
School-To-School Transfer Form

20___ – 20___ School Year

Student’s Name: _________________________________________ Date of Birth: _______________________

Grade: ___________ Current School: ______________________________ Male Female

Parent/Guardian Name: _____________________________________________________________________

Home Address: ____________________________________________________________________________

Home Phone: ____________________ Work Phone: ___________________ Cell Phone: _________________

Transfer School: _______________________________________________

Are there other siblings that attend this school? Yes No

Please list the following:

Sibling’s Name Grade

Reason for Transfer: _______________________________________________________________________

________________________________________________________________________________________

Questions Related to Health Services at the Time of a Transfer Request:

1. Does your child have a health/medical condition? ☐ Yes ☐ No
If yes, Specify ___________________________________________________________

2. Will your child need to receive injections at school? ☐ Yes ☐ No
If yes, Specify ___________________________________________________________

3. Will your child need a nurse for a specific treatment/care? (such as g-tube feeding, catheterization)
☐ Yes ☐ No
If Yes, Specify ___________________________________________________________

4. Does your child have a life-threatening food allergy? ☐ Yes ☐ No
If yes, Specify _________________________________________________________

Parent/Guardian Signature: ________________________________________ Date: ____________________

Revised 12/07/2018


	20: 
	20_2: 
	Students Name: 
	Date of Birth: 
	Grade: 
	Current School: 
	ParentGuardian Name: 
	Home Address: 
	Home Phone: 
	Work Phone: 
	Cell Phone: 
	Transfer School: 
	Siblings NameRow1: 
	GradeRow1: 
	Siblings NameRow2: 
	GradeRow2: 
	Reason for Transfer 1: 
	Reason for Transfer 2: 
	Does your child have a healthmedical condition: Off
	If yes Specify: 
	Will your child need to receive injections at school: Off
	If yes Specify_2: 
	Will your child need a nurse for a specific treatmentcare such as gtube feeding catheterization: Off
	If Yes Specify: 
	Does your child have a lifethreatening food allergy: Off
	If yes Specify_3: 
	Date: 


