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Elmsford Union Free School District Samone Grixti 

22 South Hillside Avenue Principal of Primary School Carl L. Dixson 

Elmsford, New York 10523 (Phone) 914-592-2092 (Fax) 914-592-2163 

sgrixti@eufsd.org 

  

Dear Parents/Guardians, 

To better ensure the safety of your child, we are asking that all parents/guardians fill out the 

attached Pick-up Release Form. We realize that there may be times when someone other than you 

may have to pick up your child at school. 

Only people listed on your Pick-up Release Form will be allowed to pick up your child. 

You still need to send a note authorizing the pick-up. 

Please notify the people on your list that they must bring photo ID when picking up your 
child. 

If there is a time when you need to have someone who is not on your pick-up list pick up your 

child at school you must send a note to your child’s teacher (we cannot accept phone calls for this 

change.) The note should include the date of the pick-up, name and telephone number of the 

person you are authorizing and your signature and a phone number where we can reach you. 

If the Pick-up Form is not completed and returned to your child’s teacher, we will not be able 

to release your child to anyone other than the parents/guardian. 

Lastly, after 3:00 PM children will not be dismissed through-the- office. lfyou-arriveto—  ————- 

pick up your child after 3:00 PM, please go to the designated area to pick up your child at the 3:20 

(2:55 on early release days, and 11:35 AM on half a day) dismissal time. 

We thank you for your cooperation in maintaining a safe environment for all our students. 

Sincerely, 

Samone Grixti 

Principal, Dixson Primary School



  REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM 

TO BE COMPLETED BY PRIVATE HEALTHCARE PROVIDER OR SCHOOL MEDICAL DIRECTOR 

Note: NYSED requires a physical exam for new entrants and students in Grades Pre-K or K, 1, 3, 5, 7,9 & 11; annually for 

interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or 
Committee on Pre-School Special Education (CPSE). 

STUDENT INFORMATION 

Affirmed Name (if applicable): DOB: 

  

  

  Name: 

  
Gender Identity: LJ Female LJ Male DNonbinary OX   Sex Assigned at Birth: LJ Female 1 Male 

      
  

  

  

  

  

  

School: Grade: Exam Date: 

HEALTH HISTORY 

If yes to any diagnoses below, check all that apply and provide additional information. 

Type: 

C1 Allergies o ; 
C1 Medication/Treatment Order Attached (Anaphylaxis Care Plan Attached 

O Intermittent LI Persistent O Other: 
O Asthma 

LD] Medication/Treatment Order Attached [Asthma Care Plan Attached 

Type: Date of last seizure: 

LC Seizures . 
O Medication/Treatment Order Attached LI Seizure Care Plan Attached 

Type: 01 02 
O Diabetes o . 

O Medication/Treatment Order Attached O Diabetes Medical Mgmt. Plan Attached   
  
Risk Factors for Diabetes or Pre-Diabetes: Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors:Family Hx 

T2DM, Ethnicity, Sx Insulin Resistance, Gestational Hx of Mother, and/or pre-diabetes. 

  
  

BMI kg/m2 o 

Percentile (Weight Status Category): O<st  pgstgt  Osot.g4t  pestg4w [Jg9st.ggh  [(Jg99%and> 

Hyperlipidemia: [Yes [l Not Done Hypertension: LIYes CL] Not Done 

  PHYSICAL EXAMINATION/ASSESSMENT 

  

  

  
  

Height: Weight: BP: Pulse: Respirations: 

bo . Positi Newati a Lead Level 
Laboratory Testing ositive | Megative ate Required for PreK & K aoe 

TB-PRN O Ol 
Ol TestD O dE d>5 L 

Sickle Cell Screen-PRN O O ca eaulBesated => ea           
  LJ System Review Within Normal Limits A _ 

CL] Abnormal Findings — List Other Pertinent Medical Concerns Below (e.g., concussion, mental health, one functioning organ) 

    
    

  

DJ HEENT lO Lymph nodes O Abdomen O Extremities Dl Speech 

CJ Dental CJ Cardiovascular Ol Back/Spine/Neck CJ Skin Dl Social Emotional 

CL] Mental Health | CJ Lungs L] Genitourinary CL] Neurological CI) Musculoskeletal 

O Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list) ICD-10 Code*     = *Required only for students with an IEP receiving Medicaid | - O Additional Information Attached-= * 
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Name: Affirmed Name (if applicable): DOB: 

    
  

  

  

  

  

      
  

  

  

  

    
  

  

  

  

SCREENINGS 

_ Vision & Hearing Screenings Required for PreK or K,1,3,5,7,&11. a 

Vision Screening | With Correction Yes No - Right Left Referral | Not Done 
Distance Acuity 20/ 20/ O Yes O 

Near Vision Acuity 20/ 20/ O Yes O 

ColorPerception Screening DO Pass LI Fail O 

Notes 

Hearing Screening: Passing indicates student can hear 20dB at all frequencies: 500, 1000, 2000, 3000, 4000 Not Done 

Hz; for grades 7 & 11 also test at 6000 & 8000 Hz. 

Pure Tone Screening Right (UU Pass LJ Fail | Left LJ Pass LI Fail Referral LJ Yes O 

Notes 

o oo Negative Positive Referral Not Done 
Scoliosis Screening: Boys grade 9, Girls grades5 & 7 O O CO Yes O         
  

FOR PARTICIPATION IN PHYSICAL EDUCATION*/SPORTS*/PLAYGROUND/WORK 
  

O *Family cardiac history reviewed — required for Dominick Murray Sudden Cardiac Arrest Prevention Act 
  

U Student may participate in all activities without restrictions. 

If Restrictions Apply — Complete the information below 

U Student is restricted from participation in: 

L] Contact Sports: Basketball, Competitive Cheerleading, Diving, Downhill Skiing, Field Hockey, Football, Gymnastics, Ice 

Hockey, Lacrosse, Soccer, and Wrestling. 

O Limited Contact Sports: Baseball, Fencing, Softball, and Volleyball. 

L] Non-Contact Sports: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimming, Tennis, and Track & Field. 

L] Other Restrictions: 

  

Developmental Stage for Athletic Placement Process ONLY required for students in Grades 7 & 8 who wish to play at the 

high school interscholastic sports level OR Grades 9-12 who wish to play at the modified interscholastic sports level. 

Tanner Stage: LII Ol Olll OV OV 
  

LI Other Accommodations*: Provide Details (e.g., brace, insulin pump, prosthetic, sports goggles, etc.): 

*Check with the athletic governing body if prior approval/form completion is required for use of the device at athletic competitions. 
  

  

  

  

MEDICATIONS 

L] Order Form for medication(s) needed at school attached = 

COMMUNICABLE DISEASE IMMUNIZATIONS 

L) Confirmed free of communicable disease during exam CL] Record Attached [J Reported in NYSIIS   
  

HEALTHCARE PROVIDER 
  

Healthcare Provider Signature: 
  

Provider Name: (please print) 
  

Provider Address: 
  

Phone: Fax: 
  
    Please Return This Form to Your Child’s School Health Office When Completed. 
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Elmsford Union Free School District 

  
Dental Health Certificate 

Parent/Guardian: New York State law (Chapter 281) permits schools to request an oral health assessment at the same time a health 
examination is required. Your child may have a dental check-up during this school year to assess his/her fitness to attend school. Please 
complete Section 1 and take the form to your registered dentist or registered dental hygienist for an assessment. If your child had a dental 
check-up before he/she started the school, ask your dentist/dental hygienist to fill out Section 2. Return the completed form to the school's 
medical director or school nurse as soon as possible. 

  
Section 1. To be completed by Parent or Guardian (Please Print) 

  

  

    
  

Child's Name: Last First Middle 

Birth Date: / / Sex Male Will this be your child's first oral health assessment? O Yes ONo 

Month Day Year oO Female 

School: Name Grade 

  
  Have you noticed any problem in the mouth that interferes with your child’s ability to chew, speak or focus on school activities? O Yes UU No 

    | understand that by signing this form | am consenting for the child named above to receive a basic oral health assessment. | understand this 
assessment is only a limited means of evaluation to assess the student's dental health, and | would need to secure the services of a dentist in order for 
my child to receive a complete dental examination with x-rays if necessary to maintain good oral health. 

| also understand that receiving this preliminary oral health assessment does not establish any new, ongoing or continuing doctor-patient relationship. 

Further, | will not hold the dentist or those performing this assessment responsible for the consequences or results should | choose NOT to follow the 
recommendations listed below. 

Parents Signature Date 

  
Section 2. To be completed by the Dentist/ Dental Hygienist 

  

I f 

| NOTE: Not in fit condition of dental-health_means, 

|. The dental health condition of on__ (date of assessment) The 
  

| date of the assessment needs to be within 12 months of the start of the school year in which it is requested. Check one: 

| Yes, The student listed above is in fit condition of dental health to permit his/her attendance at the public schools. 

L] No, The student listed above is not in fit condition of dental health to permit his/her attendance at the public schools. 

that-a-condition- exists that interferes with a student's ability to chew, speak or focus 

on school activities including pain, swelling or infection related to clinical evidence of open cavities. The designation of not in fit 

condition of dental health to permit attendance at the public school does not preclude the student from attending school. 

Dentist's/ Dental Hygienist’s name and address - 

(please print or stamp) Dentist's/Dental Hygienist's Signature 

  

  
    

      
Optional Sections - If you agree to release this information to your child's school, please initial here. 

Il. Oral Health Status (check all that apply). 

OYes No Caries Experience/Restoration History — Has the child ever had a cavity (treated or untreated)? [A filling (temporary/permanent) OR a 
tooth that is missing because it was extracted as a result of caries OR an open cavity]. 

OYes No Untreated Caries - Does this child have an open cavity? [At least Y mm of tooth structure loss at the enamel surface. Brown to dark- 

brown coloration of the walls of the lesion. These criteria apply to pits and fissure cavitated lesions as well as those on smooth tooth surfaces. 

If retained root, assume that the whole tooth was destroyed by caries. Broken or chipped teeth, plus teeth with temporary fillings, are 
considered sound unless a cavitated lesion is also present]. 

DYes DUNo Dental Sealants Present 

  

  
Other problems (Specify): 

Il. Treatment Needs (check all that apply) 

O No obvious problem. Routine dental care is recommended. Visit your dentist regularly. 

O May need dental care. Please schedule an appointment with your dentist as soon as possible for an evaluation. 

O Immediate dental care is required. Please schedule an appointment immediately with your dentist to avoid problems.   
  

(3/2018) 

 



ELMSFORD PUBLIC SCHOOLS 

HEALTH HISTORY REGISTRATION FORM 

KINDLY COMPLETE THIS FORM AND RETURN TO SCHOOL WITH REGISTRATION PACKET 

Child's name Sex M F 

Last Name First Name 

Date of Birth Place of Birth 
  

City, State, Country 

Mother's Name Father's Name 
  

BIRTH HISTORY 

  

Was mother ill during pregnancy? YES > NO 

Was birth normal? YES___ NO 

Was child premature? YES NO 

Child’s weight at birth? __Lbs. Oz 

HEALTH HISTORY AND DEVELOPMENT 

Does your child have any speech difficulty? YES NO 

lf YES please specify difficulty 

  

Are there any special habits your child has such as: 

      

  

Thumb sucking YES NO Head banging = YES NO o 

Fears YES NO Rocking YES NO 

Nail biting YES NO Emotional problems YES NO 

If YES explain 

Does your child have frequent ear infections? YES NO 

If YES which ear 

Does your child have hearing loss? YES NO 

If YES which ear 

Is he/she presently under care for this? YES NO 

Does your child have a vision problem? 

If YES, explain 
  

When were eyes last examined professionally? Date 
  

Does your child wear glasses? YES NO 

Has your child ever been to a dentist? YES NO 

lf YES, has dental care been completed? YES NO



  

  

  

  

  

    

  

  

  

  

Family Physician 

Does your child have asthma? YES NO 

Does your child have allergies? YES NO 

Including medications, bee and insect bites 

IF YES, what are they? 

Is your child allergic to peanuts, peanut products, nuts of any kind? YES NO 

Does your child take medication treatments, either on a part-time YES NO 

or regular basis? 

IF YES, what are they? 

Has your child had the following: 

Operations YES NO Serious Accident YES NO 

Fractures YES NO Head Injuries YES NO 

IF YES, give details: 

Has your child been hospitalized for any condition? YES NO 

Name of condition or disease 

Hospital Date 

Please check any ofthe following conditions that your child might have or have had: 

seizures diabetes chicken pox 

chronic rashes headache cerebral palsy 

rheumatic fever frequent nosebleeds frequent sore throats 

scarlet fever o tuberculosis pneumonia o o 

Other illness (specify) 

Please check any conditions that immediate family have had: 

asthma anemia diabetis 

hypertension tuberculosis nervous problem 

convulsion heart attack under the age of 45 

Are there any health conditions in your family that are a problem to you and your child? 

YES NO 

Are there any health problem NOT already mentioned? YES NO 

lf YES, explain 

Parent’s Signature Date 

  

Phone Number 
 



ELMSFORD PUBLIC SCHOOLS 

HEALTH SERVICES 
AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION 

  

    

    

    

    

    

    

  

  

  

  

  

  

  

  

  

    

Student name Birthdate 

Healthcare provider Phone 

Address Fax 

Healthcare provider Phone 

Address Fax 

Healthcare provider Phone 

Address Fax 

a School Nurse o  Immunizations/physical exams to comply with NYS regulations 

o Physical Therapist Oo Social History 

o Occupational Therapist o Psychological evaluations/report 

oO Speech Therapist o Medical clearances as needed following an injury or change in condition 

o  Audiologist a Medical orders required for therapy needs;evaluations 

o Vision Department o  Authorization for medications during the school day or on school trips 

a  Admissions Officer ou Medical condition/treatment plans that may have an impact in the school environment 

o School Social Worker o Physician referral for services (OT,PT) 

o a Other   
  

| hereby authorize my child’s physician(s) listed above to exchange the following information with 

This information will be used to provide a safe and healthful environment and develop appropriate program for this student at 

school. Enrollment is not contingent up on obtaining this release, however, in order to plan the most appropriate program for this 

student, the information may be required. Specific immunizations per NYS regulations ARE required for enrollment. This release 

expires on the last day of enrollment of the above student in school and may be revoked at any time by sending a request to cancel 

this permission in writing to the address above. Such revocation will not affect made prior to this receipt. Protected health 

information will not be disclosed without consent per FERPA regulations. A copy of this release has been provided to me and will be 

sent to the appropriate provider when requests are made. 

a | wave my right to receive a copy of this notice. 

    

Signature of student over 18 or Parent/Guardian Date 

If a student is under 18 years of age, parent or legal guardian must sign consent form. If other representative is a signing authority to 

act on student’s behalf sign here 
  

This form complies with all HIPPA regulations. 

 





MEDICATION POLICY 

ELMSFORD PUBLIC SCHOOLS 
HEALTH SERVICE 

The New York State Education Department requires that all students who must 

take medication during school hours have the following: 

A. A written request to school authorities signed by the parent or legal 

guardian. 

B. A written request from the physician on his prescription form or 

letterhead stating: 

Child's Name 

Diagnosis 

Name of Medication 

Dosage 

Mode of Administration 

Frequency 

Dates of duration. a
r
>
a
p
a
o
o
®
D
 

The medication must be brought to school in the original prescription bottle, 

properly labeled by a registered pharmacist as prescribed by law.   

This procedure must be followed for administering non-prescription drugs also. 

Upon receiving the request to give medication, a form will be sent home for the 

parent or legal guardian to sign and return to school as soon as possible. 

  

   



Dear Parents, 

ELMSFORD UNION FREE SCHOOL DISTRICT ILLNESS GUIDELINES 

It is our priority to keep all of our students healthy and in school. One way that we can all work together 

to do this is to prevent the spread of illness. If your child is not feeling his/her best, please use the 

following guidelines to determine whether or not he/she should be in school. 

  

Child should not be at school or in 

contact with other children: 

If child feels well enough, he/she 

may attend school: 
  

  

  

  

Runny nose | Cloudy or yellow/green discharge with Clear drainage as with allergies 

congestion, fever 

Cough Frequent or uncontrollable, producing Infrequent, no mucous is being 

mucous or accompanied by fever coughed up and/or child has been on 

antibiotics for at least 24 hours before 

returning to school, no fever 

Fever If temperature is above 100°F or if symptoms of | If temperature is below 100° for 24 hrs. 

headache or cough accompany any elevated without taking a fever-reducing 

temperature. medication and there are no other 

symptoms 

Diarrhea or | One episode of vomiting/more than one Single incident of diarrhea and no 

vomiting occurrence of diarrhea other symptoms (i.e., fever, vomiting); 

must be 24 hours after the last episode 

of vomiting 
  

Strep throat Sore throat, headache, nausea, fever (children 

do not always have fever or complain of a sore 

throat.) 

The only way to rule out Strep is with a throat 

culture. 

After 24 hours on antibiotics and fever 

free for 24 hours 

  

  

  

“Pink eye” Eye is red with complaint of burning or itching; | With a note from the doctor 

Conjunctiviti | crusty, white or yellow drainage is occurring 

Ss 

Rash/Skin Any child with rash or signs of skin infection not | Rash free/written release from 

infection having been evaluated by doctor doctor/after 24 hours on antibiotic for 

skin infection 

Flu Fever/temp above 100%F with accompanying After fever free (less than 100°F oral     sore throat, cough, runny nose, congestion, 

body aches, extreme tiredness, vomiting, or 

diarrhea   temp) for 24 hours without having been 

given fever reducing medication or 
release from physician if diagnosed 

with any type of flu   
  

If you think that your child might have a fever, please check his/her temperature before sending him/her 

to school. Your child should not be sent to school until he/she has been fever free for at least 24 hours 

without taking a fever reducing medication.



  

ELMSFORD PUBLIC SCHOOLS 
DIXSON PRIMARY SCHOOLS 

  

  

— Parent Questionnaire for Parents Entering Pre-K and Kindergarten © Karen’s Kids 1990 : 

CHILD NAME DOB AGE: Yrs Mos 

PARENTS NAME(S) Date form completed 

Read each Question carefully, Mark with an X the statement which best describes your child. Remember that there are no right 
or wrong answers. These statements are merely descriptions of behavior exhibited by your child. 

1. In general, how does your child move around the house or yard? 

__ Very hesitant in movement 

___ sometimes bumps into objects or falls 
__ sure of body 
Additional comments: 
  

  

2. How well can your child dress himself/herself? 

__ cannot dress himself/herself 
__ fair, but with a great deal of assistance 

__ can put on all clothes, but needs help with buttoning, tying, zipping 

__ can dress himself/herself independently 
  

  

Additional comments: 
  

  

3. Which hand does your child use most of the time for eating, drawing or picking up toys? 

__ right ___ left ___ uses both equally 

Additional comments: 
  

  

4. How does your child take care of his/her toys? 
__ carelessly; destroys toys 
__ takes toys apart; unable to put back together 

__ very careful 
Additional comments: 
  

 



PARENT QUESTIONNAIRE FOR PRE-K & KDGN PAGE 2 
  

5. How does your child respond to strangers? 

__ very fearful __ timid or shy at first usually friendly __ very outgoing 
Additional comments: 
  

  

6. How well does your child adjust to new activities and situations? 

__ very cautious __ shy at first takes a little time to get involved 
__ seems eager to get involved right away 
Additional comments: 
  

  

7. Have there been any separations from parent? 

__ hospitalization of parent or child? 

Age of child __ length of separation period __ 

Additional comments: 
  

  

8. What form of punishment does your child respond to: 

__ spankings ___ denial of favorite things ___ scolding or raised voice 

__ isolation-sitting in chair or going to bed __ talking things over 

Additional comments: 
  

  

9. How does your child act when you have to leave him/her? 

__reluctant cries most of the time __adjusts_well 
___ fine, except for occasional circumstances 

Additional comments: 
  

  

10. When does your child look for your affection? 

Additional comments: 
  

  

11. What things upset your child? 
Please comment: 
  

  

12. How does your child get along with other children? 

__ fights cries, is self-centered __ shy at first, then plays well 

__ boss, leader, wants things his/her own way 
___ communicates and plays very well with others 

Are other children at home or in the neighborhood available for play? 
Please comment: 
  

 



  

      

  

       



PARENT QUESTIONNAIRE FOR PRE-K 8. KDGN PAGE 3 
  

13. Does your child have any fears? __ Please comment: 

  

  

14. What kind of things does your child generally play with? Please comment: 

  

  

15. How long will your child stay with an activity such as puzzles, blocks, picture books? 

__ Less than 5 minutes __atleast 15 minutes __ for 1/2 hour __aslongas 1 hour 

Additional comments: 
  

  

16. What kind of things does your child draw? 
__ not interested in drawing yet __ scribbling _ detailed drawings 

__ definite shapes or objects ___ drawings that depict a story 

17. What colors can your child name? 

none 
__a few of the basic colors: e.g.; red, yellow, blue, green, purple, orange, brown, black 

__all of the basic colors plus a few others: e.g.; pink, white, etc. 

18. How does your child count? 

___ names only a few numbers in random order 

___ counts to 10 but misses or skips some numbers o ] a _ 

___ counts to 10, always in correct order 
__ counts beyond 10 

19. How well does your child pronounce his/her words? 

__ | hardly understand him/her at all 
__ | understand; but he/she has trouble with some sounds 

__ pronunciation is good 

Additional comments: 
  

  

20. How well does your child verbally express his/her thoughts? 

_ very clear__ usually clear __ sometimes clear __ poorly 

Additional comments: 
  

 



 



PARENT QUESTIONNAIRE FOR P & KDGN. PAGE 4 

21. How well can your child find things that you name? 

__ rarely understands what | mean __will ask when words are unfamiliar 

_ Can point to a few objects when | name them 
___ seems to understand all the words | use 

Additional comments: 
  

  

22. Does your child follow directions? 

__ rarely; only if interested __ follows 2 or 3 directions in a row 

__ will follow one simple command 
___ remembers long sets of instructions and will carry them out 

Additional comments: 
  

  

23. Does your child like to be read to? 

__ likes this alot  _ just started to like this 

__ doesn't like being read to 

Additional comments: 
  

  

24. What does your child remember about a story? 

___ remembers the story, anticipates what's coming and often fills in words 

__ asks for favorite story by telling general idea of it 

_____ doesn‘t seems to remember the story from one time to the next — __ oo 

Additional comments: 
  

  

25. Describe your child’s ability to remember past events in his/her life. 

__ Seems to forget things very quickly __remembers only recent events 

__ recalls some things at least in part for a long time 

___ remembers many events in careful detail 

26. How does your child tell you about things he/she has done? 

__ will try to explain only when asked 

__ will explain occasionally well enough that | can understand 

__ tells about everything that he/she does, describes events in detail 

27. Use the remainder of this page to provide us with any other information you feel would assist 

us in planning for your child’s education in the fall. 
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Elmsford Union Free School District Samone Grixti 

22 South Hillside Avenue Principal of Primary School Carl L. Dixson 

Elmsford, New York 10523 (Phone) 914-592-2092 (Fax) 914-592-2163 

sgrixti@eufsd.org 
  

Parent Pick Up release Form 

By signing below, | verify that | have read and agree to the Student Pick-up policies described on 
the attached sheet and authorize Carl L. Dixson School. 

Student Name: Teacher Name: 

Parent Name: Address: 
  

Phone Number: 

  

    

  

  

  

  

Name: Phone: Relationship: 

Name: | o 7 Phone: Relationship: Ñ 

Name: Phone: Relationship: 

Name: Phone: Relationship: 

Name: Phone: Relationship: 

Name: Phone: Relationship: 
  

| authorize the persons listed above to pick up my child from Carl. L.Dixson Primary School. 

Parent Signature: Date:



— ud Elmsford 

A UFSD 

Elmsford Union Free School District Samone Grixti 

22 South Hillside Avenue Principal of Primary School Carl L. Dixson 

Elmsford, New York 10523 (Phone) 914-592-2092 (Fax) 914-592-4258 

sgrixti@eufsd.org 
  

Dear Parent/Guardian: 

The New York State Department of education has requested that all school districts conduct a district wide 

screening of all new students entering our district for the purpose of identifying those students who may have 

possible handicapping conditions or who may be identified as gifted. 

In accordance with that regulation, we shall be conducting a screening of 

which will cover the following areas of development: 
  

Gross and Fine Motor Skills Concepts Language Development 

Any parent may request information concerning his/her child’s screening by contacting the principal of the 

school at the elementary level. 

| have read the above letter regarding the District Screening Plan and understand that my child will be 

screened in the near future. 

NN VAAN UTR UE eee UU eee ee ee eee eee ee eee ee eee eee eee ee eR ee ee eR eee eR EEUU Ree eee eee eee 

El estado de Nueva York requiere que todos los distritos escolares hagan un examen a todos los estudiantes 

nuevos con el propósito de identificar aquellos que posiblemente tengan una discapacidad o sean dotados. 
    

De acuerdo con la regulación haremos un examen a 

en las siguientes áreas: 
  

Habilidades Motoras: Finas y Gruesas Conceptos Desarrollo Lingúístico 

Todos los padres pueden obtener información del examen por medio del director de primaria de su colegio. 

Afirmo que he leído la anterior y entiendo que mi hijo se le harán pruebas en el futuro. 

Sincerely-Sinceramente, 

Samone Grixti 

Principal-Director 

    

(Signature Parent/Guardian)(Firma del Padre o Tutor) (Date)(Fecha)



  

  

ELMSFORD PUBLIC SCHOOLS 
ELMSFORD, NEW YORK 10523 

FIELD TRIP RELEASE 

Dear Parents or Guardians: 

From time to time during the school year, it is advantageous or necessary to send 
children during school hours to some point in Elmsford or points beyond. If you wish 
your child to have the advantage of these trips, please give consent and release of any 
responsibility in case of accident, not due to our negligence, by signing below. 

Estimados Padres o Tutores: 

De vez en cuando durante el año escolar, los niños toman una excursión durante el 

horario escolar dentro o fuera de Elmsford. Si desea que su niño participe de estos 
viajes, por favor firme a continuación y de el permiso y descargo de toda responsabilidad 
en caso de accidente, que no se deba a negligencia por nuestra parte.   Sincerely, 
Sinceramente, 

| Ms. Samone Grixti 

Principal/Director 

  

Students Name 

' Nombre del Estudiante 

  
Parent's Signature 
Firma del Padre/Tutor     

   

  Date/Fecha 

  

| dile | 

       



  

talkingpoints 

English version 

Dear Families, 

Welcome to our school community! We look forward to working with you to support your student's 

learning. We will use TalkingPoints to communicate important announcements and updates with you. 

All you need is a mobile phone to send and receive messages in your home language. 

  

*There's no charge if you have an      

  

   

    unlimited texting plan. If not, standard 
  

Teacher 

(English Speaker! 
text messaging fees apply 

*Your responses are only sent to the 

school and not to other families 

  

Talking Points 
Translate English into 

other languages 

Parent 

(English Speaker} 

Please fill out the information below to sign up! 
  

TalkingPoints Sign-up Sheet 

Student Name: 
  

    

Parent/Guardian Name: Parent/Guardian Name: 

Relationship: Relationship: 

Cell Phone Number: Cell Phone Number: 
    

Home Language: Home Language: 
 



“SS Elmsford 
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Elmsford Union Free School District 

98 South Goodwin Avenue 

Elmsford, New York 10523 

(Phone) 914-592-3758 (Fax) 914-592-4258 

  

Dear Parents and Guardians, 

As you know, there are many exciting activities constantly taking place in our schools as well as 

celebrations of our students’ accomplishments. We are often approached by the media (newspapers, 

radio, television and our own webmaster) for permission to photograph and publish our students’ work. 

Our productions are regularly transmitted on local cable stations. 

Although the district will carefully monitor what information is disseminated to the media, we do not 

want any child’s name, photograph or likeness, voice or creative work(s) on television, radio, motion 

pictures or any other electronic/digital or print media without parental consent. 

If you do not want your child’s name, photograph or likeness, voice or creative 

work(s) on television, radio, motion pictures or any other electronic/digital or print 

media, please send a letter to your child’s principal indicating your request. 

Thank you for your continued support. 

  

PLEASE RETURN WITH YOUR CHILD'S FOLDER 

I give permission for my child to be photograph, voice or creative work(s) on television, radio, 

motion pictures or any other electronic/digital or print media be used. 

YES 

I DO NOT give permission for my child to be photograph, voice or creative work(s) on television, 

radio, motion pictures or any other electronic/digital or print media 

NO 

Parent name: Parent signature 
    

Date: 
 



Carl L. Dixson Primary School 

ARRIVAL AND DISMISSAL FORM 

It is important to have this information for the safety of the children 

Student's Name: 
  

Address: 
  

Phone Number: Teacher’s Name: 
  

Please indicate how your child will be traveling to and from school: 

TO SCHOOL 

Dropped off at school 

By bus from home address: Bus # & Stop 
  

(Please circle) EVERYDAY MON TUE WED THU FRI 

By bus from other location: Bus # & Stop: 
  

(Please circle) EVERYDAY MON TUE WED THU FRI 

Include Daycare/Sitter Name: 
  

Address: 
  

Contact Number: 
  

HOME FROM SCHOOL 

  oo Bybustohome address  -—Bus+Htg8Stop:- > E 

(Please circle) EVERYDAY MON TUE WED THU FRI 

Will be met by Phone #: 
  

By bus to another location: Bus #& stop: 
  

(Please circle) EVERYDAY MON TUE WED THU FRI 

Include Daycare/Sitter Name: 
  

Address: 
  

Contact Number: 
  

PICKED UP AT SCHOOL (Please circle) EVERYDAY MON TUE WED THU FRI 

Adults allowed to pick up your child, name, relationship, and phone number. 

1. 
  

2. 
  

3. 
  

Parent's signature Date: 
 



Carl L. Dixson Primary School 

FORMA DE IDA Y REGRESO A CASA DEL COLEGIO 

Para la seguridad de los niños esta información es importante 

Nombre del Estudiante: 
  

Dirección: 
  

Teléfono: Maestro: 
  

Por favor indique modo de dejar y recoger a su hijo al colegio: 

Ida al colegio 

llevaré a mi hijo 

(Por favor indicar qué días), lunes, martes, miércoles, jueves, viernes 

Por bus numero/ruta de bus y parada: 
  

(Por favor indicar qué días), lunes, martes, miércoles, jueves, viernes 

Se encontrará con: Tel #: 
  

Ida a casa del colegio 

Por bus a domicilio 

Numero/ruta de bus y parada: 

(Por favor indicar qué dias), lunes, martes, miércoles, jueves, viernes 
  

Se encontrara con: Tel #: 

Por ruta de bus a otra dirección 

Numero/ruta de bus y parada: 

(Por favor indicar qué días), lunes, martes, miércoles, jueves, viernes 
  

  

Incluir guardería / nombre de niñera: 

Dirección: Tel #: 

SERA RECOGIDO EN LA ESCUELA (Por favor indicar qué dias), lunes, martes, miércoles, jueves, 

viernes. 

Adultos que pueden recoger a su hijo/a, nombre, número telefónico y parentesco.) 

1. 
  

2. 
  

3. 
  

Firma del Padre Fecha:



  2023-24 ELMSFORD UNION FREE SCHOOL 9/6/23 
CARL L. DIXSON PRIMARY 

TRANSPORTATION ROUTES PICK-UP & DISCHARGE POINTS 

To all drivers: Please pick up monitor in front of Dixson School before beginning run. 

Bus Rt. #1 
8:20 AM Bus # 727 — Driver Harry Charles 

35 N. Central 

172 Saw Mill River Rd. 

Payne & Winthrop 
Payne & Sears 

Payne & Cabot 

Payne & Abbott 

Payne & Endicott 
Payne & Bryant 

Payne & Montgomery 

Payne & N Lawrence 

Payne & High 

15 Payne Rd. 

339 Knollwood Rd Ext 
2 Knolltop Rd. 

Bus Rt. # 2 

8:20 AM. Bus # 726 — Driver Rosa Velez 

White Plains & N. Lawn 

Payne & N. Lawn 

White Plains & N. Evarts 

White Plains & Sears 

White Plains & Cabot 

89 Sears Ave. 

101 Winthrop Ave. 

___205 Saw-Mall- River Rd —— 

Bus Rt. # 3 

8:20 AM Bus # 732 — Driver Jaime Rivera 

Nob Hill Drive & Ridgeview Terrace 

Nob Hill Drive & Woodlands Ave. 

Undercliff Ave. & Woodlands Ave. 

8 W. Main Street 

Bus Rt. # 3A 

8:25 AM Bus # 553 - Driver Mayda 

83 S. Central Ave. 

1295, Central Ave. 

No. End of Babbit Ct. & SMRR 

22 Biltom Rd. 

Don Lane & White House 

Park Ave. W. & Woodlands Ave. N. 

Jeffrey Way & Lenroc 
Finmor & Lenroc 

Drisler & Windom St. 

95 Windom St. 

217 Worthington Rd. 
40 Balmoral Crs. 

Drake Ln. & Worthington Rd 

2170 Saw Mill River Rd. (Ann & Andy) 

Old Road £ Winthrop——————
— 

Bus Rt. #4 

8:15 AM. Bus # 730 — Driver Kory Louissaint 

Brentwood Drive & Mailboxes 
629 Old White Plains Rd. 

579 Benedict Ave. 

Town Green Drive @ Bus Stop Bldg. 21 
Town Green Drive @ Recycling Ctr 

Bus Rt. #5 

8:25 AM Bus # 729 — Driver Michael Campbell 

YMCA — Grady School — PM ONLY 
Fairfield Rd. & Wellford Rd. 

Canterbury Rd. & Durham Rd. 

75 Greenwood Ln. 

Parkview Rd. & Rumbrook Rd 

Top Parkview Rd. & Valleyview Rd. 
124 Parkview Rd. 

15 Valleyview Road 

Overhill Rd. & Rumbrook Rd. 

Overhill Rd. & Parkview Rd. 

120 So. Central Ave. 

Bus Rt. #6 

8:25AM Bus # 728 — Driver Luz Velasquez 
  

Winthrop & Robbins 

Barney & N. French 

13 N. French 

19 N. Perkins 
N. Perkins & Winthrop 

Barney & N. Evarts 

Barney & N. Goodwin 

50 N. Goodwin 

Bus Rt. #7 

8:25 AM Bus #731 — Driver Telius Thelusma 
Barney & No. Mortimer 

31 N. Mortimer Ave. 

48 N. Mortimer 

37 N. Hillside Ave. 

29 N. Hillside Ave. 

N. Hillside & Paulding 

Barney € N. Hillside 
N. Lawn & Barney 

N. Lawn & Paulding 

Nepperhan Ave. & Paulding St. 
240 Saw Mill River Road 

260 Saw Mill River Road 

Haven St. & Hayes St. 

NOTE: Students should be at stop approximately 5 minutes prior to pickup. During Hazardous weather 

conditions the buses that go to Pavne St Noh Hill Wotat tre - = 3 cr


