
>ĞƩ Ğƌ�ŽĨ�/ŶƚĞŶƚ�ƚŽ�, ŽŵĞ�̂ ĐŚŽŽů�ĨŽƌ______________________ School Year 

To: Mount Vernon City School District 

From: __________________________________________ 

I intent to home instruct my child in Mount Vernon, New York according to the mandates of NYSED CR Part 100.10 

WĂƌĞŶƚͬ >ĞŐĂů�' ƵĂƌĚŝĂŶ�/ŶĨŽƌŵĂƟŽŶ 

Name of Parent 
(Last, First) 

Street Address (including Apt #) 
City, State, Zip 

Telephone Number 

E-mail Address 

^ƚƵĚĞŶƚ�/ŶĨŽƌŵĂƟŽŶ�ϭ 

Name of Student 
(Last, First) 

Is the student currently home schooled? 

Date of Birth , ĂƐ�ƚŚŝƐ�ĐŚŝůĚ�Ğǀ Ğƌ�ĂƩ ĞŶĚĞĚ�Ă�E z^�ƉƵďůŝĐͬ ĐŚĂƌƚĞƌ�ƐĐŚŽŽů͍ � 

If YES, please indicate school name: 

Check One: GENED SPED 504 

^ƚƵĚĞŶƚ�/ŶĨŽƌŵĂƟŽŶ�Ϯ 

Name of Student 
(Last, First) 

Is the student currently home schooled? 

Date of Birth , ĂƐ�ƚŚŝƐ�ĐŚŝůĚ�Ğǀ Ğƌ�ĂƩ ĞŶĚĞĚ�Ă�E z^�ƉƵďůŝĐͬ ĐŚĂƌƚĞƌ�ƐĐŚŽŽů͍ � 

If YES, please indicate school name: 

Check One: GENED SPED 504 

^ƚƵĚĞŶƚ�/ŶĨŽƌŵĂƟŽŶ�3 

Name of Student 
(Last, First) 

Is the student currently home schooled? 

Date of Birth , ĂƐ�ƚŚŝƐ�ĐŚŝůĚ�Ğǀ Ğƌ�ĂƩ ĞŶĚĞĚ�Ă�E z^�ƉƵďůŝĐͬ ĐŚĂƌƚĞƌ�ƐĐŚŽŽů͍ � 

If YES, please indicate school name: 

Check One: GENED SPED 504 



     

  

ů ů

Optional: Please help us understand your decision to homeschool by selecting the primary reason(s) below. This 
information will be used to improve district services and outreach. 

☐ Concerns about school environment (e.g., bullying, safety, peer influence) 

☐ �ŝƐƐĂƟƐĨĂĐƟŽŶ�ǁ ŝƚŚ�ĂĐĂĚĞŵŝĐ�ŝŶƐƚƌƵĐƟŽŶ�Žƌ�ĐƵƌƌŝĐƵůƵŵ 

☐ � ĞƐŝƌĞ�ĨŽƌ�ƌĞůŝŐŝŽƵƐ�Žƌ�ŵŽƌĂů�ŝŶƐƚƌƵĐƟŽŶ 

☐ Health-related concerns (physical or mental health, pandemic-related) 

☐ Special needs not adequately addressed in school 

☐ Flexibility in schedule or pace of learning 

☐ &ĂŵŝůǇ�Žƌ�ůŝĨĞƐƚǇůĞ�ƌĞĂƐŽŶƐ�;Ğ͘ Ő͘ ͕ �ƚƌĂǀ Ğů͕ �ƌĞůŽĐĂƟŽŶ͕ �ƚĞŵƉŽƌĂƌǇ�ƐŝƚƵĂƟŽŶͿ 

☐ WƌĞǀ ŝŽƵƐ�ŶĞŐĂƟǀ Ğ�ĞǆƉĞƌŝĞŶĐĞ�ǁ ŝƚŚ�ƐĐŚŽŽů�ƐƚĂī �Žƌ�ĂĚŵŝŶŝƐƚƌĂƟŽŶ 

☐ Other (please specify): ___________________________ 

Signature of Parent/Legal Guardian: �Ǉ�ƐŝŐŶŝŶŐ�;Žƌ�ǁ ƌŝƟŶŐ�ǇŽƵƌ�ŶĂŵĞ�ďĞůŽǁ Ϳ͕ �ǇŽƵ�ĂĐŬŶŽǁ ůĞĚŐĞ�ƚŚĂƚ�ƵƉŽŶ�ƌĞŐŝƐƚƌĂƟŽŶ�ƚŽ�ŚŽŵĞ�ƐĐŚŽŽů�ǇŽƵr child(ren) will 

ŶŽƚ�ŚĂǀ Ğ�ĂĐĐĞƐƐ�ƚŽ�ƌĞŵŽƚĞ�ůĞĂƌŶŝŶŐ͕�ŐĞŶĞƌĂů�ĞĚƵĐĂƟŽŶ�ŝŶƐƚƌƵĐƟŽŶ͕ �Žƌ�ŝŶƐƚƌƵĐƟŽŶĂů�ŵĂƚĞƌŝĂůƐ͘ �zŽƵ�ǁ ŝů�ďĞ�ƌĞƐƉŽŶƐŝďůĞ�ĨŽƌ�Ăů�ŐĞŶĞƌĂů�ĞĚƵĐĂƟŽŶ�ŝŶƐƚƌƵĐƟŽŶ͕ �ĂŶĚ�ǇŽƵƌ� 

child(ren) will be discharged from thĞŝƌ�ĐƵƌƌĞŶƚ��K ��Žƌ�ĐŚĂƌƚĞƌ�ƐĐŚŽŽů͘ �hƐĞ�Ă�ƐĞĐŽŶĚ�ĚŽĐƵŵĞŶƚ�ĨŽƌ�ĂĚĚŝƟŽŶĂů�ĐŚŝůĚƌĞŶ͘ 

Name: __________________________________ Date: 
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