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Pre-Kindergarten

Registration Information

Student Registration Requirements:

Student must be accompanied by their parent or legal guardian when registering.

Student must reside in Paterson

Student must be 3 years of age on or before October 31, 2025, to be enrolled in Pre- K
Individuals registering a student, other than the student’s natural parent, must provide legal

proof of guardianship.
Call 973-321-0674 for additional information

Mandatory Documents:

O (3) Proofs of Address for parent/legal guardian: Proof of address must be current,
within 30 days of registration. Must present at least ONE primary document and one
secondary document from the list provided below:

PRIMARY DOCUMENT SECONDARY DOCUMENT
= PSE&G Bill = Lease Agreement, must be signed by
= (Cable Bill Landlord and Tenant(s).
= NIJ Driver’s License, State ID, or NJ Vehicle = Bank Statement
Registration =  Phone Bill
= Employee Paystub * Credit Card Bill
* House Deed

Consulate ID
Dated letter from the Board of Social Services

oooooood

Student’s original birth certificate

Student’s immunization record
District-approved physical examination form
Photo ID of parent/guardian

Home Language Survey

Registration Form

IEP and/or 504 (if applicable)

Student must be present

Paterson — A Promising Tomorrow
Together We Can
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JPATERSON PUBLIC GCHOOLS
REGISTRATION FORM

Student Information

Student’s Name:

First Name Middle Name Last Name
Home Address: Phone#:
House #  Street City Zip Code
Date of Birth: GenderDM |:| F  Place of Birth:
Month/Day/Year City, State & Country, if not USA
Race/Ethnicity (Please select all that apply):

African American/Black American Indian/Alaskan Native Asian

Hawaiian Native/Pacific Islander Hispanic White/Caucasian
Date entered the Country Date entered US School

Has the student ever attended a Paterson Public School] _ [Yes No
Transferred from (School, City, State):

Does your child have an:| |IEP (Individualized Education Plan) 504 Accommodation Plan
Does your child receive services for| [Bilingual /ESL
None of the Above
Parent/Legal Guardian Information
Mother/Legal Guardian: DOB
First Name Last Name
Home Address:
House #  Street City Zip Code Resides with child?
Mobile #: Email:
Father/Legal Guardian: DOB
First Name Last Name
Home Address:
House #  Street City Zip Code  Resides with child?
Mobile #: Email:
Name of Person registering child: Relationship to child:
Language preferred for receiving communicationy [Englishl Spanis Other (specify)

List the name, date of birth, school and grade of siblings attending a Paterson Public School or Charter:
Sibling(s) Name DOB School Attending | Grade

Emergency Contacts
Name/Relationship DOB Home Address Phone #
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Residence Information

Per the McKinney-Vento Act 42U.S.. 17435, the following questions will help us to determine if your child is
eligible for additional services.

1. Isyour current address a temporary living arrangement]  [Yes No

(a month to month lease is not considered temporary)

2. lIfyes, is this temporary living arrangement due to loss of housing or economic hardship? e No
If you answered No to both questions above, please sign and date below and DO NOT fill out the
remainder of this form.

Signature of Parent/Guardian: Date:

If you answered Yes to both questions above, please sign and date above AND complete the remainder of
this form.

Where is the student presently living? (check one)

In a hotel/motel With more than one family in a house or apartment In a shelter

In a place not designated for ordinary sleeping accommodations (such as a car, park or campsite)

Declaration of Residency
This is to inform Paterson Public Schools that my child(ren)

and I (parent/guardian)

is/are temporarily residing at the following address:

We are living with (name & relationship)

My last address that I rented, leased or owned was

The school district which my child(ren) attended while living at the address above was

. My child(ren) attended school. The causes of

my becoming displaced/homeless are

Please select an option below:

[ request to register my child(ren) in the Paterson Public School District.

[ prefer for my child(ren) to attend school in the former school district

(name of former district)

Presenting a false record or falsifying records is an offense under Section 37.10 Penal Code, and enrollment of
the child under false documents subjects the person to liability for tuition or other costs. TEC Sec. 25.002(3)(d).

Parent/Legal Guardian (please print): Date:

Parent/Legal Guardian Signature: Date:

[ certify the above named student qualifies for the Child Nutrition Program under the provisions of the
McKinney-Vento Act.
McKinney-Vento Liaison Signature: Date:

Updated 9/30/2021
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The Department of Early Childhood Education

Preschool Home Language Survey

Child’s name ID#
Center/School Name
Date of Birth:
Parent Completes Questions 1 - 3
1. Check off all the languages used in the child’s home:
[ ] English [ ]Spanish [ ]Arabic [ |Bangla [ ]Other
2. What language do family members use when speaking to the child in the home? (Circle 1)
1 2 3 4 5
Only Mostly English | Both equally | Mostly home Only home
English but sometimes language but language (not
home language some English English)
3. What language does the child use when speaking to family members in the home? (Circle 1)
1 2 3 4 5
Only English Mostly English Both Mostly home Only home
but sometimes equally language but some language (not
home language English English)

Parent’s signature:

Date:

Teacher Completes Questions 5 - 6

4. What language does the child use when speaking to other children in the classroom? (Circle 1)

1

2 3 4 5
Only English Mostly English but Both Mostly home Only home
sometimes home equally language but language (not
language some English English)
5. What language does the child use when speaking to the teachers? (Circle 1)
1 2 3 4 5
Only English Mostly English but Both Mostly home Only home
sometimes home equally language but language (not
language some English English)
Sum of questions 2-5 divided by number of questions answered: / =

If this value is 2 or greater and the child is in pre-K 3 or pre-K 4 class, use Objectives 37 and 38.

2020 Teaching Strategies, LLC, Bethesda, MD; TeachingStrategies.com
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Preschool Attendance Contract

Regular attendance in our preschool program is essential for your child to fully
benefit from a high-quality education.

The Paterson Public Schools Preschool Program is an educational initiative that
requires your dedication to ensuring your child attends school every day. Absences
should only occur if your child is ill. Please plan vacations and trips during school
breaks.

If your child is absent for more than 10 consecutive days, they will be removed
from the enrollment list and their spot in the program will be forfeited.

By signing this agreement, you acknowledge the importance of your child’s
preschool education and commit to bringing your child to school every day.

I, , commit to bringing my child,
, to school every day unless they are sick.

I understand that regular attendance in a high-quality preschool program is crucial
for building a strong foundation for both academic and social/emotional success.

Attendance Matters Because YOU Matter.



ENTERING SCHOOL

FROM SCHOOL

PATERSON PUBLIC SCHOOLS

Name of Student (Nombre de Estudiante)

GRADE
HEALTH HISTORY APPRAISAL
(El Formulario de la Historia de la Salud) ACADEMIC YEAR
Date of Birth (Fecha de Gender:
Nacimiento) M/ F/ X

Yes | No Please indicate whether the student suffers from any of the conditions listed below
(Si) | (No) (Por favor indique si el estudiante sufre de cualquier condicion de la lista abajo)
Allergies (Alergias) | Type (tipo) Medication (medicamento) Need to be taken in school
necesita tope=en escuela)
Yes/Si[  No (elije uno)
Asthma (Asma) Triggers (los Medication (medicamento) Need to be taken in school
disparadores) necesita tomaren escuela)
Yes/Si| No (elije uno)
Other Type/Dose (tipo/ Purpose (el proposito) Need to be taken in school
Medications dosis) necesita tomaren escuela)
(Otras medicinas) Yes/Si| No (elije uno)
Accidents/Injuries | Date (fecha) Type of Injury (tipo de herida) Complications
(Accidents/heridas) (complicaciones)
Hospitalization Date (fecha) Reason (razon) Complications
(Hospitalizacion) (complicaciones)
Congenital Date (fecha) Type (tipo) Limitations (limitaciones)
Abnormalities
(Defectos congitos)
Please indicate whether your child has any of the conditions below:
(Por favor indique si su hijo tienes cualquier conidcion de la lista abajo)
Yes | No Yes | No Yes | No
(Si) | (No) (Si) | (No) (Si) | (No)
ADD/ADHD Fainting (desmallos) Lupus
(trastorno de atencidn) (lupus)
Autistic Spectrum Gastric Disorder Migraines
(autismo) (desorden astrointestinal) (migranas)
Behavior Problems Glasses/Vision Nose Bleeds
(comportamiento) (problemas de vision) (sangrado de la nariz)
Blood Disorder Hearing Loss Orthopedic Disorder
(problema de sangre) (perdida de sonida) (trastornos ortopedicos)
Concussion Heart Disease Psychiatric Disorder
(concusion) (enfermedad del corazon) (dificultades
mentales/emocionales)
Convulsive Disorder Heart Murmur Scoliosis
(trastorno convulsivo) (soplo en el corazon) (escoliosis)

Dental Problem
(desorden de dientes)

Hepatitis
(hepatitis)

Sickle-Cell Disease
(anemia de celulas falciformes)

Developmental Delay
(retrasos en el desarrollo)

Immune Disorder
(desorden inmune)

Speech Defect
(defecto del discurso)

Diabetes (diabetes)

Kidney Disease
(enfermedad de los rinones)

Toileting Problem (problema
para ir al baiio solo)

Eczema (eczema)

Lead Poisoning

(envenenamiento de plomo)

Other (otro enfermedad)

Explanation of any “YES” answers above (explicacion de cualquier respuesta de "si" como se indicé anteriormente):

Parent/Legal Guardian Signature (Firma de Padres/Guardianes):

Nurse Signature:

Date:

Date:




OFFICE OF THE SUPERINTENDENT OF SCHOOLS
PATERSON PUBLIC SCHOOLS
PATERSON, NEW JERSEY

PHYSICAL EXAMINATION

N.J.A.C. 6A:16-2.2 & N.J.S.A. 18A:40-4 requires that each student, upon entry into the school district, shall have a medical
examination conducted at the medical home of the student, and a report sent to the school nurse. The complete physical
examination shall be documented on the approved school district form and shall include the immunizations, medical history
including allergies, past serious illnesses, injuries and operations, medications and current health problems, health screenings
including height, weight, hearing, blood pressure and vision. This examination must be completed no more than 365 days
prior to school entry and must state what, if any, modifications are required for full participation in the school program.

Recommended subsequent medical examinations shall be conducted at the medical home and a report sent to the school at
least one time during each developmental stage at early childhood, pre-adolescence, and adolescence. (Recommended grades:
Kindergarten, 4™ grade, 8" grade, 10™ grade.)

A student shall be examined pursuant to a comprehensive child study team evaluation and when applying for working papers.

A physical examination of each candidate for a school athletic squad or team shall be conducted within 365 days prior to the
first practice session. This examination must be documented on the approved New Jersey Department of Education Athletic
Pre-Participation Physical Examination form.

In-school health screenings, including height, weight, vision, hearing, blood pressure, strip to the waist biennial scoliosis
screening and referral will be conducted by the school nurse and the school physician.
A copy to this signed consent/notification form will be kept with your child’s health records.

Student’s Name: Date of Birth: Grade:

Signature of Parent/Legal Guardian: Date:
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EXAMENES FISICOS

N.J.A.C. 6A:16-2.2 & N.J.S.A. 18A: 40-4. Todos los estudiantes que entran a un distrito escolar deben tener un examen medico,
hecho por el medico de la familia del estudeante, y deben enviar un reporte a la enfermera de la escuela. Este examen fisico
completo debe ser documentado en un formulario del distrito y debe incluir las vacunas, historia medica incluyendo alergias,
enfermedades serias del pasado, heridas y operaciones, ademas de medicinas y actuales problemas de salud, examnes de salud
como altura, peso, audicion, presion sanguinea y vision. Este examen debe haber sido completado no mas de 365 dias antes del
la matricula y debe indicar si se requieren modificaciones para participar plenamente en el programa escolar regular.

Un estudiante debe ser examinado tambien de acuerdo a lo que indique un equipo de estudio escolar, o cuando solicite
documentos para trabajar.

Un examen de cada candidato para un equipo atletico escolar deber ser conducido dentro de los 365 dias antes de la primera
practica de entrenamiento. Este examen debe ser documentado en el Formulario de Examen Fisico de Preparticipacion Atletica
del Departmento de Educacion de New Jersey.

Todos los subsecuentes examenes medicos deben ser hechos por el medico de la familia y enviar un reporte a la escuela por lo
menos una ves en cada estapa de desarrollo en la Ninez, Pre-adolescencia, y Adolescencia (Grado recomendados: Kindergarten,
Grado 4, Grado 8 y Grado 10).

Los examenes de salud en la escuela tales como el de altura, peso, vision, audicion, presion sanguinea, examen bienal de
escoliosis y referencias seran conducido por la enfermera de la escuela y/o el medico de la escuela.

Una copia de este Permiso firmado sera guardado junto a los records de salud de su hijo o hija.

Estudiante: Fecha de nacimiento: Grado:

Firma de Padres/Guardianes: Fecha:




APPENDIX H
UNIVERSAL

CHILD HEALTH RECORD

Endorsed by:

American Academy of Pediatrics, New Jersey Chapter

New Jersey Academy of Family Physicians

New Jersey Department of Health

SECTION | - TO BE COMPLETED BY PARENT(S)

Child’'s Name (Last)

Gender

1 male

(First)

Date of Birth

[] Female / /

Does Child Have Health Insurance?

[dYes [OINo

If Yes, Name of Child's Health Insurance Carrier

Parent/Guardian Name

Home Telephone Number

( ) -

Work Telephone/Cell Phone Number

( ) -

Parent/Guardian Name

Home Telephone Number

( ) -

Work Telephone/Cell Phone Number

( ) -

| give my consent for my child’s Health Care Provider and Child Care Provider/School Nurse to discuss the information on this form.

Signature/Date

This form may be released to WIC.

Clves N
SECTION Il - TO BE COMPLETED BY HEALTH CARE PROVIDER
Date of Physical Examination: Results of physical examination normal? Cyes CINo

Abnormalities Noted:

Weight (must be taken
within 30 days for WIC)

Height (must be taken
within 30 days for WIC)

Head Circumference

(if <2 Years)

Blood Pressure
(if >3 Years)

IMMUNIZATIONS

] immunization Record Attached
[] Date Next Immunization Due:

MEDICAL CONDITIONS

Chronic Medical Conditions/Related Surgeries 1 None Comments
¢ List medical conditions/ongoing surgical [J special Care Plan
concerns: Attached
Medications/Treatments E gong | Care PI Comments
¢ List medications/treatments: Alt)tzgr?e d are Flan
Limitations to Physical Activity E gong | Care PI Comments
o List limitations/special considerations: Alt)tzgr?ed are Flan
Special Equipment Needs E goggal Care Plan Comments
e Listitems necessary for daily activities Alt)tache d
Allergies/Sensitivities E gong | Care PI Comments
o List allergies: Aﬁzg:ed are Flan
o . ] None Comments
Special Diet/Vitamin & Mineral Supplements [ Special Care PI
o List dietary specifications: Alt)tzgr?e d are Flan
Behavioral Issues/Mental Health Diagnosis E gong | Care Pl Comments
¢ List behavioral/mental health issues/concerns: Alt)tzgr?e d are Flan
Emergency Plans 1 None Comments
e List emergency plan that might be needed and | [] Special Care Plan
the sign/symptoms to watch for: Attached

PREVENTIVE HEALTH SCREENINGS

Type Screening

Date Performed

Record Value Type Screening

Date Performed Note if Abnormal

Hgb/Hct Hearing
Lead: [ Capillary [ Venous Vision
TB (mm of Induration) Dental

Other:

Developmental

Other:

Scoliosis

I:' | have examined the above student and reviewed his/her health history.
participate fully in all child care/school activities, including physical education and competitive contact sports, unless noted above.

It is my opinion that he/she is medically cleared to

Name of Health Care Provider (Print)

Signature/Date

CH-14 OCT 17

Distribution: Original-Child Care Provider

Copy-Parent/Guardian

Health Care Provider Stamp:

Copy-Health Care Provider




Instructions for Completing the Universal Child Health Record (CH-14)

Section 1 - Parent

Please have the parent/guardian complete the top section and
sign the consent for the child care provider/school nurse to
discuss any information on this form with the health care
provider.

The WIC box needs to be checked only if this form is being
sent to the WIC office. WIC is a supplemental nutrition
program for Women, Infants and Children that provides
nutritious foods, nutrition counseling, health care referrals and
breast feeding support to income eligible families. For more
information about WIC in your area call 1-800-328-3838.

Section 2 - Health Care Provider

1.

Please enter the date of the physical exam that is being
used to complete the form. Note significant abnormalities
especially if the child needs treatment for that abnormality
(e.g. creams for eczema; asthma medications for
wheezing etc.)

. Weight - Please note pounds vs. kilograms. If the
form is being used for WIC, the weight must have
been taken within the last 30 days.

. Height - Please note inches vs. centimeters. If the
form is being used for WIC, the height must have
been taken within the last 30 days.

. Head Circumference - Only enter if the child is less
than 2 years.

. Blood Pressure - Only enter if the child is 3 years
or older.

Immunization - A copy of an immunization record may
be copied and attached. If you need a blank form on
which to enter the immunization dates, you can request a
supply of Personal Immunization Record (IMM-9) cards
from the New Jersey Department of Health, Vaccine
Preventable Diseases Program at 609-826-4860. The
Immunization record must be attached for the form to be
valid.
. “Date next immunization is due” is optional but helps
child care providers to assure that children in their
care are up-to-date with immunizations.

Medical Conditions - Please list any ongoing medical
conditions that might impact the child's health and well
being in the child care or school setting.

a. Note any significant medical conditions or major
surgical history. If the child has a complex
medical condition, a special care plan should be
completed and attached for any of the medical
issue blocks that follow. A generic care plan
(CH-15) can be downloaded at
www.nj.gov/health/forms/ch-15.dot or pdf. Hard
copies of the CH-15 can be requested from the
Division of Family Health Services at 609-292-5666.

b. Medications - List any ongoing medications.
Include any medications given at home if they might
impact the child's health while in child care (seizure,
cardiac or asthma medications, etc.). Short-term
medications such as antibiotics do not need to be
listed on this form. Long-term antibiotics such as
antibiotics for urinary tract infections or sickle cell
prophylaxis should be included.

PRN Medications are medications given only as
needed and should have guidelines as to specific
factors that should trigger medication administration.

CH-14 (Instructions)
OCT 17

Please be specific about what over-the-counter
(OTC) medications you recommend, and include
information for the parent and child care provider as
to dosage, route, frequency, and possible side
effects. Many child care providers may require
separate permissions slips for prescription and OTC
medications.

c. Limitations to physical activity - Please be as
specific as possible and include dates of limitation
as appropriate. Any limitation to field trips should be
noted. Note any special considerations such as
avoiding sun exposure or exposure to allergens.
Potential severe reaction to insect stings should be
noted. Special considerations such as back-only
sleeping for infants should be noted.

d. Special Equipment — Enter if the child wears
glasses, orthodontic devices, orthotics, or other
special equipment. Children with complex
equipment needs should have a care plan.

e. Allergies/Sensitivities - Children with life-
threatening allergies should have a special care
plan. Severe allergic reactions to animals or foods
(wheezing etc.) should be noted. Pediatric asthma
action plans can be obtained from The Pediatric
Asthma Coalition of New Jersey at www.pacnj.org
or by phone at 908-687-9340.

f. Special Diets - Any special diet and/or supplements
that are medically indicated should be included.
Exclusive breastfeeding should be noted.

g. Behavioral/Mental Health issues — Please note
any significant behavioral problems or mental health
diagnoses such as autism, breath holding, or
ADHD.

h. Emergency Plans - May require a special care plan
if interventions are complex. Be specific about
signs and symptoms to watch for. Use simple
language and avoid the use of complex medical
terms.

Screening - This section is required for school, WIC,
Head Start, child care settings, and some other
programs. This section can provide valuable data for
public heath personnel to track children's health. Please
enter the date that the test was performed. Note if the
test was abnormal or place an "N" if it was normal.

. For lead screening state if the blood sample was
capillary or venous and the value of the test
performed.

o For PPD enter millimeters of induration, and the
date listed should be the date read. If a chest x-ray
was done, record results.

. Scoliosis screenings are done biennially in the
public schools beginning at age 10.

This form may be used for clearance for sports or
physical education. As such, please check the box above
the signature line and make any appropriate notations in
the Limitation to Physical Activities block.

Please sign and date the form with the date the form was

completed (note the date of the exam, if different)

. Print the health care provider's name.

o Stamp with health care site's name, address and
phone number.


http://www.state.nj.us/health/forms/ch-15.dot
http://www.pacnj.org/
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