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2026-2027

ORANGE EAST SUPERVISORY UNION

Blue Mountain Union e Bradford Elementary  Newbury Elementary e Oxbow High School
River Bend Career & Technical Center o Thetford Elementary  Waits River Valley School

STUDENT INFORMATION FORM

STUDENT INFORMATION

Legal Last Name: Legal First Name: Legal Middle Name
PostName:__ Preferred Last Name: Preferred First Name:

Birth Date: Legal Gender: [0 Female 1 Male Grade Level:

Mailing Address: Town: State: Zip:
911 Physical Address: Town: State: Zip:
Family Primary Phone No.: Type: & Home [ Cell

Please check the box if your child receives: [1IEP/Special Education Services [ 504 Services

RACE/ETHNICITY INFORMATION
Is your child of Hispanic or Latino origin? ] Yes [] No

What races do you consider your child? Mark the one or more races that apply.
O Asian [ Black [ Native American or Alaska Native [ Native Hawaiian or Other Pacific Islander [0 White

PREVIOUS SCHOOL INFORMATION
Previous School’s Name City & State Years Attended (example: 2021-2022)

FAMILY INFORMATION

Contact phone numbers, address and email addresses will be used to distribute important school and district information. Online
access to student records will be provided to each Parent/Responsible Adult listed below.

List in order of priority to contact: Parent/Responsible Adult #1: Lives with student [-] Yes [l No
(If no, provide full address below) ] Check to receive mailings

[0 Mother O Father [0 Guardian [ Other (please specify relationship)

Last Name: First Name:

Email Address: Preferred Gender: Female  Male
Address (i different from student): Town: State: Zip:

Mailing Address (if different ): Town: State: Zip:

Primary Phone No.: Type: 0 Home O Cell 0 Work
Secondary Phone No.: Type: O Home [ Cell 00 Work

Parent/Responsible Adult #2: Lives with student L1 Yes [l No (If no, provide full address below) 1 Check to receive
mailings

O Mother O Father O] Guardian [J Other (please specify relationship)




Last Name:

2026-2027

Email Address:

Address (if different from student):

Mailing Address (i different):

First Name:
Preferred Gender: Female Male -
Town: State: Zip:
Town: State: ~ Zip:

Primary Phone No.:

Type: O Home [ Cell O Work

Secondary Phone No.:

Type: 0 Home [ Cell O Work

SIBLINGS (Please list first and last name of each sibling living with student):

EMERGENCY CONTACTS

In an emergency, the parent/guardian listed above as Responsible Adult #1 will be called first, the Parent/Guardian
listed as Responsible Adult #2 will be called second. By listing a name or names in this section as an emergency contact, you
are authorizing another person or people to pick up your student at school if you cannot be reached.

Name:

Relationship to Student:

Address:

Primary Phone No.:

Other Phone No.:

Name: Relationship to Student:
Address:
Primary Phone No.: Other Phone No.:

PREKINDERGARTEN STUDENTS ONLY

[ Pre-K O EE Prekindergarten Program Name:
Address: Town: State: Zip:

HIGH SCHOOL STUDENTS ONLY
I Dual Enrollment [0 Early College

Signature of Parent/Responsible Adult: Date:
Office Use Only
Student Name: , ' State ID No.
Entry Date: Grade: Teacher/Advisor:
AM Bus No.: PM Bus No.: Entered by:

National School Lunch Program
\ OFree [ Reduced [ Not-Eligible [ Declined )




Registration Checklist

All documents are required prior to enrollment and/or any services

Name of Student :

1D Number :

Start Date :

School :

OESU Student Information Form

Birth Certificate (copy)

Residency Verification
» Please provide one of the following:
% Copy of current tax bill
% Copy of lease agreement
% Copy of rent receipt
% Mortgage statement

» Please provide_two of the following:
% Voter Registration
% Automobile Registration
% Employment Verification
% Post Address (other than a P.O. Box)
% Utility Bill {must be within the last 30 days)

** All documents must show your name and physical
address within the OESU district**

Custody Paperwork Collected(if applicable) Yes No NA
Flag placed on Student Profile
Free and Reduced Lunch Paperwork Yes No NA
DCF Contact Information ( if applicable) Yes No NA
Name: :
Homeless Status Yes No NA
Has the OESU Homeless Liaison been contacted Yes No NA

Comments:

All documentation can be submitted electronically, any documentation needs to be clear and readable,
the preference is in color, but not required. For questions on documentation or to submit paperwork,
please contact Mae Tucker - mae.tucker@oesu,org or 802-222-7025.







Newbury Elementary SCHOOL

214 Pulaskit Street
Newbury, VT

August 26, 2026

Dear Parent/Guardian:

Newbury Elementary School offers healthy meals every school day. In School Year 2026-2027, all students will receive
free breakfast and lunch at school. Though the State of Vermont will support Universal School Meals we are still
required to collect the Household Income Data Collection application from each family whose child attends NES as State
and Federal funds are formulated from this very important form.

The information you give helps your school access federal and state education dollars. This funding supports reading,
math, science, arts, PE, after-school and other vital programming. If all families fill out and return this form, we can
determine our continued eligibility for Federal Grant Programs that support your school financially. We will also get more
money for other school programs. It's important for you to know that this information drives multiple needs of your
school and community. The information you provide is confidential. We follow strict federal rules to keep your
information private. '

if you have other questions or need help, please contact me at labette.page@goesu.org _or 802-866-5621.

USDA Nondiscrimination Statement

In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and policies, this institution Is prohibited from
discriminating on the basis of race, color, national origin, sex (including gender identity and sexual orientation), disability, age, or reprisal or retaliation for prior civil
rights activity. Program information may be made available in languages other than English. Persons with disabilities who require alternative means of communication
to obtain program information (e.g., Braille, large print, audiotape, American Sign Language), should contact the responsible state or local agency that administers the
program or USDA’s

TARGET Center at (202} 720-2600 (voice and TTY) or contact USDA through the Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program Discrimination Complaint Form which can be obtained

online at: https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf, from any USDA office, by
calling (866} 632-9992, or by writing a letter addressed to USDA. The letter must contain the complainant’s name, address, telephone number, and a written
description of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights (ASCR) about the nature and date of an alleged civil
rights violation, The completed AD-3027 form or letter must be submitted to USDA by:

1. mail:
U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 independence Avenue, SW
Washington, D.C. 20250-9410; or

2. fax: (833) 256-1665 or {202) 690-7442; or
3, emall: program.intake @usda.gov

This institution is an equal opportunity provider.






(feuondo) jew3 :20UspISaY JO UMOL

:wio} siyy bunajduios ynpe jo sweN

:(jeuondo) suoyd

-wwo} siyy bunejdwos ynpe jo ainjeubls
—papodal s 80Ul [je Jey) pue ‘ebpajmouy| A Jo }S8q 8y} 0} ‘anJ} sj uojedljdde Siy) UO UORULIOJUI [[e Jey) (asiwoud) A9 |,
— e — e ; 3IMEUDIS 3 UONEBULICIU] JOBIUOS i U099

“3WO0JU| P|OYasnoH 971G pjoyssnoH "8y uoiewlojul inok 1ajus asea|d ‘sjdoad aiow 1o § SBY pjoyasnoy JnoA j|

280'¢01$ ¥.5'26% 990°28% 8G6S°'L/$ 050°19% rs'05% 7£0'0v$ 9z5'62% sBURN aWooU
uey} aJop O uey} aIop O uey} aIop O ueyy a0 O uey) a0 [ ueyy aio 0 ueyy aI0p O uey} 210 O mw_E: |
= ] ss9) ss9 SS9 ss9) L SS9l vM:EEMo
10Z80'¢0L$ O 1o ¥/5'26$ O 10 99028% O 10 86G°L/$ 0 10 050°1L9% O 10 ZHG°0G5$ O 10 $£0'0¥$ O 10 9¢6'62$ 0 :
2zIS
80 L0 90 SO vU €U [ = pjoyasnoH

‘010 ‘poddns pyyo ‘sesuadxe [eoIpall ‘9oURINSL] ‘S8XB]

10J suoljonpap Aue 810foq 8q Pinoys JUNOWE 8y | “dWoou] JOYjo jfe Jo/pue ‘sjjeusq YA 1SS “Anoes [e1o0s Juswaial ‘suosusd Auowie ‘poddns plyo
‘vouejsisse aqnd IO :$824nos Buimojjoy 8y} wody ‘ualpjiyo Buipnjoul ‘S1equIsL Pjoyasnoy jfe JO 8WwodUl JO JUNOWe [ej0) 8Y] S 8WOodUl jenuue paulquioy e
‘sasuadxa pue swWodUl 21BYS pue NOA Ym S/ Jey} ‘pajejal-un pue pajejal ‘synpe pue usipjiyo jje buipnjoul ‘gjdoad jo Joquinu [B]0} 8y} SI 9ZIS PJOYOSNO e
"3Z1S ployasnoy Jeys Joy abuel suwiodul sjeudoidde syj usy) pue azis pjoyasnoy JnoA 109]9s 3ses|d - uoljeuLIoju] SWOoJU| PJOYISNOH ¢ UORISS

‘¥ UOI0aS 0} dpfs aseayd ‘weiboid e pajos[as noA ji (INVL) dn yoesy O (dVYNS) 1Asalenbgs O
~ 'mojaq Xoq sieudoidde au) S0oU0 esee|d 'swelboid Buimoljo) 8} JO AUB WO} 80UB)SISSE S9AIS09I pjoyasnoy 1N0A j| - Sweibold 22Ue)SISSY :Z UOND3sg

“ULIOJ SIY] JO BPIS 9SIOAS] U0 PENUIILOD 8|qe) | UOIOSS 8y} 0] Way) ppe esesjd ‘Seweu feuoyippe Joj paunbai aie saoeds asow Ji,

SWEN J}seT IN SWwleN jsii4
plOySsnoy 8y} Ui SJUspnjs |[e Isi - UOIBULIOJU| JU3pMS | UonIag

[sA97 8pel9 | yuig jo 83edg
7| opeib ybnoiy uspebispuny-aid

suleN jooyos

-ployesnoy 1ad papaau wio} auo AjuQ sjusuwialinbal AoeAlid yjim SoUBPIOIDE Ul PajpUBY B4 [|IM WO}

siyy ybnoJy} pejos|joo uoilewoju] ‘mej Aq pajosiold si uoleuIol [elouBUY pioyesnoy InoA jo Aoeaud sy -Buiwweiboid
[EJIA JSYJO pUE [00yosiaye ‘Jd ‘SHe ‘9ousios ‘Yiew ‘Buipees spoddns Buipuny siy] “SJejjop UOHEINpS 3je)s pue [elspsy
ss999E j00Yds INoA sdiey anib noA uoeunojul oy -saxe} Apadoid inok pue [ooyss 1ok ‘Aunwwiod inok djay jim
31 "seInuiw Maj e saye} Ajuo wuoy sy} 3no Buljjid "uaipiyd JnoK oy sjqissod uoneonpa 3saq ayj apiroid sn disH
- ~ uon29]jo) BIeqg sWwodu] pjoysasnoH 1z202-920Z

-0} WO} SIY} UInjal ases|d

NOLLYONA3 40 AONIIV

INONMHA =~

BWOIUIPJOYBSTIOU/AOD JUOWLIBA UO[JBINPa
:0] 0B 410 “ULIOJ SIY} JO UOISIBA DJUOL}IB[ BY} J0f BPOI HD SIY} UBDS




v&om_mm wEm‘_mohn_ mocﬁw_wm/.\. z coaomw Du_
8jeg =

weibold 12YI0

BWeN palulld

"HoINd %681 33Ul IAOQYV S! ployssnoH [

Sinjeubls . yoind %68] 8yl MO13d 10 1 St ployssnoy O

. ‘obpajmou A Jo }saq ayj o} 1no pajjy Ajeajdwoa pue Auradoid si i jey; pepnjouod ‘UoISSILIGNS SIU} J0} MOjaq uoldo sieudoidde
oney pue abed siy) ko osIonal mS uo Eg& awosul Eocmw:oc 8] pamainal aney |, oE 109198 Et_o% Sy} %o mn_w asional mE Buimsinal _mr< :suonongsuj
. , o ; 44VIS LOMISIArIO0HDS . e snjelg JIuIou0dgy

_oocow uwoiduou ayj Jo SPISING SPUNy UM Io} v_ma 80 JSnW SWLIO) SLWIOdU] ployasnoy asay) Buimairss pue ‘Bunosijoo ‘Bunnguisip Yim peleioosse Sjsod iy e

JUNOJOk 2DIAIDS POO)

*1§e1S 30LSI(/[00YIS 10} SuonINASU]

| KINO 3SN TOOHOS ¥O4

“1eded jo j9ays Jayjoue uo wayl yoeye ases|d ‘selleu [euonippe Io) paiinbai aie seoeds alow j,

[oAST 9pe1D | Yuig JO 9jeq SWeN Jse IN SWeN Isild

awiepN |ooYyos

~_ 21 epeib ybnoiyy uspehiapuiy-aid ‘PIOYISNOY 2} Ul SJUSpNIs [[e ST UOREBWIOojU| JUBpMS 1}, UoRIas GIANNILNOD




Family Handbook Acknowledgement

i

This handbook may be updated from time-to-time; notice will be provided as updates are implemented.

Please sign the acknowledgement below, detach it from the handbook, and return it to the Newbury Elementary

School Pre-Kindergarten prior to enroliment.

Thank you for acknowledging the policies and procedures we have established for the safety and welfare of all

children in our care. We look forward to getting to know you and your family. Please cut along the dotted line and

return the section below to your child’s teacher. Thank you.

| have received the Newbury Elementary Pre-Kindergarten Family Handbook. | acknowledge that it is my
responsibility to understand and familiarize myself with the Family Handbook and to ask for clarification of any

policy, procedure or information that | do not understand.

Parent/Guardian Signature Date

Pre-Kindergarten Staff Signature Date







CAPSTONE Head Start Eligibility Verification form

Date enrolled:
Last day of service:

PROGRAM: [__] EHS [ ] Head Start

LOCATION DESIRED:

PROGRAM TYPE (Home base/Center base/Collaboration):

First Name: Last Name: D.O.B:
Sex: Race: Hispanic/Latino:
Male Female Yes No

Primary Language:

Secondary:

Health Insurance:

Yes No

Type of Insurance:

If yes, what diagnhosis and who provided

Has the child received a disability or special health need diagnosis: Yes

No

Yes No

Name: D.O.B: Relationship to child:
Living Address:

Mailing Address:

Cell#: Home #: Email:
Hispanic/Latino: Race:

Primary Language:

Name:

Secondary Language:

"D.0.B:

No

Yes

Relationship to child:

Yes No

Living Address:

Mailing Address:

Cell#: Home #:
Hispanic/Latino: Race:

Primary Language:

Secondary Language:

OLLI
Name & D.O.B: D Name & D.0O.B: D
Name & D.O.B: [:] Name & D.O.B: I:
Name & D.O.B: D Name & D.O.B: D

Phone #:

Relationship to child:




Date enrolled:
CAPSTONE Head Start Eligibility Verification form Last day of service:

Prenate/Sibling of enrolled child: Homeless Family Plan/DCF Involvement:

Foster Family: Transition from EHS: Enrolled in Brook Street HS:

Kinship: Teen Parent: Agency or Partner Staff:

Diagnosed Disability: Military Family: Head Start Staff:

Tierl: Tier II: Over Income: Housing Cost
Adjustment
Utilized:

Section VI Additional Information and Per'n’ﬂssion

How did you hear about our program:

| give permission for Capstone Head Start to access my child’s records on the Vermont Immunization Registry
& the Vermont Lead Registry for the purpose of verifying child’s date of birth and working together to ensure my
child is up to date on immunizations and has received appropriate lead screenings: Yes No

Application was completed in person:
If not, state how (by phone or virtually) and reason:

bove information and certify this information to be correct to the best of my kno

’ Parent signature: ' / k bls'a{e:
Parent signature: Date:
Staff signature: Date:
TAM signature: Date:
ERSEA signature: ‘ Date:

Capstone Head Start honors community diversity and does not discriminate in hiring or providing services based on race, culture,
language, national origin, religion, creed, political affiliation, family composition, marital status, sexuat orientation, class, gender, age or
mental/sensory/physical abilities.



Newbury Elementary School 2026-2027
ANNUAL HEALTH UPDATE & EMERGENCY AUTHORIZATION FORM
PURPOSE: To enable parents/caregivers to AUTHORIZE emergency treatment for children who become ill or
injured while under school authority, when parents cannot be reached. Parents/ caregivers must return this form
to the school. The original form and any copies may be used to identify the medical options of the undersigned
parent/caregiver. The original form stays with the school nurse.,

School District School Building Home Room Teacher Grade
Student’s Full Name

Last First Middle initial (He, Her, They)

Doctor’s Name: | Phone

What was the date of your child’s last comprehensive annual well care visit* received in their medical
home? Date:
Dentist’s Name: Phone

What was the date of your child’s last dental exam received in their dental home?
Date:
* Comprehensive well care visit is not an exam for a specific injury, illness, condition, or sports clearance form completion.

STUDENT’S MEDICAL HISTORY:
e ALLERGIES: Serious- Requires epinephrine: (please describe)

Requires Medication? Yes No
If Yes, Please send medication and a copy of the Allergy Plan to the school nurse,

e ASTHMA: Has a doctor, nurse, or other health professional EVER said that your child has asthma?

Yes No Don’t know/not sure
o If yes, does your child STILL have asthma?
Yes No Don't know/not sure

Please send an inhaler and copy of the Asthma Action Plan to the school nurse.

o DIABETES?Yes____ NO___

e SEIZURES? Yes ____ NO _____ *If yes please send a copy of the Seizure Action Plan and Medication to
the school nurse.

e OTHER CHRONIC HEALTH CONDITIONS:

o MEDICATIONS taken on a regular basis (Please explain):

e USE CORRECTIVE LENSES? YES NO HEARING AIDS? YES NO

Does your child have health insurance? Yes No If No, dial 1- 855-899-9600 for Vermont Health
Connect info [https://portal.healthconnect.vermont.gov/VTHBELand/welcome.action]

IN CASE OF AN EMERGENCY INVOLVING MY CHILD, WHEN | CAN NOT BE REACHED: | hereby give consent to
transport my child for medical care and authorize the providers and hospital to give any reasonable and
customary medical and health care deemed necessary at my expense. It is understood that | will be financially
responsible for all emergency care.

113

VERMONT DEPARTMENT OF HEALTH Vermont Standards of Practice: School Health Services
e AGENCY OF EDUCATION



Signature of Parent/Guardian Date

| give my permission for the school nurse to communicate with my dental provider:

€Yes €No
| give permission to exchange health information between my child's primary care provider and the school nurse,
including vision and hearing screening informdtion: €Yes €No
Signature of Parent/Guardian Date

(Pg. 1 of 2) Complete Form on Other SidePlease indicate if student has
had or is currently under treatment for any of the following conditions:

BLEEDING DISORDERS MENTAL HEALTH CONDITION and treatment

EAR/HEARING PROBLEMS (Please explain):

HEART PROBLEMS

HIGH BLOOD PRESSURE

HOSPITALIZED FOR SERIOUS ILLNESS, MUSCULAR WEAKNESS OR PARALYSIS
SURGERY OR ACCIDENTS? MIGRAINE HEADACHES

OTHER allergies: (Please list)

Any specific concerns about the health and wellbeing of your child? {check all that apply and please describe)
Emotional or behavioral health

Growth and Development

Physical health

Oral health

Nutrition

Other:

Would you like assistance with other non-healthcare related resources? (check all that apply)

Food '

Housing or Rent

Utilities (heat, electricity, internet)

Childcare

Transportation

Interpreter or Other assistance:

a d d d d

d d da d d

Signature ~ Parent or Guardian Relationship to student Date

213

VERMONT DEPARTMENT OF HEALTH Vermont Standards of Practice: School Health Services
® AGENCY OF EDUCATION




2026-2027

NON-PRESCRIPTION MEDICATION PERMISSION FORM

Name: Grade:
Homeroom Teacher:

If you wish your child to be given Acetaminophen (Tylenol), Ibuprofen (Motrin) or any
other over the counter medication under the judgment and supervision of the school
nurse, please check below. Aspirin will NOT be given to students.

I give my permission for

at Newbury Elementary School to be given the non-prescription medications I have
checked below if needed:

Ibuprofen

Acetaminophen

Tums, Mint, Cough Drop

Ointments/Creams: Bacitracin, Hydrocortisone, Benadryl, Calamine
Sunscreen, Insect Repellant (may contain DEET), Orajel

Benadryl

Medications will be given for headache, discomfort (toothache, ankle sprain, etc).
Ibuprofen and Acetaminophen will not be given for fever in order to allow students to
remain in school.

We keep a small supply of medication at school for unexpected problems. If you think
your child will need medication at school, please send it to us in the original container,
All medications will be kept in the health office. All medications other than the ones
listed above require written permission from the physician.

You may contact us any time during the school year to change or revoke permission.,

By signing below, I am indicating that my child has previously taken the
medication(s) I have checked, and has not had an allergic reaction.

Date

Parent/Guardian signature






