVES 
 
________________________________________________________________________ 
Name                                  Relationship to student                                     Work Phone                             Cell phone  
 
 
________________________________________________________________________ 
Name                                  Relationship to student                                      Work phone                            Cell phone  
 
IS THERE A NON-CUSTODIAL PARENT WHO REQUIRES A DOUBLE MAILING? 
IF SO, PLEASE COMPLETE THE FOLLOWING 
 
Name: ___________________   Relationship to student: __________________________ 
 
Mailing Address: _________________________________________________________ 
                               street                                          city/state                                                            zip code 
 
Home Phone: ____________  Work Phone: _____________ Cell Phone: ____________ 
 
EMERGENCY CONTACTS OTHER THAN PARENTS (parents are contacted first) 
1. _____________             _________________                  ______________________ 
        Name                               Relationship                                      (area code)            phone 
 
2. _____________             _________________                  ______________________ 
      Name                                          Relationship                                                  (area code)            phone 
 
WHO TO CALL IF STUDENT IS ABSENT 
_____________             _________________                  ______________________ 
        Name                                          Relationship                                               (area code)               phone 
 

PLEASE CONTINUE TO SIDE TWO OF THIS FORM 



STUDENTS NOTE: 
THIS PART OF THE FORM MUST BE SIGNED BY A PARENT/GUARDIAN 

 
EMERGENCY MEDICAL TREATMENT FORM 

 
We, the parents of _________________________ give permission for emergency medical 
treatment for our child for illness or accident if we cannot first be contacted. 
 
Parent or guardian signature: ______________________________ Date: __________________ 
 
Doctor’s name: _________________________    Doctor’s Phone: ________________________ 
 
Hospital of Choice: _____________________________________ 
 
Allergies, medical problems, medication your child is taking and any information the school 
nurse should give to emergency personnel. 
 
_____________________________________________________________________________ 
 
 
______________________________________________________________________________ 
 
 
________________________________________________________________________ 
 


