


Student Enrollment Application

Residential 
Returning Student Grade: ____ 7th ____ 10th
New Student ____ 8th ____ 11th

____9th ____12th 

IDENTIFICATION

Gender: ____ Male ____ Female

   ______ /    ______  /    ______

P.O. Box:
      Month          Date            Year

City: 

State: Zip Code: 

 Navajo     Hopi     English     Other: Other: 

Is your child eilgible for special needs service? NO YES

What is their disability? _________________________________ NO YES

Does your child have a current Individual Education Plan (IEP)? NO YES

* Please attach a copy of your child's IEP.

BACKGROUND INFORMATION

Has your child been arrested? NO YES

Is your child on probation? NO YES

Has your child ever had drug/alcohol treatment, aftercare services or counseling? NO YES

Has your child had treatment, hospitalized or counseled for other issues? NO YES

If you answered YES to any of the above questions, please explain:

EMERGENCY CONTACT (other than parents/guardians)

  4/4        3/4        1/2        1/4

Type of School: School Year:

Student's Name:
Last, First, Middle

Social Security No.:

Home Address: Date of Birth: 

Student Mobile No.:

Tribal Affiliation: 

Religious Affiliation:

Enrollment No.:

Degree (per CIB):

X X X - X X  -

Language:
Dominant Language spoken in the home (circle one)

Contact Name: Phone No.: 

Contact Name: Phone No.: 

Address:

Address: Relationship:

Relationship:



SCHOOL(s) PREVIOUSLY ATTENDED (most recent first)

Grade:

Grade:

PARENT INFORMATION
Student resides with (circle one):

           City                State       Zip Code            City                State       Zip Code

Living  Deceased Living  Deceased

SILBING(s) INFORMATION

Name: Age:

Name: Age:

Name: Age:

Name: Age:

Signature of Parent/Guardian

Print Name

Date

Occupation:

Employer:

Mobile No.:

Work No.:

Parents          Mother          Father         *Legal Guardian

*Must present legal guardianship or power of attorney documents

Tribal Affiliation:

Census No.:

Occupation:

Employer:

Mobile No.:

Mother's Name: Father's Name: 

Address: Address:

School Name: Dates Attended: 

I am legally responsible for my child and hereby apply for his/her admission to Winslow Residential Hall, Inc. I understand 

that the residential hall may request additional information before my child is enrolled.

Reason for Leaving: 

School Name: Dates Attended: 

Reason for Leaving: 

School Attending:

School Attending:

School Attending:

School Attending:

Email:

Tribal Affiliation:

Census No.:

Email:

Work No.:

*Grandparents        Mother/Step-Father        Father/Step-Mother        





Student Name: __________________________ 

Parent/Guardian Name: __________________________ 

  Date: ____________ 

 

 

Criteria for Winslow Residential Hall, Inc. – SY 2021-2022 
Favorable action is recommended on this application and has to conform to the following criteria for all new 

residential students or out of boundary enrollment.  Winslow Residential Hall, Inc., is an educational support 

services to WUSD that does not accept students who has social behavioral problems (i.e., suspension or 

expulsion from school).  
 

Education Factors (check all, if applicable): 

_____  Federal/public schools near student’s home; 

_____  Excessive distance to the releasing school from student’s home and adverse road conditions; 

_____ Receiving residency offers residential and academic support service needed by student to attend             
             public school; 
_____  Receiving residency offers academic support service needed to complete graduation  
             requirements(s) for seniors; 
_____  Receiving residency accepts student who has 2.5 GPA (Grade Point Average) or better. 

 

Verification of Acceptance: 
(   ) Approved   (   ) Disapproved  

 

_________________________ _________________________ _____________ 
              Official Signature                 Title                 Date  

  

 

 

  



























 

 

 

DATABASE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  REVISED: 01/09/19                                                  Phone: (928) 289-4646                                                           Fax: (928) 289-9063 

 

NAME (LAST, FIRST, MIDDLE) OTHER NAMES USED(MAIDEN NAME) WIHCC NO. SEX 

 

M          F 

BIRTH DATE PLACE OF BIRTH (CITY, STATE) SOCIAL-SECURITY NO. MARITAL STATUS INTERNET   Y       N 

Email Address: 

 

CURRENT COMMUNITY DATE MOVED LOCATION OF HOME (DIRECTIONS TO YOUR HOME, ETC. PLEASE BE SPECIFIC.) 

MAILING ADDRESS CITY/STATE ZIP CODE 

HOME PHONE NUMBER MESSAGE PHONE NUMBER WORK PHONE NUMBER 

INDIAN BLOOD QUANTUM 

TRIBE DEGREE CENSUS NUMBER    CIB 

Y          N 

OTHER TRIBE DEGREE RELIGION 

FATHER’S NAME CITY OF BIRTH STATE OF BIRTH 

MOTHER’S MAIDEN NAME CITY OF BIRTH STATE OF BIRTH 

EMPLOYER(IF APPLICABLE) SPOUSE’S EMPLOYER(IF APPLICABLE) 

EMPLOYER’S ADDRESS SPOUSE’S EMPLOYER’S ADDRESS 

EMPLOYER PHONE NUMBER SPOUSE’S EMPLOYER PHONE NUMBER 

IF YOU ARE UNEMPLOYED, PLEASE GIVE SOURCE OF INCOME 

 

___UNEMPLOYMENT         ___RETIREMENT       ___SSI         ___SSB        WELFARE_______________________    OTHER______________________ 

NAME OF EMPLOYER (FATHER)18 & UNDER EMPLOYER ADDRESS EMPLOYER TELEPHONE NUMBER 

NAME OF EMPLOYER (MOTHER)18 & UNDER EMPLOYER ADDRESS EMPLOYER TELEPHONE NUMBER 

EMERGENCY CONTACT PERSON NEXT OF KIN CONTACT PERSON 

 

RELATIONSHIP 

 

PHONE NUMBER 

 

RELATIONSHIP 

 

PHONE NUMBER 

 

ADDRESS 

 

ADDRESS 

 

 

HEALTH INSURANCE INFORMATION 

DO YOU HAVE MEDICARE COVERAGE? 
YES 

 

NO 

 
DO YOU HAVE RAILROAD RETIREMENT 

COVERAGE? 

YES 

 

NO 

 

DO YOU HAVE AHCCCS (MEDICAID)? 
YES NO 

DO YOU HAVE PRIVATE INSURANCE COVERAGE? 
YES NO 

MILITARY SERVICE? YES NO BRANCH CLAIM NUMBER ENTRY DATE SEPARATION DATE  

VIETNAM VETERAN? YES NO SERVICE CONNECTED? YES NO 

HOUSEHOLD INFORMATION:  How many family members in your household – including children? 

PLEASE READ AND SIGN CAREFULLY 

I authorize Winslow Indian Health Care Center to release any medical information or records necessary to process my Medicare, Medicaid or other insurance claims.  

I authorize my insurance company to pay medical benefits directly to Winslow Indian Health Care Center. If I am a non-beneficiary, I understand co-payments and 

deductibles will be requested at the time of service. I understand that I will be responsible for all costs if my account should be turned over to collections.  

SIGNATURE OF PATIENT, PARENT OR GUARDIAN DATE 





                    
 

                                 500 North Indiana Avenue 
                          Winslow, Arizona 86047 
 
 
 
 

 
 

__ 
 
 
 
 
 
 
 
 
 
 

             
 
 
 
 
 
 
 
 
 
 
 

     

 
  

PARENTAL/GUARDIAN CONSENT FOR SCHOOL HEALTH SERVICES 

Full Name of Student________________________________________________________DOB__________________________ 

Name of School ____________________________________________________________   School Year__________________________ 
  
I, ____________________________________________, authorize Winslow Indian Health Care Center 
(WIHCC) to arrange for/ or to provide the following health services for my child while he/she is attending 
school and/or the dormitory:  
 

1. The school will work with WIHCC Public Health Nursing on immunization tracking and record 
updating based on verified sources like Resource Patient Management System (RPMS), 
immunization registries, or health department records. There will be release of immunization 
information between WIHCC and the school.  

� I hereby give consent for all of the above services. 

� Exceptions or Special Instructions:  _____________________________________________ 
 

2. The school will work with WIHCC Community Health Division on health screenings including the 
following: fitness grams, acanthosis nigricans, and blood pressure assessments. Students at risk 
for diabetes and other chronic diseases will be identified. Students will be referred to the Youth 
Wellness Program as needed. 

� I hereby give consent for all of the above services. 

� Exceptions or Special Instructions:  _____________________________________________ 
 

I, as the parent/guardian, also agree to: 
 

1. Submit my child’s immunization record to the school at admission to the school. 
 

2. Submit a WIHCC Data Base Form if my child is a new student. 
 

3. Take my child to a health care facility for an immunization update, in a timely manner, if any 
immunizations are deemed missing. 
 

4. Take my child for medical follow-up, in a timely manner, to be evaluated for any failed 
screenings, such as hearing or vision screenings, or for any concerns identified from other health 
screenings. 

 

Print Name ___________________________________Signature ____________________________________ 
 

Relationship ______________Address _________________________________________________________ 
     
Phone Number_______________________________________  

PLEASE RETURN THIS FORM TO THE SCHOOL PRINCIPAL 
 White Copy--Medical Records           Yellow Copy--School             Pink Copy--Parent/Guardian                                (Revised 6/2021) 



MEDICATION ADMINISTRATION RECORD
Allergies?

Date Time Temp. Doses AMT.

Staff 

Initial

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

AM            

PM

Student Name:

Grade:

D.O.B.

Description of Medication

Winslow Residential Hall, Inc.        
600 N. Alfred Ave., Winslow, AZ 86047    I    Telphone: (928) 289-4488    Fax: (928) 289-2821        
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