
Nombre del estudiante

Nombre de la escuela Grado

Verificación de Residencia

Declaración Jurada de: Padre o Tutor (Formulario A1) O Patrocinador Formulario A2) O Residencia 
Legal Formulario A3

Propietarios: factura de la hipoteca, título de propiedad o impuesto sobre bienes inmuebles

Inquilinos: contrato vigente firmado Y declaración jurada del propietario (Formulario B) Fecha de vencimiento del arrendamiento

Dos facturas vigentes: gas/luz/combustible para la calefacción/agua/cable (La factura del teléfono no sirve)

Identificación con foto del padre/tutor

Inscripción

must have raised seal
(debe tener ello )

Formulario de inscripción (Formulario básico con la información del estudiante) (Formulario C)

Formulario con la información de contacto en caso de emergencia (Formulario D)

Formulario para solicitar el expediente escolar del estudiante (Formulario E)

Boletín de notas actual / Expediente escolar de secundaria

Salud/ Adicionales

El informe médico y las
vacunas (Formulario F)

if applicable
Los trámites de la custodia (si aplica)

if applicable-special education)
Evaluaciones del plan de educación individual o IEP (si aplica – educación especial)

For School Office Use Only / Para uso exclusivo de la oficina escolar  For Residency Office Use Only / Para uso exclusivo de la oficina de residenc
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 Form B



If yes, please list name(s):



ACADEMIC HISTORY

DISCIPLINARY INFORMATION

NOTES/ADDITIONAL INFORMATION

PARENT/GUARDIAN INFORMATION

If applicable If applicable

Designate ONE phone number to receive automated announcements (i.e. weather closures) Designate ONE phone number to receive automated announcements (i.e. weather closures)

Check all that apply:
Lives with Pick-up 

Privilege

Portal Access (Aspen)

Receives Emails 

Receives Mailings
Check all that apply:

Lives with Pick-up 
Privilege

Portal Access (Aspen)

Receives Emails 

Receives Mailings

circle one

If you answer yes to any of the questions below, please explain.

I certify that all of the information provided above is true.



Form D   
Student Name: ______________________________ Grade: ___________   School: ___________________

Student Emergency Contact

Parent/Guardian 
Name:

Relationship:
Home 
Phone #:
Cell 
Phone #:
Work 
Phone #:

List two emergency contacts who would have permission to pick up your child and assume temporary care of your child if 
you cannot be reached during an emergency. These contacts cannot be the same as parents or legal guardians, but may 
include grandparents, aunts, uncles, childcare providers, friends, and neighbors that live in the local area.

Emergency Contact
Name:

Relationship:

Home Address:

Home 
Phone #:
Cell 
Phone #:
Work 
Phone #:

Pick up privileges  

By signing this form, you give permission for any of the designated emergency contacts to pick up your child in case of an 
emergency school closure, illness, or missed bus. Should any of your emergency contact information change during the 
school year, please remember you need to inform the school as soon as possible. You are also providing consent for the 
school to share the information on this form with authorized individuals. 

Parent or Legal Guardian’s Signature: _____________________________________ Date: ____/____/______

Print Last Name: ______________________________   Print First Name: ____________________________

***The information contained in this form is private and should be secured and accessed only be authorized individuals. 
This is needed to ensure compliance with HIPPA, FERPA, and individual rights to privacy.

Rev 1/2022

Parent/Guardian 
Name:

Relationship:
Home 
Phone #:
Cell 
Phone #:
Work 
Phone #:

Emergency Contact 
Name:

Relationship:

Home 
Address:

Home 
Phone #:
Cell 
Phone #:
Work 
Phone #:

Pick up privileges  

Student’s Doctor  
Name:

Address:

Phone 
Number:

Student’s Dentist  
Name:

Address:

Phone 
Number:



GREENWICH PUBLIC SCHOOLS 
REQUEST FOR STUDENT RECORDS 

(Please fill in all information in the blank spaces below.) 

DATE: 

TO LAST SCHOOL ATTENDED: 

Name of School  Dates Attended 

Address  Telephone # 

City State  Zip Code   Fax # 

Permission is hereby given to release the following records for: 

   DATE OF BIRTH: ________ 
Print Student’s  Last Name First Name 

� Academic Records 
� Standardized Test Scores 
� Health Records 
� Special education/pupil personnel records (e.g. IEP, PPT minutes, evaluations, 504) 
� Other (as specified) ______________________________________________ 

Please send to: 

Name: _______________________________________________________ 

School: _______________________________________________________ 

Address: ______________________________________________________ 

City, State, Zip: _________________________________________________ 

Telephone #: _______________________________ Fax #: _______________________________ 

Email:

Parent/Guardian Signature: Date: 

Name (printed): Relationship to Student:

Parent/Guardian Phone #: __________________________________________ 

Parent/Guardian Email: ____________________________________________ 



State of Connecticut Department of Education

Health Assessment Record
To Parent or Guardian:

In order to provide the best educational experience, school personnel must 
understand your child’s health needs. This form requests information from you 
(Part 1) which will also be helpful to the health care provider when he or she 
completes the medical evaluation (Part 2) and the oral assessment (Part 3).

State lawrequirescompleteprimary immunizationsand ahealth assess-
ment by a legally qualified practitioner of medicine, an advancedpractice 
registerednurseorregisterednurse,licensedpursuanttochapter378,aphysi-

cian assistant, licensed pursuant to chapter 370, a school medical advisor, or 
a legally qualified practitioner of medicine, an advanced practice registered 
nurse or a physician assistant stationed at any military base prior to school 
entrance in Connecticut (C.G.S. Secs. 10-204a and 10-206).An immunization 
update and additional health assessments are required in the 6th or 7th grade 
and in the 9th or 10th grade. Specific grade level will be determined by the 
local board of education. This form may also be used for health assessments 
required every year for students participating on sports teams.

Please print

Student Name (Last, First, Middle) Birth Date Male Female

Address (Street, Town and ZIP code)

Parent/Guardian Name (Last, First, Middle) Home Phone Cell Phone

School/Grade Race/Ethnicity Black, not of Hispanicorigin
American Indian/ White, not of Hispanic origin
Alaskan Native Asian/Pacific Islander
Hispanic/Latino Other

Primary Care Provider

Health Insurance Company/Number* or Medicaid/Number*

Does your child have health insurance? Y N
Does your child have dental insurance? Y N
* If applicable

If your child does not have health insurance, call 1-877-CT-HUSKY

Part 1 — To be completed by parent/guardian.
Please answer these health history questions about your child before the physical examination.

Please circle Y if “yes” or N if “no.” Explain all “yes” answers in the space provided below.

Any health concerns Y N Hospitalization or Emergency Room visit Y N Concussion Y N
Allergies to food or bee stings Y N Any broken bones or dislocations Y N Fainting or blacking out Y N
Allergies to medication Y N Any muscle or joint injuries Y N Chest pain Y N
Any other allergies Y N Any neck or back injuries Y N Heart problems Y N
Any daily medications Y N Problems running Y N High blood pressure Y N
Any problems with vision Y N “Mono” (past 1 year) Y N Bleeding more than expected Y N
Uses contacts or glasses Y N Has only 1 kidney or testicle Y N Problems breathing or coughing Y N
Any problems hearing Y N Excessive weight gain/loss Y N Any smoking Y N
Any problems with speech Y N Dental braces, caps, or bridges Y N Asthma treatment (past 3 years) Y N
Family History
Any relative ever have a sudden unexplained death (less than 50 years old) Y N

Seizure treatment (past 2 years) Y N
Diabetes Y N

Any immediate family members have high cholesterol Y N ADHD/ADD Y N

Please explain all “yes” answers here. For illnesses/injuries/etc., include the year and/or your child’s age at the time.

Is there anything you want to discuss with the school nurse? Y N If yes, explain:

Please list any medications your 
child will need to take in school:
All medications taken in school require a separate Medication Authorization Form signed by a health care provider and parent/guardian.

To be maintained in the student’s Cumulative School Health Record

I give permission for release and exchange of information on this form
between the school nurse and health care provider for confidential    
use in meeting my child’s health and educational needs in school.   Signature of Parent/Guardian Date



— HAR-3 REV. 1/2022

Student Name 
I have reviewed the health history information provided in Part 1 of this form

Birth Date Date of Exam 

*Mandated Screening/Test to be completed by provider under Connecticut State Law

* in. / % * lbs. / % / % * /

Normal Describe Abnormal Ortho Normal Describe Abnormal

Neurologic Neck
HEENT Shoulders
*Gross Dental Arms/Hands
Lymphatic Hips
Heart Knees
Lungs Feet/Ankles
Abdomen * No spinal Spine abnormality:

abnormality Mild Moderate
Marked Referral made

Genitalia/ hernia
Skin

*

Type: Right Left

With glasses 20/ 20/

*

Type: Right Left
Pass Pass
Fail Fail

Referral made

History of Lead level
≥ 5μg/dL No Yes

Date

*

Without glasses 20/ 20/

Referral made

* (school entryonly)

Other:

High-risk group? No Yes PPD date read: Results: Treatment:

*
Up to Date or Catch-up Schedule: 

*

No Yes: Intermittent Mild Persistent Moderate Persistent Severe Persistent Exerciseinduced
If yes, please provide a copy of the Asthma Action Plan to School

No Yes: Food Insects Latex Unknown source
If yes, please provide a copy of the Emergency Allergy Plan to School
History of Anaphylaxis No Yes Epi Pen required No Yes

No Yes:   Type I Type II

No Yes, type:

This student has a developmental, emotional, behavioral or psychiatric condition that may affect his or her educational experience.
Explain:
Daily Medications (specify):
This student may: 

participate in the school program with the following restriction/adaptation:

This student may: 
participate in athletic activities and competitive sports with the following restriction/adaptation:

Yes No Based on this comprehensive health history and physical examination, this student has maintained his/her level of wellness.
Is this the student’s medical home?  Yes No I would like to discuss information in this report with the school nurse.

Signature of health care provider MD / DO / APRN / PA Date Signed Printed/Stamped Provider Name and Phone Number
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Provider 



HAR-3 REV. 1/2022

Provider 



Revised 1/30/2025

IMMUNIZATION REQUIREMENTS FOR ENROLLED 
STUDENTS IN CONNECTICUT SCHOOLS

2025-2026 SCHOOL YEAR

Preschool
Hepatitis B 3 doses last dose must be on or after 24 weeks of age
DTaP 4 doses by 18 months for programs that begin at 18 months
Polio 3 doses by 18 months for programs that begin at 18 months
MMR 1 dose must be on or after the 1st birthday
Varicella 1 dose must be on or after the 1st birthday
Hepatitis A 2 doses must be separated by 6 calendar months with 1st dose on or after the first birthday
HiB 1 dose may have more but at least one must be on or after the 1st birthday1

Pneumococcal 1 dose may have more but at least one must be on or after the 1st birthday1

Influenza
1 or 2 
doses

1 dose administered yearly between August 1st and December 31st; 2 doses 28 
days apart for those receiving flu for the first time.1

Kindergarten
Hepatitis B 3 doses last dose must be on or after 24 weeks of age
DTaP 4 doses last dose must be given on or after 4th birthday 
Polio 3 doses last dose must be given on or after 4th birthday 
MMR 2 doses separated by at least 28 days, 1st dose on or after 1st birthday 

Varicella 2 doses
separated by at least 3 months,1st dose on or after 1st birthday or verification of 
disease,2,3

Hepatitis A 2 doses must be separated by 6 calendar months with 1st dose on or after the first birthday
HiB 1 dose may have more but at least one must be on or after the 1st birthday1

Pneumococcal 1 dose may have more but at least one must be on or after the 1st birthday1

Grades 1-6
Hepatitis B 3 doses last dose must be on or after 24 weeks of age

DTaP/Td 4 doses
last dose must be given on or after 4th birthday; students who start the series at 7 or 
older only need 3 doses.4

Polio 3 doses last dose must be given on or after 4th birthday 
MMR 2 doses separated by at least 28 days, 1st dose on or after 1st birthday 

Varicella 2 doses
separated by at least 3 months,1st dose on or after 1st birthday or verification of 
disease2,3

Hepatitis A 2 doses must be separated by 6 calendar months with 1st dose on or after the first birthday
Grade 7-12

Hepatitis B 3 doses last dose must be on or after 24 weeks of age

Tdap/Td 1 dose

for students who have completed their primary DTaP series (see DTaP/Td
requirements in Grade 1-6 section). Students who start the series at 7 or older only 
need 3 doses of tetanus-diphtheria containing vaccine, one of which must be Tdap

Polio 3 doses last dose must be given on or after 4th birthday 
MMR 2 doses separated by at least 28 days, 1st dose on or after 1st birthday 

Varicella 2 doses
separated by at least 3 months,1st dose on or after 1st birthday or verification of 
disease2,3

Hepatitis A 2 doses must be separated by 6 calendar months with 1st dose on or after the first birthday5

Meningococcal 1 dose students should receive conjugate vaccine
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Footnotes: 
1. Not required for students age 5 and older. 
2. A minimum interval of 28 days can be applied if the vaccine has already been administered 
3. Verification of varicella disease: must be confirmed in writing by a MD, PA, or APRN 
4. DTaP is not administered to children age 7 or older; Tdap may be administered to children 7 and older 

unless contraindicated 
5. Hepatitis A requirement indicated for students born 1/1/07 or later 

Additional Series Information: 
 All documented doses should meet the age and interval criteria in the Child and Adolescent Immunization 

Schedule recommended by the Advisory Committee for Immunization Practices (ACIP) and Published by 
the Centers for Disease Control and Prevention (CDC) - https://www.cdc.gov/vaccines/hcp/imz-
schedules/child-adolescent-age.html 

 Laboratory confirmation of immunity (a positive titer) is only acceptable for hepatitis A, hepatitis B, 
measles, mumps, rubella, and varicella 

 Two live vaccines that are not administered the same day must be separated by a minimum of 28 days. If 
they are not separated by at least 28 days, the second dose is not valid. 

 New entrants are any students who are new to the school district, including: all preschoolers, all students 
coming in from Connecticut private, parochial and charter schools located in the same or another 
community, all students entering kindergarten including those repeating kindergarten, and those moving 
from any public or private preschool program, even in the same school district. The one exception is 
students returning from private approved special education placements–they are not considered new 
entrants. 

 
Commonly Administered Vaccines: 

Vaccine: Brand Name: 
DTaP/IPV/HiB Pentacel 
DTaP/IPV/Hep B Pediarix 
DTaP/IPV/Hep B/HiB Vaxelis 
DTaP/IPV Kinrix, Quadracel 
HiB/Hep B Comvax 
DTaP/HiB Trihibit 
MMRV ProQuad 
PCV 7 Prevnar 
PCV 13 Prevnar 13 
PCV 15 Vaxneuvance 
PCV 20 Prevnar 20 
Influenza Fluzone, FluMist, Flucelvax, FluLaval, Fluarix, Afluria 

 

Contact the Immunization Program for questions regarding children’s immunizations. 
Email: DPH.Immunizations@ct.gov 

Phone: (860) 509-7929 
 
For the full legal requirements for school entry visit the Immunization Laws and Regulations page - 
https://portal.ct.gov/immunization/laws-and-regulations?language=en_US  





campus students only


