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Houston Independent School District

Enrollment Information

Homeroom Teacher:   

Last School/Daycare AttendedHas student ever attended an HISD School?          ¨  Yes ¨  No

HISD Student ID Date of Enrollment Date of Birth Gender Grade

Legal Student Last Name First Name Middle Name Generation Student SS# / State Alt. #
(Jr., III, etc.)

¨  Male
¨  Female

Student Birthplace: Year Started School in US Student Lives with ¨  Mother

¨  Both Parents¨  Other

¨  FatherCity, State, Country   

Federal
Student Ethnicity

(Select One)

Home Phone

¨  American Indian or Alaska Native ¨  Asian ¨  Black or African American

¨  Native Hawaiian/Other Pacific Islander ¨  White

Street NumberStudent

Address

CountyApartment State 

Texas Education Code §25.002(f) requires the school district to record the name, address, and birth date of the person enrolling a child.

Contact #1 Name (Last, First) Relationship

Employer Occupation Home Phone Work Phone Cell Phone

Preferred 
Language

¨  English ¨  Vietnamese Translator Needed? e-mail Address

¨  Spanish ¨  Other ¨  Yes ¨  No                        

Contact #2 Name (Last, First) Relationship

Employer Occupation Home Phone Work Phone Cell Phone

Preferred 
Language

                        
¨  English
¨  Spanish

¨  Vietnamese
¨  Other

Translator Needed?

¨  Yes ¨  No

                        

Contact #3 Name (Last, First) Relationship

Employer Occupation Home Phone Work Phone Cell Phone

e-mail Address

e-mail AddressTranslator Needed?

Preferred 
Language

¨  English
¨  Spanish

¨  Vietnamese
¨  Other  ¨ Yes ¨  No

What type of medical insurance do you carry for this child? Family Physician Physician Phone 

¨  CHIP ¨  Medicaid ¨  HCHD ¨  Private Insurance ¨  None

Signature below certifies that all the information above is true and accurate.

   Enrollment of the child under false documents subjects the person to liability for tuition or costs under Texas Education Code §25.001(h).

Signature of Contact 1/Legal Guardian TX Driver's License Number Date of Birth (Contact 1/Legal Guardian)

Signature of Contact 2/Legal Guardian TX Driver's License Number Date of Birth (Contact 2/Legal Guardian)

Total Monthly Family Income: Total Number In Household:

City ZipStreet Name

Street Number Street Name Apartment City State Zip

ZipStateCityApartmentStreet NameStreet Number

ZipStateCityApartmentStreet NameStreet Number

Student Race
¨  Not Hispanic/Latino

¨  Hispanic/Latino 

(Select all that apply)

List the names of all brothers and sisters under 18 years of age.     (If additional room is needed, write on reverse side.)

Last, First, and Middle Names Birthdate Address of This ChildGender Grade

Student Cell Phone Student e-mail Address
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Health and Medical Services  GJ/slr   3/2012 

  

 
HOUSTON INDEPENDENT SCHOOL DISTRICT  

 
HEALTH INVENTORY 

  
SCHOOL        DATE  
 

HISD ID#            SCHOOL LAST ATTENDED  
 

Please fill in this form and return to the teacher or nurse.  The information given on this form will help the school staff  
to have a better understanding of your child’s health needs: 
Name                                              Sex  Birthdate     /   /     Parent/Guardian Name____________
Address       Phone 
 
 

Have you ever been told by a doctor that your child had: 

 Age 
First 

Identified 

Under Doctor’s 
Care? 

 Age 
First 

Identified 

Under Doctor’s Care? 

Asthma    Bone/Joint Problem   
  Allergies   Rheumatic Fever   
  Blood   Disorder   Surgery/Fractures   

Diabetes   T. B. Disease   
 Epilepsy/Seizures   Hearing Loss   

  Heart Disease   Vision Loss   
  Kidney Disorder   Severe Menstrual Cramps   
  Cancer   Eating Disorder   

 

Please check if you have observed any of the following in your child: 
 

 

 

 

 

 

  

 

 

 

 

 
 
 
Signature 

Tires easily    Earaches   Wheezing, shortness of breath with exercise 
 Frequent headaches   Difficulty making friends  Nail Biting 
 Fainting     Coughs frequently at night  Restlessness    
Has your child been seen by a doctor for any of the above?         Yes No 

Is your child on any kind of medication?         Yes          No 
 If so, what? 
 For what condition?  
 Further comment 

Please see the School Nurse (or School Principal) if your child has other needs or is: 

• A pregnant or parenting teen 
     and/or 

• Has a severe life-threatening food allergy  
 
 

What type of medical insurance do you carry for this child?  
                                                                              CHIP  Medicaid  HCHD   Private Insurance  None  
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Multilingual Programs Department | October 2018 

HOME LANGUAGE SURVEY 
19 TAC Chapter 89, Subchapter BB, §89.1215 

(Home Language Survey applicable ONLY if administered 
for students enrolling in prekindergarten through grade 12) 

 
TO BE COMPLETED BY PARENT OR GUARDIAN FOR STUDENTS ENROLLING IN 
PREKINDERGARTEN THROUGH GRADE 8 (OR BY STUDENT IN GRADES 9-12): The state of Texas 
requires that the following information be completed for each student who enrolls in a Texas public school 
for the first time. It is the responsibility of the parent or guardian, not the school, to provide the language 
information requested by the questions below.  
 
Dear Parent or Guardian: 
 
To determine if your child would benefit from Bilingual or English as a Second Language program services, 
please answer the two questions below. 
 
If either of your responses indicates the use of a language other than English, then the school district must 
conduct an assessment to determine how well your child communicates in English. This assessment 
information will be used to determine if Bilingual or English as a Second Language program services are 
appropriate and to inform instructional and program placement recommendations. If you have questions 
about the purpose and use of the Home Language Survey, or you would like assistance in completing the 
form, please contact your school/district personnel. 
 
For more information on the process that must be followed, please visit the following website: 
https://projects.esc20.net/upload/page/0081/docs/JuneUpdates/EnglishLearnerIdentification-
ReclassificationFlowchart.pdf 

 
This survey shall be kept in each student’s permanent record folder. 
 
NAME OF STUDENT: _________________________________ STUDENT ID #:__________________ 
 
ADDRESS: _________________________________________ TELEPHONE #:__________________ 
 
CAMPUS: _________________________________________________________________________ 
 
NOTE: PLEASE INDICATE ONLY ONE LANGUAGE PER RESPONSE.  
 
1. What language is spoken in the child’s home most of the time? _____________________________ 
 
2. What language does the child speak most of the time? ____________________________________ 
 
 
________________________________________ ________________________________ 
Signature of Parent/Guardian Date 
 
________________________________________ ________________________________ 
Signature of Student if Grades 9-12 Date  
 
NOTE: If you believe you made an error when completing this Home Language Survey, you may request a correction, in writing, only if:  
1) your child has not yet been assessed for English proficiency; and  
2) your written correction request is made within two calendar weeks of your child’s enrollment date.  



 
 

 

Texas Education Agency   
Texas Public School Student/Staff Ethnicity and Race Data Questionnaire 

 
The United States Department of Education (USDE) requires all state and local education 
institutions to collect data on ethnicity and race for students and staff. This information is used 
for state and federal accountability reporting as well as for reporting to the Office of Civil Rights 
(OCR) and the Equal Employment Opportunity Commission (EEOC).  
School district staff and parents or guardians of students enrolling in school are requested to 
provide this information. If you decline to provide this information, please be aware that the 
USDE requires school districts to use observer identification as a last resort for collecting the 
data for federal reporting.  
Please answer both parts of the following questions on the student’s or staff member’s ethnicity 
and race.  United States Federal Register (71 FR 44866) 
 
Part 1.  Ethnicity:  Is the person Hispanic/Latino?  (Choose only one) 

  Hispanic/Latino - A person of Cuban, Mexican, Puerto Rican, South or Central American, or 
other Spanish culture or origin, regardless of race. 

  Not Hispanic/Latino 
Part 2.  Race:  What is the person’s race?  (Choose one or more) 

  American Indian or Alaska Native - A person having origins in any of the original peoples 
of North and South America (including Central America), and who maintains a tribal affiliation 
or community attachment. 

  Asian - A person having origins in any of the original peoples of the Far East, Southeast 
Asia, or the Indian subcontinent including, for example, Cambodia, China, India, Japan, 
Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam. 

  Black or African American - A person having origins in any of the black racial groups of 
Africa. 

  Native Hawaiian or Other Pacific Islander - A person having origins in any of the original 
peoples of Hawaii, Guam, Samoa, or other Pacific Islands. 

  White - A person having origins in any of the original peoples of Europe, the Middle East, or 
North Africa. 

 
 
________________________________ 
Student/Staff Name (please print) 

 
 
________________________________ 
(Parent/Guardian)/(Staff) Signature 

 
 
________________________________ 
Student/Staff Identification Number  

 
 
________________________________ 
Date 

 
 

Texas Education Agency – March 2009 
 

 





 
 

 FAMILY SURVEY 
 

STUDENT NAME: DATE OF BIRTH: 

CAMPUS NAME: GRADE LEVEL: 

Dear Parent/Guardian: 
 

The Houston Independent School District is assisting the state of Texas to identify students who may qualify for the 
Migrant Education Program to receive additional services. The information provided below will be kept confidential. 

 
Please answer the following questions and return this form to your child’s school. 

 
1. Have you or anyone in your household moved within the last 3 years from one school district to another in Texas or 

within the United States? 
 

YES □ (Continue to question 2) NO □ (Stop here and return survey to your child’s school) 

2. Were any of these moves made to find temporary/seasonal work in agriculture or fishing? (e.g., field work, canneries, 
dairy work, meat processing, etc.) 

 
YES □ (Please check all that apply below) NO □ (Stop here and return survey to your child’s school) 

 
 
 
 
 
 
 
 

Fruit, vegetables, sunflower, 
cotton, wheat, grain, farms or 
ranches, fields & vineyards 

□ 

 

 
Dairy farm 

□ 

 
 
 
 
 
 
 
 

Fishery 

□ 

 
 
 
 
 
 
 
 

Cannery 

□ 

 

 
Poultry farm 

□ 

 

 
 

Plant nursery, orchard, tree 
growing or harvesting 

□ 

 
 

Slaughterhouse 

□ 

 

 
Other similar work, 

please explain: 
□ 

 
If you answered “yes” to the questions above, an education representative will contact you to provide 
additional  information.  Please  complete the  following information: 

Parent/Guardian Name Home  Address Telephone Number 
   

— FOR SCHOOL USE ONLY— 
PLEASE SUBMIT THIS INFORMATION AND FORMS AT 

https://form.jotform.com/200065674657156 

MIGRANT EDUCATION PROGRAM 
4400 W. 18th Street, Route 1 | Houston, TX 77092 |713-556-7288 
HISD Multilingual Programs | 713-556-6980 Fax | January 2020 





Physician’s Request for
Special Dietary Accommodations 

All sections must be completely filled out before form will be accepted. 
Date: ____________ 

Part I (To be completed by Parent/Guardian) 

Name of Students (Last): __________________  (First): ______________    Date of Birth: ___/___/____   

School Attended: ______________________________ Grade:_________    Student ID#:____________ 

Which meals will the child eat at school (please circle)?      Breakfast       Lunch    After School Snack 

School Nurse/ Nurse Consultant: _______________________     Contact Information: ______________ 

Parent/Guardian: ___________________  Phone Number: ____________  Email: __________________ 

I give Health Services/ Food Services permission to speak with the below named Physician or Authorized 
Medical Authority to discuss the dietary needs described below.
                                                                                                                              _______________________________________  

Parent/Guardian Signature       Date   

Part II (To be completed by School Nurse or Physician)

Does the child have a disability? Yes No 

Under Section 504 of the Rehabilitation Act of 1973 and the Americans with Disabilities Act (ADA) of 1990, a “person with a 
disability” is any person who has a physical or mental impairment that substantially limits one or more life activities, has a record of 
such an impairment or is regarded as having such an impairment. 

      If yes, please describe the major life activities affected by the disability: ________________________ 

Does the child have a life-threatening food allergy? Yes No 

If yes to any of the above questions, Part III must be completed and signed by a Licensed Physician.
If no to both questions, Part III may be completed and signed by a Licensed Physician or Recognized Medical Authority. 

Part III  (To be completed by Licensed Physician or Recognized Medical Authority)

Medical Condition: ___________________________________________________________________ 

Foods to be omitted: 
____ Fluid Milk         ____ All dairy products     ____ All milk protein (casein, whey, etc.)          ____ Soy protein 
____ Wheat           ____ Gluten                    ____ Eggs        ____ All egg protein (albumin, etc.)  
____ Seafood           ____ Corn (as major ingredient)                          ____ All corn additives (dextrin, caramel color, etc.) 
____ Peanuts           ____ All Nuts                            ____ All foods produced in a facility with nut containing products
____ Other (please be specific): ____________________________________________________________ 

Foods to be substituted: _______________________________________________________________ 
(For non-disabled students who cannot have fluid milk, food services will choose the most appropriate milk substitute.) 

Texture Modification: ____ soft     ____ minced     ____ pureed     other (specify) ____________________ 

HISD Formulary - Please choose from the following list:
Boost Kid Essentials 1.0 Nutren Jr.  Nutren Jr. with Fiber Peptamen Jr. 1.5 
Peptamen 1.5  Nutren 1.5 

*Supplements not on the formulary list will take up to 6 weeks to be processed

Supplement dosage per meal: 
_____ Breakfast _____ Lunch  _____ After School Snack Program (if offered) 

Will the student eat a regular meal along with receiving a supplement? Yes No 

Name of Medical Authority (please print): ______________________________________________________ 

Signature: _______________________________________________ Date: ___________________________ 

Phone: _________________________________________________ Fax: ____________________________ 

Mailing Address: __________________________________________________________________________

Send completed forms to school nurse/nurse consultant. Physician requests must be renewed each school year.
Any change of treatment must be requested in writing by the physician.  To ensure that the request is 
processed prior to the first day of school, submit the request no later than one month prior to the first day of school. 
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