- Bepartmont of For Official Use
Education 0 ES oMsS O HS

Student Registration Form OGE MSE OEL

To Be Completed by Parent/Guardian:

Student Information

LAST NAME FIRST NAME MIDDLE NAME STUDENTID #
HOME ADDRESS (House number, Street name, Apt #, City, State, ZIP} HOME PHONE NUMBER
{ )

DATE OF BIRTH {mm/dd/yyyy) | AGE | GENDER {optional] | PLACE OF BIRTH HOME/NATIVE LANGUAGE

METe[
NAME, CITY, STATE OF LAST SCHOOL {or current school) | LAST GRADE COMPLETED
HEALTH INSURANCE INFORMATION: Does the student have health insurance? HEALTH ALERT: Any health condition that
(T YES = If YES, what type of coversge s it? (J Private Health Insurance £ Medicaid [3 Child Health Plus B affects participation in physical activities.
[ NO = IFND, would you like to be contacted about petting coverage? [ Yes £ No Oves OINo

SPECIAL EDUTATION INFORMATION: Does the student receive special education services?
(3 YES = I YES, du you have a copy of the Individualized Education Plan {IEP)? (3 Yes [T No

O no

Parent/Guardian Information . ]

- LAST NAME FIRST NAME RELATIONSHIP TO STUDENT
HOME ADDRESS {House number, Street name, Apt #, City, State, ZIP) PARENT/GUARDIAN PREFERRED LANGUAGE

WRITTEN: SPOKEN:

HOME PHONE NUMBER WORK/CELL PHONE NUMBER PARENT/GUARDIAN EMAIL
{ } { )

To Be Completed by Enrollment Staff:
Registration {check one): Dispeosition:
F New

3 Re-admit to NYC DOE {less than 1 year)
& Re-admiit to NYC DOE (longer than 1 year) .
0O Code 10 Return () Code 10 Return): Enrolied Schoo! Name DBN
(3 Student has current transeript
O Transcript request made to out-of — Referred to:
New York City schoo} Schoo!l Name DBN

Transfer Request (check one}:
1 safety

O Medical

O Travel (HS only}

03 Child Care (ES only)

0 Sibling {ES only)

O Other (please specify):

1)

2)

3)

Notes:

! have met with a counselor and understand my options and the process for schoo! placement. | understand the information presented
and have received the information necessary to proceed.

Name/Signature of Parent/Guardian: , Date:

Name/Signature of Counselor:

Additional Comments:

1SV1 :FNVYN INIANLS
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The Mow York City Dopurtment of Education

Parent/Guardian Home Language ldentification Survey

Dear Parent or Guardian,

[n order to provide your child with the best education possible, we need to determine how well he or she understands, speaks, reads, and
writes English, Ir erder to keep you informed, we would like to know your language preference when receiving important information from
the school. Your assistance in answering the questions below is greatly appreciated.

Thank you.

PART 1, NYSITELL ELIGIBILITY This information provided below will be used along with other information provided to determine your child’s
home language and eligibility for the New York State Identification Test for English Language Learners (NYS|TELL}, Check (v} the box that
appties. If another language is used, piease specify.

A ﬁa:t tanguagels) does the child nnderstand? L

O English [ specify other language(s):

3 What iag%sgﬁégelcs}'ﬁgej the child speak?

3 English [3- Specify other‘ianguage(s]:

'3, What!anguage(}duesthechald read? . o . B s B

ij English O specify other iunguage(s): [ Does not read

4 What language(s) does the child wrlte?

1 English O Sspecify ather language(s): £ Does not write

s W-!jat 1§p':ghégg Is sp_i:ikt_zh in the chid's home or residence mast of the time? -

1 English O specify other language(s}:

6. What {anguage dnes the chijvr:f'spfzalg yﬁ}ith parents/guardians mast of the time?

1 English [ Specify other language(s):
| 7. What language does the child speak with brothers; sisters, or fr‘iends' maost of the time?

[0 English [ Specify other languagels):

B, What [anguage does the child speak with other refatives or caregivers (e.g., babysitters) mast of the time?”

[J English 3 Specify other language(s):

PART 2. PRIOR EDUCATIONAL INFORMATION Responses to these questions will be used for instructional planning. Enter the information
for each of the following guestions concerning your child.

1. Is this the first ime the child has attended a schonl in the United States? - " OYes © [ONo -
" IENO, answer questsuns below . .

*  Where did he/she go to school?

s How long did he/she attend school?

o  How many hours each day?

a  How many years of school dig he/she attend?

«  Which language was used for instructinn?

*  Has there ever been a time when your child missed schaoi for an extended time? if yes, piease describe.

7 Hasthechlldaﬁen&edschﬂﬂtm anothercountr_\[? ) ) _- i E!Yes_ - ‘j- EINu -
IEYES, answerquestmnsheiaw T Lo, : R

«  Where did he/she go to school?

»  How long did he/she attend school?

*  Which language was used for instruction?

. 3. Did the chiid partlcipate in any group expenence prwrm entering schocll {e g., daycare, pre-school)? I'_'!Yes Mo’
o if\"ES uhatlanguage was used? - :

des the chifd use any. uther farm(s) of cummumcanon, such as Amencan Sign Language or Augmentatlve Cammumcatlnn Device
(eg commuwiﬁtlan huard manual/e[ectmnlc]? R : . [IYes CiNo

IFYES, spgclfy.

PART 3. PARENT INFORMATION Responses to these supplementary questions will be used sa that the NYC
Department of Education can communicate with you in the language of your choice.

1" inwhat language would yols Hke to receivé written information from the schoof?

2. Inwhat Ianguagé would you prefer to communicate crally with schoo | staff?

Student-Name (last, first);

Parent/Guardian Signature ) Date




Student Name (last, first):

The Mew York City Depariment of Education

Parent/Guurdian Home language ldentification Survey

T BE COMBLETED BY SCHDOL PERSONNEL =

“Please do not place 'studént]nfotmaﬁnn?srfckerbn_this farm sl

 Dlstrict: Borough: __ School Number: Date!
Student Last Name: ) Student First Name:
Student ID#: Grade: Official Class:

RELATIONSHIP OF PERSON PROVIDING INFORMATION FOR SURVEY {check one):
O Mother - O Father 0 Guardian

[J Seif {Student 18 years orolder} €1 Other {specify):

MANDATED INTERVIEW WTTH STUDENT AND PARENT [Interview must be in English and, if applicable, the parent’s preferred
language)

0 English I Specify home language:

Print full names and titles of trained pedagegue(s) conducting interview In English and home language with studant and parent:

Last, First Name Title Last, First Name Title

Last, First Name Titie {=st, First Name Title

If an interpreter other than the above pedagoguel(s) is used, print full name and title or relationship to student, if applicable.

Last, First Name Title/Retationship

0 Check here if over-the-phone Translation & interpretation Unit services were used in lleu of schoal-based personnel.

TWO-LETTER OTELE ALFHA CODE

NYSITELL-ELIGIBILITY

Print full name and title of tralned pedagague determining NYSITELL eligibility (Iif student has an IEP, indicate data the Longuoge
Proficiency Tearn NYSITELL Determinaticn Form was sent to the Language Proficlency Team). NOTE; Only students whose home
language is other than English are eligible for NYSITELL-eligibility determination.

Last, First Name . Title

Signature Date

Eligible-for NYSITEWL testing: © YES (3 NO
1 Check here If this student has an IEP, Date Languuge Proficiency Teom NYSITELL Determination Form was sent to LPT:

FURTHER-SIFE SCREENING
ts the student eligible for further SIFE screening? {OTELE Code must be other than “NO™)

FIYES NG




Department of
Education

Federal Parent/Guardian Student Ethnic and Race ldentification
{PSE Form)

To the Parent or Guardian:

Federal law requires the New York City Department of Education to collect and record the ethnic identity and race
of public school students. This information is used to determine funding for your school, among other things, and
is kept safe and private,

We need your help to accomplish this task. Please respond to the ethnicity and race identification questions on
the back of this page. The first question gives you a chance to share if your child is of Hispanic, Latino, or Spanish
origin. The second question gives you a chance to share your child’s race or races. The federal government
provides the options that you will choose from. Please respond to both questions.

We understand the sensitive nature of this process. The options may not represent a perfect or complete
portrayal of your family’s own ethnic or race identification. We encourage you to select the options using your
best judgment. If you choose not to answer, federal guidelines require New York City Department of Education
school staff to respond on your behalf.

Race and ethnicity information for students is protected by the confidentiality regulations cited at the bottom of
this page.*

Thank you for your cooperation.

Directions for parents and guardians:
Please complete the form on the other side of this page and return i to your child’s school.

Directions for school staff:
File the completed form in the student’s cumulative folder as confidential information.

! Confidentiality Procedures and Regulations: the Family Educational Rights and Privacy Act (FERPA)} and
Regulations of the Chancellor A-820 prohibit unauthorized access to student records and unauthorized release of
any student record information identifiable by either student name or student identification number.

T&-30775 PSE Form (English)




@q Departmerit of

on Education

Federal Parent/Guardian Student Ethnic and Race Identification

» All students between 5 and 21 years of age have the right to a free and public education.

» Federal law requires the New York City Department of Education to collect and record the ethnic identity and race(s} of public
school students.

¢ Children may not be refused admission to a public school because of race, color, creed, national origin, gender, gender identify,
pregnancy, immigration/citizenship status, disability, sexual orientation, religion, or ethnicity.2

SCHOOL STAFF: PLEASE COMPLETE THIS SECTION

Student Name: Dateof8irth: __ _ / . [/

{Last name, first name, middle initial) {Month/Day/Year)
Name of School: District Borough Number: __
Grade level; Official Class Code: _____

NYC Student identification Number:

PARENT OR GUARDIAN: PLEASE COMPLETE THIS SECTION

Please answer both questions 1 and 2. Please read them before you respond.

For question 1, mark the box that best describes your child.

1. Is the student Hispanic, Latino, or of Spanish origin? Hispanic, Latino, or of Spanish origin means a person of Cuban, Deminican,
Mexican, Puerto Rican, Central or South America, or other Spanish culture or ofigin, regardless of race.

O YES, Hispanic
O NO, not Hispanic
For question 2, mark all boxes that apply to your child.

2. Select one or more races from the following five racial groups.

AMERICAN INDIAN OR ALASKAN NATIVE: A person having origins in any of the original peopies of North America and
South America (including Central America). (ATS Code: B)

ASIAN: A person having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian Sub-Continent
inciuding for example, Cambodia, China, India, japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and
Vietnam. (ATS Code: C)

D NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER: A person having origins in any of the original peoples of Hawaii, Guam,
or other Pacific Islands. {ATS Code: D)

I:] BLACK: A person having origins in any of the Black racial groups of Africa. (ATS Code: E)

I:I WHITE: A person having origins in any of the original peoples of Europe, North Africa, or the Middie East. {ATS Code: F}.

Signature of Parent/Guardian/Other/Schooi Staff Observer; Date:

Relationship to student:

O Parent O Other {specify):

O Guardian O School Staff Observer {name}:

2 Race may be considered as a factor in school enrafiment only where required by court order; gender is a factor only in single-gender schools,
T&l-30775 PSE Form {English)



A-101 Chaneellor's Repuiation A-101 Page 3 0f 1

Pepartment of
Educatlon

Chancellor's Regulation A-101
Housing Queslionnire
Parent/Guardian/Student;

This form is intended to address the McKinney-Vento Act 42 U.5.C. 11435 and must be completed for each student.
The Informatlon you provide is confidential. Your child will not be discriminated against based upen the information
pravided,

Please complete lhe lollowing questions regarding the student's housing in order {o halp determine services the student
may be eligible to receive.

Note to Schools/Temporary Housing Lialsons; Please assist students and families in filling out this form. Do not
simply include this form in the registration packet, because if the student qualifies as residing In temporary housing, the
student Is not required to submit proof of residency and other required docurents that may be part of the registration
packel. The district eannol disclose housing status information without parental consant,

Student Name & information:

Las{ Name First Name Middle Name

OSIS Number Date of Birth (MM/DD/YY} Schaal

Please Identify the student's current living arrangements, Please check one box:

Check (V) Housing Questionnaire Choice (School Use
Only} ATS
Code

Doubled Up - With another family or olher person because of loss of housing or as a b

O result of economic hardship

O Shelter - Emergency or transitional sheller s

O Hotel/Matel - Living In what is NOT an emergency or transitional shelter and invalves H
paymeni

O Other Temporary Living Situation - Trailer park, campground, ear, park, public T
places, abandoned building, street, or any olher inadequate fiving space

O Permanent Housing - Student who is fiving in a fixed, regutar, and adequate housing P
situation

If the student is NOT living in parmanent housing, alsa indicate if tha below applies:

Unaccompanied Youth - Youth whe is act in the physical custody of a parent or | {Schooi Use Oniy)
E] guardian Enter “Y™ if
Applicable
Parent/Guardian {print) Parent/Guardian Signature Date

Please return this form to your child’s schoo! as requested.

Note: The answer you give above will help determine what services you or your child may be aligible lo receive under the
McKinney-Vento Act. Students who are prolected under the Act are eptitled to Immediate enrollment in school even if
they do not have the documents nommally needed, such as proof of residency, school records, Immunization records, or
birth certificate. After the student has been envolled, the new school must contact the tast schaol attended to request the
sludent’s educational records, including immunization records, and Students in Temporary Housing (STH). Liaison(s)
must help the student get any olher necessary documents or immunizations. Students who are protected under the
McKinney-Vento Act may also be entitled to free iransportation and other services, Please refer to Chancelior's
Regulation A-780,

This form is accompanied by a one-page attachment titled: *“McKinney-Vento Homeless Assistanca Aat - Students in
Temparary Housing Guide for Parents & Youth™

Revisad 1202016




EMERGENCY CONTACT CARD {Print Information) SCHOOL YEAR 20 Student ID:

Student Last Name First DOB : Sex
Parent/Guardian (student resides with) Relationship Contact number/s

Other Parent/Guardian ‘ Relationship Contact number/s

Parent’s preferred Language of Communication: Written Verbal

Student Address Zip Preferred email

OTHER THAN PARENT/GUARDIAN, CHILD WILL BE RELEASED ONLY TO THE FOLLOWING PERSONS (additional names may be written on back):

Name __Telephone Relationship
Name Telephone Relationship
Name Telephone Relationship
Name Telephone Relationship

If there is a person who MAY NOT have access to child, please indicate:

Name Relationship Order of Protection Exists: yes no
HEALTH ALERTS/ALLERGIES NAME OF PHYSICIAN Phone
Does child have any health condition that may affect participation in physical activities? Yes no

Notes/Comments:

If none of the named contacts can be reached, what do you wish the school to do if your child is sick or injured?




) | Depariment of Health | Department
] I and Mental Hydiene of Educat]on

TO BE OOMPLETED BY THE. PARENT OH GUARDIAH;.

CHILD & ADOLESGENT
HEALTH EXAMINAT

IoN FDRM P 'n,

Widdle Name

Sex [ Female | Date of Birth (MontvDay/Year)

Birth history fage 0-6 yrs)
[ Gneomplicated () Premature: weeks gestation

TO BE COMPLETED BY THE HEALTH CARE PRACTITIONER:

Ghild's Last Nama First Name
[ Male / / .
Child"s Address Hispanic/Latino?  |Race (Check ALL thatapply) [ American Indian [0 Asien 7] Biack [ White
LYes TN |1 Native Hawaan/Pacific Istander [ Other
City/Borough State Zip Code School/Center/Camp Name District ____ | Phone Numbers
Number__ _ _ iHome
Hesith insurance [1Yes |0 Parent/Guartian iLast Name First Name Email Cel
{including Medicaid)? [J No {3 Foster Parent Work

Does the chlidlado!esceni hava a ;:ast or present medu:a[ hlstory uf the fn!iowing'?

[ Asthma {efrack severity and aftach MAF): [ Intermitent

"1 waid Persistent

it persistent, check ail current medicationis) [ Guick Relist Medication (] Inhaled Corticosterold

[3 Moderate Persistent [ Severe Persistent
[3 orai Steroid  £71 Other Controber [ Kone

(] Other

[3 Complicated by Asthma Contro| Status ] Weil-controtied [} Pactty Controlled or ot Controlied
. [1 Anaphylaxis [ Seizure disorder Medications (aitach MAF If in-schoo! medication nesd,
Allergies L None 1 Ept pen prescribed [} Bahavioral/mental health disorder [ Speach, hearing, or visual impairment "
d [ None [ Yes st betow)
[} Congenitat or adquired heart disorder ] Tuberculosis fatent infection or disease)
[ Drugs sy [} Developmentatfearning problem [ Hospitafization
[ Diabetes atiazh MAF} {7) Surgery
[ Foads sy L] Orthapedic Injuryfdisabllity () Ottrer {specify)
[ Other gist Explain all checked items above. O Addendum attached,
Atfacti MAF if in-school medications needed
PHYSICAL EXAM Dateof Exam: __/ _/ |General Appearance;
| ] Physicaf Exam WNL
Yhile)
Height . _.__om b — . ) M Abnt N Abni M Aot M Abai & Abnl
Weight __ kg (— — %) 11373 Psychosortal Development [ 1 HEENT (3 {1 Lymph nodes [ O] Abdomen O O 8kin
BMI kg/m? {__ %iig [T Language [ £ Dextal [3{1tungs {1 {7 Genitourinary [ [ Neurological
ead Ci . - [ {7 Behavioral [ £1Neck [] [] Cardiovascular {3 O Extremnities L1 [ Back/spine
lead Circumference fage <2 yrs) em {______ %lle) Describe abnormalities: -
Bload Pressure (ago 22 yrs) / _
DEVELOPMENTAL fage -6 oo iy O oo e e e e «{ Hearing ' i+ ate Dond
Validated Screening Toot Used? Date Screened <1 yeari:l Breastfed i"_"] Furmula D Bu!h < 4 years: gross hearing !/ [j,w DAan Dﬁgfgn-gd
=1 year [} Well-Dalanced [ Needs guidance [} Sounsaled T Referred
LiYes LiNo —— Dietary Restrictions [ ona [ Yes flist below; OAE ——t D Dty Difetered
Streening Results: (] WNL 2 4 yrs: pure tone audiometry it v Dl DReferred
L Belay or Concem Suspected/Confirmed (speciy areafs) below): i - —{Vision ‘Date Dane Results
1 Cogritive/Problem Solving 3 Adaptive/Sei-Help “SCREENING TESTS ' Pafe Dlone o fssulfs it i) g years; Vision appears: ! M O At
{J Communicationd.anguage [ Gross Motar/Fine Motor Bleod Lead Level (BLL) / ] pofdl Acuity {required for new estrants Right /
[ sccial-Emotonat or [ omer Area of Concern; {required at age 1 yr and 2 and chiltren age 3-7 years} _Jp ieft
Parsonal-Soclai yrsand for those atrisk) | [ [ ___ pgidl, ] Unable to test
Describe Suspected Delay or Concern: Lead Risk Assessment [ At risk {do BLL} | Screened with Glasses? OYes [ONo
{at each well chiid e[ Strablsmus? CYes [INo
exam, age 6 mo-6 yrs) _CI Mot at rlsk Dantal T
} s e Gl Gare DRy = } Visible Tooth Decay i [OYes N
Hemnglahin of / / 9"{“- Urgent need for dental refemral (pakn, swelling, infection) | OYes [ No
Child Receives EVCPSE/CSE services C} Yes [ No| Hematoerit R % _ | Dental Visit within the past 12 months DYes [lNo
GiR Number l | § ] l l | ! i i Physiclan Confirmed History of Varicefla Infection [ Report only posttive Immunity:
HMMURIZATIONS - DATES 196 Titers | Dats
LLEZUEE 2L Y AN AN SN SN N ST N SN SN A S A Tdap __ ¢/ /4 __ ‘LHepattisB _ 4}
L I S SR SN SNNNSNNY S SN SN SN S R MMR ¢ s b b Measles s ¢
Polle ___ ¢ ¢ 0 4l 4 h.. . f1t = Varcella  ___/ o+ 4 4 Mumps __ ;
MepB v o 4 bbb b g 4. MeningAOWY __ ;4 4 4 fo. Rubefa _ ¢ s
11 RN S SRR SN RS SEN ST AN R SN S HepA v v il b Varcelfa ___ ;4
Y S SR S Y S SENN A S S S Rotares  _ v ¢ ¢ g . Paio? __ s s
Wfvenza __ /4 4 4 b &t MenngB _ s r  __ ;1 __ i 4 Polie2 ___ /1
W b 4y Other____ g g4 .y oy [ T S
ASSESSMENT [ Wel Child (00,129} [] bizgnoses/Prohlems fist) IGD-10 Code | RECOMMENDATIONS [JEult physical activity
73 Restrictions (specify)
Follow-up Needed [ No {7 Yes, for Appt.odate: s __ 4

Referral{s): (dNone [T Early Intervention

OIEP  [IDental [ Vision

Haalth Care Practitioner Signature

Date Form Completed

Health Care Practitioner Name and Degree jorind

Practfticnar Licanse No, and Sfate

Facility Name National Provider identifiar (NPY
Address City State Zp
Telephone Fax Email

Ftlﬁ.M.“_”’: B | :.“.l : J.

| ..|: '|' H _i_. ';'_

CHZ05_Health_Exam_2023 May 2023.indd



