Central Greene Kindergarten Registration

Central Greene School District will be holding Kindergarten Registration by appeintment only for
the 2026-2027 school year. Registration appointments will be from 8:30 — 11:00 and 12:30 — 2:30. Parents
are to call the school to select a time on the following days:

Student Last Name A-I - Tuesday, March 24, 2026
Student Last Name J-R — Wednesday, March 25, 2026
Student Last Name S-Z — Thursday, March 26, 2026

In order to speed up the process, registration packets may be completed in advance and brought to
the elementary school main office. Central Greene School District will be distributing registration packets
at:

1. Waynesburg Central Elementary School main office
2. Available to print from website www.cgsd.org

Central Greene’s policy states that a child who is eligible for admission to kindergarten if he/she is
not less than five (5) years old on or before September 1st. Any child who will be 6 years of age before the
same date may attend first grade. A child who now is attending kindergarten already is registered for first
grade and need not register again.

It is important to register your child for kindergarten or first grade even if you are not certain at this
point that you will be sending your child to school.

Please bring proof of birth (birth certificate, notarized copy of birth certificate, baptismal
certificate, copy of baptism if notarized or duly certified and showing date of birth, notarized statement
from the parents or another relative indication the date of birth, or valid passport); immunization records;
and proof of residency (a deed, a lease, current utility bill, property tax bill, vehicle registration or
department of transportation identification card).

Immunization records can be faxed to the WCES office at 724-852-1160 or emailed to
ibrotherton@ceosd.org or lmecollum@ 010,

The school nurse will check all immunization records and will give guidance on physical problems.
If your child has any unusual medical conditions or history, bring the treating physician’s name and
address. The required immunizations for registration are as follows:

*  Four D.T. immunizations (with one being on or after the fourth birthday)

«  Four polio (with one being on or after the fourth birthday)

»  Two measles, mumps and rubella

»  Three hepatitis B

*  Two chickenpox vaccine-or documented proof of disease or titer level from your physician.

* To schedule an appointment, call the WCES school office at 724-627-308 1.



CENTRAL GREENE SCHOOL DISTRICT REGISTRATION FORM

Entry Date: Entry Code: Siudent Numbear:
School : Grade Level: Class Assigned to:
Bus # AM: PM# Chorus: Band: Lockser #
IEP. Yes No Retained: Registrar’s Initials:
Previous School:
Varification: Birth Certificaie Other Gender: Male Famale
Ethnicity: American Indian/Alaskan Native: Asian: Black/African American: White:
Native Hawaiian/Othar Pacific Islander: Race: Hispanic/Latino Not Hispanic/Latine:
Student’s Name:
First - Micdle Last

Student’s Date of Birth: Birth City & State:
Student’s Primary Physical Address!

Strest Number Street Name City=State=Zip
Mailing Address: (if different from above)
Student’s Parent/Guardian Information:

Firsi Name Lasi Nams

— :
i Mother 0

ather  OStep Father OStep Mother O Guardian:
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Student’s Parent/Guardian Information:

First Namzs Last Nams
Z Mother  OFather U Step Father LiStep Mother U Guardian:
Address:
Street Number Strest Nams City=Siate=Zip
Phone Number: Home/Cell/Work Email:

Is there a Court Order involving this student? Yas No {If YES. please
the school, otherwise we are unable fo abide by iis contents.)

Other children living at this address:

e T e e T e e e et e ket e A R

provide a copy o

Name: DOB Gradse School
Name: DOB Grads School
Name: . DOB Grade School

1305 1306 Resident Non-Reasident Pravicus CGSD student



HOME LANGUAGE SURVEY
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NTRAL GREENE SCHOOL DISTRICT
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3. School student attended last -

Address of school:

Telephone number of school:

Contact person at school (if known):

(@)
C
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Joes the student have an [EP or a Chapter 15/504 agreement?
[INO

[ ] YES. Please explain:

i
i
i

Signature of Parent/Legal Guardian:
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CENTRAL GREENE SPEECH-LANGUAGE SCREENING

Name of child: Date:

Parent Name: School:
Address: Home Phone:
City/Zip: Date of Birth: Age:
Teacher: Grade:

Dear Parent(s):

Please complete this form as accurately as possible.

When a new student enters into Central Greene School District, they automatically receive a
state-mandated speech-language screening. You will be notified of the results via letter or
phone conference. If your child’s speech and language skills are not age appropriate with

your permission, we will conduct a full speech-language evaluation.

Yes No
1. Is your child’s speech difficult to understand?

2. Does your child sound different from other children their age?

(F'5)

Was your child late in starting to talk?

If so explain

Central Greene School District does noe discriminaie on the husis of race, sex. celor. disehiiing, naticnal and

crhmie origin in adminisiarion of its educadional oy emplovement policies



Yes No
4. Does your child have difficulty following directions?

If so, explain:

Yes No
8. Can your child imitate sounds?
Can your child imitate words?
Can your child name pictures/objects?
Can your child use appropriate sentence structure?
0. Has your child ever received speech/language services?
If yes please indicate:

Facility: Phone:

Address: Therapist’s Name:

Dates of therapy from to

7. Please describe your child’s speech/language development along with any comments or
concerns you may have regarding your child

Examiner’s initials Parent’s Signature

Central Greene School District does not discriminate on the basis of race, sex, color, disability, national
and ethnic origin in administration of its educational or employment policies



——Central Greene School Distriet ———————————
Hearing Screenings
Kindergarten Registration

Please answer the following questions:

Child's name: Birth Date:
Parent/Guardian’s name: Phone Number:

Address:

1.) Does your child have a hearing impairment? Yes No
2.) Does your child have a history of ear infections? Yes No

- If yes, how many in one year?

3.) Does your child have tubes in his/her ears? Yes No

-If yes, when were the tubes put in?

Hearing Specialist use only

250 500 1000 2000 4000 8000

Pass Fail

1.28.2022
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Vision Services of Washinton-Greene -

566 East Maiden Street, Washington PA— 15301 : VOI FS\,\I, 9 HI,\L GSTE EYRIE(ENE. S

(724) 228-0770  (724) 228-6617  laura.blindvision(@gmail.com V
CONSENT FORM

Children’s Vision Screening Program
Dear Parent or Guardian:

[t is important to check your child’s eyes at an early age because a vision problem can be
undetectable, and your child may not complain because they don’t realize they have a problem.

The Prevention of Blindness Program of the Washington-Greene County Blind Association will
be conducting a preschool vision screening at your child’s learning center on / / .

As the undersigned parent/guardian, I hereby grant permission to the Washington-Greene County
Blind Association to screen the vision of the child whose name appears below.

Child’s Name Birth Date Sex M _F

Parent(s) /Guardian’s Name _ Telephone

Address

Email Address

If a professional examination is recommended, I give my consent to permit the Washington-
Greene County Blind Association to obtain information from the examining eye specialist regarding my
child’s eye examination and recommended treatment and to furnish such information, as needed, to the
appropriate school/agency. I also understand that follow-up is required and that I may be contacted by the
agency for further information.

In addition, T understand that this procedure is a limited vision screening designed only to detect
certain symptoms of potential vision problems in children. It is not an eye examination and is not
intended to take the place of a professional eye examination.

Parent/Guardian Signature: Date:

Has your child had a professional eye examination by an ophthalmologist or an optometrist?

Yes No

If yes, Doctor’s Name: Date:

Please remember, as your child doesn’t know how well he/she should be able to see, he/she will probably
not complain of problems with vision. Therefore, it is very important to observe behavior patterns which
may indicate eye disorders. In this respect, please indicate with an (X) if your child ...

( ) Has crossed eyes () Rubs his/her eyes a great deal

() Shuts or covers one ey ( ) Seem to blink more than usual

( ) Holds beoks close to his/her eyes () Stumbles easily over small objects

( ) Becomes irritable when doing close work () Squints, frowns when looking at something closely
( )Tilts or thrusts head forward to see ( ) Has red or watery eyes

( ) Other observations:

Thank you!

Date: Results: Screener’s Initials:



— — —— —CENTRAI-GREFENF SCHOOLDISTRICT

Dear Parent or Guardian:

The School Health Law requires medical examinations for children in Grades K
or 154, 6™, 11" and new students from out of state. Also, the School Health Law requires
dental examinations for children in Grades K or 1%, 34, 7" and new students from out of
state. These grades were selected because they represent critical periods of growth
and development in a child’s life.

The medical examinations can be done by our school physician and dental
examinations can be done by our school dental hygienist. Although the Pennsylvania
Department of Health recommends that these examinations be done by your family
physician or dental office since he/she can best evaluate your child's health and assist
you in obtaining necessary treatments and corrections.

Examinations done by family physicians or dentist within one year prior to the
student’s into the grade in which the exams required and recorded on a form provided
by the school are accepted for the required examination year.

PLEASE CHECK YOUR PREFERENCE:

Student to be examined by the schoo!l physician

Parent/Guardian will be present: Y or N

Student to be examined by the school dental hygienist.

Student to be examined by family physician at personal expense of the
Parent/Guardian. Please send me the required form.

Student to be examined by dental hygienist at personal expense of the
Parent/Guardian. Please send me the required form.

PLEASE COMPLETE AND RETURN THIS FORM TO THE CHILD’S
TEACHER IMMEDIATELY.

Child’'s Name:

Parent/Guardian Signature: Date:

WCES is a TITLE 1 School



CENTRAL GREENE SCHOOL DISTRICT

RELEASE OF INFORMATION

, parent/guardian of

hereby give permission to The

Central Greene School District to release information on the above name student to
faculty/staff on a need to know basis concerning any health needs or problems that my
child currently has or may develop in the future. This sharing of information with other
faculty/staff is important to ensure the welfare and safety of your child during school

hours.

Parent/guardian signature:

Date:

Witness signature:

Date:




CENTRAL GREENE SCHOOL DISTRICT
WAYNESBURG, PENNSYLVANIA

Teacher: Grade: Dats:

Name: D.0.B. Sex: Male Female

Father's Name:

Mother's Name: Maiden:

Home Address: Telephone:

Name whom pupil lives with if other than parent

IF YOUR CHILD NEEDS TO TAKE MEDICATION AT SCHOOL FOR ANY REASON-YOU MUST PROVIDE
ALL OF THE FOLLOWING:

- A DOCTOR'S SPECIFIC ORDER

- PARENTAL CONSENT

- THE MEDICATION IN THE ORIGINAL CONTAINER FROM THE PHARMACY

Child's Physician: Phone Number:

HEALTH HISTORY- PLEASE CIRCLE YES OR NO

1. Doss your child have a bee sting allergy? Yes No
What type of reaction results from this?
2. Has the child had chickenpax? Yes No

Date of illness or vaccine:

3. Has the child had any troubles with ears or hearing? Yes No
If the child has tubes, when were thay inserted?
4. Has the child had any trouble with eyes or seeing? Yes No

If the child has glasses, when should they be worn?

5. Does your child have digbetes? Yes No

6. Has the child ever had a convulsion (fit or seizure)? Yes No

7. Has the child ever had a fainting spell? Yes No

8. Has a doctor ever said the child has a heart murmur? Yes No
Any restrictions?

8. Has the child ever had an allergy? Yes No
To what? (Medications, food, environment)

10. Has the child ever had asthma? Yes No
Medications taken?

11. Has the child ever been treated for ADHD, O.D.D. or any behavior disorders? Yes No

(please circle from the choices above)

List of medication being taken:

12. Has the child ever has surgery? Yes No

If yes, for what reason:

13. List any ilinesses, injuries or other conditions not listed above




Waynesburg Central Elementary School

90 Zimmerman Drive

Waynesburg, Pennsylvania 15370-8281
Phone: 724-827-3081

Fax: 724-852-1160

To: Parents/Guardians
From: School Nurses
Subject: School Medication Procedures

Any prescribed or over the counter medication wili be administered at school only by a
written order from the doctor stating that it is absolutely necessary that specific medication
be given during school hours. Please make every effort to have any medication given
at times other than school hours. (Examples of over the counter medications
inciude Tylenol, Motrin, cough drops, cough syrup, topical creams, etc.) The school
nurse has standing orders for soms topical creams such as Neosporin, Cortisone and
Benadryl creams. Please check with the nurse regarding your child’s need. If these
creams are needed, np physician order will be nesded. A parent note will be sufficient.

Medication to be given during the school day will require a medication
administration form to be filled out and signed by the parent and physician. These
forms are available at the nurses’ office.

The medication must be brought to the Nurses’ office in a container that has a
current prescription label from the pharmacy. Please ask you pharmacist to provide

you with an extra labeled container for school. If the medication is over the counter, piease
bring the medication in the original container.

Students are not permitted to carry medication or inhalers except when a physician’s order
is on file giving them permission to do so.

Parents are responsible for the transportation of medication to and from school. If the
carent cannot bring the medication to school, another responsible adult should bring the
medication to school.

Thisis for you child’s protection as well as the protection of others. If you have questions,
please contact the School Nurse.

| have read and understand the above policy.

Student Name Teacher

Parent/Guardian Signature Date

WCES isa TITLE | Scheol



H511.336 (Rev. 9/2012) Page 1cf4: STUDENT HISTORY

) DIAN -
Private or School PARENT | GUARDIAN / STUDENT:

Complete page one of this form before
PHYSICAL EXAMINATION

—student's exam. Takscompleted foerm to
OF SCHOOL AGE STUDENT

appointment.

Coest ave any gllergles? I No O Yas {If yss, list specific allergy and reaction.)
3 Medicines O Pollens O Food 0 Stinging Insacis

Somplete the following section with a check mark in the YES or NO column; circle questions you do not know the answer to.

GENERAL HEALTH: Has the student... YES | NO GENITOURINARY: Has the student... YES | NO |
. Any ongoing medical conditions? f so, oi i i

bulge or harnia in i

| ! 0 Hada
3 I ' 3 TiYss [ONo |
3. Ever had surgery? ]
4. Ever had a ssizurs? i i ¢ riod:
. Had y of being born without or is missing & kidnay, an sye, ¢ DENTAL: Rsids
YES | NO G Sz |
SGCIAL:LEARNING Has fhe student... YES | NO |
' 34, Been feld he/she has a isaming disat !
; i devaiopmental disa e delay. | |
| 35. Bsen hullied o I ng behavior? i
‘ 38. Experianced majer grief, irauma, or cther s‘gr'h.car*'
38. Bean worried, sad, upset. or angry much of the | t
% Had any problem with B 33. Shown a general loss of snargy, moti 3
23 any problem with his/h | | P = R |
eye injury? i+ 40. Had concems about weight;
2 Been prescribad giasses or contact lensas? TECORIEd; 8 FSCOMMENCADR
e 3 41. Ussd {or currenily usss) tobacco, o
LUNGS: . . Has the student.. _ YES | NO _ : Ry : - i
d an inhaler or tzks na medicina? H FAH[LY HEA"-;H LER [ N0 5
Evear had tha docior say halsh | 432, Is thers 2 family hisiory of the | i
zll that 2psiy: i O Anemia/blood disorders
[T High blood prassurs 0 Asthma/lung protizms
O High cholest h 3 Behavioral health issue 1 Seizure disorder
18 Been fold by the doctor ta hava a heart & ole, i & Digtete = =il frait or disease ;
ECC/EKG, zchocardiegram)? i | Cther.
19 I—‘ad a cough, whesze, difficulty braathing, shoriness of traath or 43.Isthersa y histary of a i
felf lighthsaded DURING or AFTER sxercise? problems? f sc, check ai _'. sizp
L Had disccmfdrt pain, tighiness or chest prassure during exercisa? I Brugada syndroms
Z1. Felt his/iher heart race or s'-{‘p teats during ex:rclse'? LPColiomyepen
BONEJOINT: Has the stud ' o |
ONE/JOINT: as the stu e”tm T : YES | NO O High cholesterc i
22 Had a broken or fractu ns, re, or di =Y — = g ]
- tactyced Dene.stiess bty ordisotate T, : : 44, Has any family membar had unexpiainad faf i
23, Had an injury fo a2 muscle, ligameant, or tendon? seizurss, or experienced a near drowning?
2. Had an injury that required a brace, cast, crutches, or orthoiics? 45, Has any family member i
25 Needead an x-+ay, MRI, CT scan, injection, or physical 50 orhad an unsxpsciad /
folloewing an injury? 50 {includes drowning, unexf
dea‘rh syndrome)?
& Had jcints L*'al: becoms ,.mxr\...l swml!en, .'eei warm, or &.ok : e —= = o 7 =
SK!H' = = Has YES | NO QUESTIONS ORCONCERNS =~ - : YES | NO
97 Had am éh;" Dr= - - o - - 48. Are thers any guesiions or concserns that the student, parentor
1y o skin orobiems > el o o
- any rasnes Ssure sorss, or oiher skin probiems? guardian would liks o discuss with the heatth cars provider? (i i
& Ever had herpes or a MRSA skin infectien? yas, write them on pags 4 of this form.) i

hereby certify that to the best of my knowledge all of the information is true and complete. | give my consent for an exchange of
eaith information between the school nurse and health care providers.

iignature of parent / guardian / emancipated student Date

daptad in part from the Pre-participation Physical Evaluation Hisfory Form; ©2010 Amarican Acadamy of Family Physicians, American Academy of Pediatrics, American Collega of

ports Medicine, Amarican Medical Saciety for Sporis Medicine, American Orthopaedic Sociely for Sporis Madicine, znd American Osiecpathic Academy of Sports Me




Page 2 of 4: PHYSICAL EXAM STUDENT NAME:

STUDENT'S HE

ALTH HISTORY (page 1t of this form) REVIEWED PRIOR TO PERFOMING EXAMINATION;: Yss T - No[l

CHECK ONE

Physical exam for grade:

% S
ki &0 4400 Ofher ABNORMAL FINDINGS / RECOMMENDATIONS / REFERRALS

O

*ABNORMAL

NORMAL
DEFER

Height:  ( ) inchss

Weight:  ( ) pounds

BMI: ( )

BMl-for-Ags Percentila: { ) %

Pujse:  {

Blood Pressure: / )

Hair/Scalp

SKin

yes/Vision Corrscted

m

[Ears/Hearing

Nose and Throat

Teeth and Gingiva

Lymph Glands

Heart

Lungs

Abdomen

{Genitourinary

iNeuromuscular System

DATEREAD L o} e e : - RESULTIFOLLOW-UP -

i TUBERCULIN TEST | DATE APPLEED

fr | =
| i

MEDICAL CONDITIONS OR CHRONIC DISEASES'

VHICH REQUIRE VEDICATION, RESTRICTION OF ACTIVTY, OR WHIGH MAY AFFECTEDUCATION

(Additional spacas on page 4}

Parent/guardian present during exam: Yes [] No O

‘Physical exam performed-at: PersonalHealtlr Care Provider's-Office £} School H Date of

exam 20

Print name of examiner

Phone,

Print examiner’s office address

Signature of examiner

MDD DOO PACO CRNPO |




COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF HEALTH

PRIVATE DENTIST REPORT
OF DENTAL EXAMINATION OF A PUPIL OF SCHOOL AGE

MANME NE or il ~ATE
NAME Or SCHOOL UAIE
JAME OE ML N el = QTVY P moAns
AT U LD AGE b o GRADE
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Data of

Signature of Dental Examiner

)

ental Examination

Addrass



JRSE’S CARD WAYNESBURG CENTRAL ELEMENTARY SCHOOL 2026-2027
HEALTH UPDATE/NURSES INFORMATION:

| LASTNAME FIRSTNAME [~ MIDDLENAME | HOMEROOM | GRADE

Please list any health conditions, diseases, allergies, comments or treatments helow and make corrections as needed.
' Medical Condition Medication Dosage . | = . ' Comments 22 - T

i |
I t |
| | !
]

Please bring the doctor’s order and the medication to school as soon as possible for any medication that may be needed
during the school day. The madication must be in the original bottle/package from the pharmacy. DO NOT SEND
MEDICATION WITH YOUR CHILD.

Student’s physician: Phone Number:

List any serious illnesses, injuries or surgeries since last school year:

By signing below, | understand that the school nurse may share information relevant to my child’s health condition with
appropriate school personnel as needed to meet my child’s health and safety needs. If we are unable to reach the
parent/guardian in the event of an injury or illness requiring emergency medical care, the child will be taken to the nearest
medical facility.

| also understand that by signing this form, | acknowledge that | am aware of the policies, rules and regulations contained
in these documents.

Signature of Parent/Guardian: Date:

Parental Permission required for over-the-counter medications.

The following medicine are available through the Health Office and if you check YES below, the medicine will be given at
manufacturer's directions for age/weight and dose. If your child request Health Office medicine more than 3 times, the
child’s doctor would then need to complete the school's Medication form, and the parent/guardian would need to
provide the medicine in the original medication container. Check the medicine you permit your child to raceive.

Tylenol:  Yes Z No \ ibuprofen: Yes 0 No O ‘ Benadryl: Yes {1 No [
| Tums: Yes O No [ | Cough drops:  Yes [J No [ ; Midol: Yes LI No Ul |

| agree to permit the school to administer this medication to my child. In consideration of the school district’s agreement
to use good faith efforts to properly administer the medication, the district is hereby relieved from liability for any failure
toproperly administer this medication.

*Parents of elementary students will be notified prior to administration.

Signature of Parent/Guardian: Date:




