Niagara Falls City School District
Universal Prekindergarten Application
2021 - 2022
IF YOUR CHILD CURRENTLY ATTENDS THE DISTRICT’S PRE K-3 PROGRAM,

YOU DO NOT NEED TO COMPLETE THIS APPLICATION.
Child’s Name:
Program Level (circle one) Pre-K 3 — All Students Pre-K 4 New to District Students Only

Parent's Name:

Address: Niagara Falls, NY Zip

Cell Phone Mother: Cell Phone Father:

Child’s Date of Birth: Child's Gender: Male / Female
(Circle One)

Language Spoken at Home:

Ethic Origin (circle one):  Hispanic/Latino NOT Hispanic/Latino

Race (circle all that apply): Asian Black or African-American  White

American Indian or Alaskan Native Hawaiian or Other Pacific Islander

Does Child receive Special Education services?

**NEW SCHOOL SELECTION PROCESS FOR 2021-2022**

As of September 2020, all families wishing to enroll their child in the District's Pre-K program will be
required to participate in the District’s Pre-K lottery when all seats have been filled at their desired school..
The lottery process is as follows:

1. Complete and return the full Pre-K Registration Packet no later than June 11, 2021.

2. Select your school(s) of choice in order of preference using “1” as the first choice. Remember,
transportation is not provided for Pre-K students, it is imperative that you consider how your child will get to
and from school, and where your other children currently attend school.

3. If all seats are filled at the 1% school of choice, the application will be moved to the 2™ choice etc.

TRANSPORTATION IS NOT PROVIDED
Please select your school(s) of choice in order of preference using “1” as your first choice:

Cataract Elementary School, 6040 Lindbergh Avenue
Hyde Park Elementary School, 1620 Hyde Park Bivd.
Henry J. Kalfas Elementary School, 1800 Beech Avenue
Geraldine J. Mann Elementary School, 1330 — 95! Street
Maple Avenue Elementary School, 952 Maple Avenue
Niagara Street Elementary School, 2513 Niagara Street
79" Street Elementary School, 551 — 79 Street




Niagara Falls City School District
Niagara Falls, New York

Prekindergarten Program Information and Overview

The Niagara Falls City School District will offer a free program for all 3 and 4
year old children living in the City of Niagara Falls in September 2021.
Classes will be offered at; Cataract Elementary, Hyde Park Elementary, Kalfas
Magnet, Maple Avenue Elementary, G.J. Mann Elementary, Niagara Street
Elementary, and 79* Street Schools.

Important Facts About the Pre-K Program
TRANSPORTATION IS NOT PROVIDED

Children who have turned 3 or 4 years of age, on or before December 1, 2021
are strongly encouraged to attend.

A lottery will be conducted when there are more applications than seats at a
particular school.

Children will receive breakfast, lunch, and a fruit snack daily.

+ Classes meet Monday, Wednesday, Thursday and Friday 8:45 a.m. to 3:00 p.m.

Tuesday’s schedule is 8:45 a.m. — 2:00 p.m.
The program will include family events and informational parent workshops.

Application Process

Parents wishing to have their child attend this valuable program must complete
and return the full registration packet to:

Niagara Falls Board of Education
Pre-K Program

630 66" Street

Niagara Falls, New York 14304

Applications must be received by June 11, 2021.
Placement letters are mailed in July 2021.




SCHOOL DISTRICT OF THE CITY OF NIAGARA FALLS
HEALTH SERVICES

Pre-Kindergarten Packet

Dear Parent or Guardians:

You have filled out an application for your child to attend a pre-kindergarten in September. We
would like your child to have a positive, successful and exciting school experience. In order for this to
happen without difficulty for your child, certain regulations of New York State Education Laws and

Public Health Laws must be fulfilled. You must supply us with the following information when you

register your child for school.

1. Immunization Record for your child — attached is a copy of the Immunization Reguirements for
School Entrance/ Attendance (I-1a)._Failure to satisfy these requirements may result in

exclusion from school.

2. Physical Examination (F-16A) - this must be completed and signed by a licensed health care
provider, submitted within 30 days of admission. Any physical completed within the last 12

months will be valid. Failure to satisfy these requirements may result in exclusion from

school.

3. Pre-Kindergarten Social History (F-12a) and Health History Form for Students (F-8) —

completed and signed by parents/guardians in order to help us understand your child and
provide the safest education plan.

4. Dental Health Certificates — a report of a comprehensive dental examination, signed by a
licensed dentist, will be requested for all public school students entering for the first time and
students in grades 2, 4, 7 & 10. This law became effective September 1, 2008.

[*++*PLEASE RETURN ALL FORMS TO THE SCHOOL NURSE***

IMPORTANT THINGS TO REMEMBER

1. The Niagara County Health Department provides immunizations by appointment only.
Call 278-1903 for an appointment.

2. In order for your child to attend a pre-kindergarten program in New York State he or she must
be four years old on or before December 1.

If you have any questions, please contact your school nurse.

School School Nurse Telephone

Sincerely,
School Health Services

F - 12 Pre-K 3/14



NIAGARA FALLS CITY SCHOOL DISTRICT

HEALTH HISTORY FORM FOR STUDENTS

School Grade

Stt_ldent;s name
Address Home Phone
Date of Birth Place of Birth SexM F
Mothers Name Address ' Phone
Mothers Place of Employment ‘Work Phone
Fathers Name Address Phone
Fathers Place of Employment Work Phone
Physician Dentist
Emergency: 1. Name Phone

2 Name Phone
Describe your child’s current state of health (circle one) Excellent Good Fair Poor

Please check YES or NO for questions below so that our School Health Service may best sexve your child.

Explain any yes answers in the space provided on the back of the form,
HAS YOUR CHILD EVER HAD:

SKIN

Lesions

Rashes

EYE PROBLEMS

Vision loss-Ri eve Lteye

yes

Amblyopia- Rteye Lteve
Glasses '
Contact lenses

Hearing loss — Ri ear Ltear
Eartubes -  Riear Ltear

Infections

Frequent nose bleeds
Nose fracture/surgery
SORE THROAT
Tonsillitis

Strep throat

Scarlet fever
Tonsils/adenoids removed
DENTAL PROBLEMS
Braces

Capped teeth
Bridge/loss of teeth
CARDIOVASCULAR
High Blood Pressure
Rheumatic fever

Heart Murmur

Heart Surgery

Cardiac Workup
LUNGS/RESPIRATORY
Asthma

Allergies

Hives

Hayfever

Poeumonia

Bronchitis

Tuberculosis

Hepatitis A yes_ no_
Anemia yes  no___

Sickle Cell Anemia yes

date

date Bleeding disorders yes __no  date Transfusions yes  no_ date

no

no date GASTROINTESTINAL yes
Jaundice
o . Stomach Disorders .
Frequent Abdominal pain
" Ulcers _
MUSCULOSKELETAL
Arthritis
Joint pains
Limb or back deformities
Fracture {broken bone)
Dislocation
Scoliosis
Chronie sprains
Recurrent injuries
GENITOURINARY
Hernia : .
Bladder or kidney disorder
Infections
MALFE: Testicles: injury/surgery
FEMAILES:Menstruation
Date first began
Last menstrual period
NEUROLOGICAL
Headaches
Head injuries
Concussions
Convitlgions
Seizure Disorder
Fainting;blackouts
Paralysis/numbness
- o Hyperactivity
ENDOCRINE
Diabetes
Hypoghycemia
Thyroid Condition
COMMUNICABLE DISEASES
Measles
Chicken Pox
Mononucleosis
HEMATOLOGY
Hepatitis B yes  ho date = Hepatitis C yes no

|

|

|
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date

date

date

PLEASE CONTINUE ON OTHIFR SIDE F-8 4/13




.

' Ni Falls City School Distri : e S
e Department of Moatth ot RETURN TO REGISTRATION OFFICE

PHYSICALEXAMINATION =~ ™
Name _ : DOB ___School ' " Grade
*I hereby grant permission for the medical staff of the Niagara Falls City School District to obtain medical information from my child’s health
care provider pertaining to the information indicated in this physical. -

Parent/Guardian Signature ‘Parent/guardian printed name
IMMUNIZATIONS/HEALTH HISTORY

u Immunization record attached Sickle Cell Screen: 0 Positive DNegative oNotdone Date:

g No Immunization given today _PPD: o Positive 1 Nepative oNetdone Date

o Immunizatiohs given since last sppraisal Elevated Lead O Yes o No o Note done Date

Dental Referral o Yes o No o Notdone Date

Significant Medical/Surgical History: __ SEE ATTACHED

Allergies: __ Life Threatening __ Pood: __Insect: . Other:
__ Seasonal Medication: :
L PHYSICAL EXAM :
Date of exam: Height: Weight Vision R, L BP. Pulze_-

Body Mass Index BMIPorcentile; __ <5% __3%-49% __ 50%-84% __85% -94% 95%-98%  __99% and higher

'[1 EXAM ENTIRELY NORMAL specify any abnormality (use reverse of form if needed):

Scoliosis: __ Nepative, ‘ __Positive -
Menarche_ ' LMP Testes Tanner Stage ] 1 I IV V

**PLEASE SPECIFY CURRENT DISEASES: __Asthma ___Diabetes: _ Type! __Type2

___Hyperlipidemia _ Hypertension

_ MEDICATIONS _
Medication: 1 None [ Medication at home only ] Medication to be given at school
Name: . '
Dosage/Time: ‘ _
(List additional medications on reverse of form) B
If AM dose is missed at home:

Self-Administer attestation: o o :
I attest that ihis-studenthasr.damonsu:ated,tofme.thatiheylcan—self—administenthemedjcaﬁon(s}lisﬁed—abover safely-and-effectively; and may- -
carry and use this medication (with a delivery device if needed) independently at any school/school sponsored activity with no supervisjon
by school staff. This order applies to the medications listed above or on reverse of this form if needed: Yes ] No

PHYSICAL EDUCATION/ SPORTS/ PIAYGROUND fWORK NSID! _
Free from contagions & physically qualified for all physical education, sporis, and playground, work and school activities OR only as
checked below: I

Limited contact: bascball, basketball, softball, volleyball, diving
Strenuous/non-contact: cross country, track & field, swimming, tennis, indoor track
_ Non strenuous/ron-contact: bowling, golf, cheerleading

__ Specify medical accommodations needed for school: ' : __._None_
Known or suspected disability: . . ____Please monitor
Restrictions: _ : : . . Please monitor

Protective equipment required: * Adhletic Cup___ Sport goggles/impact resistant eyewear ___ Other

Brovider”s Signature; - . Phone; (stamp below)

Provider's Name/Address; Fax:

NYSED requires ar anmeal exam for new entrants, students in grades K,2,4,7,4& 10, sports, working permits and triennially for the Committee on Special Educertion (CSE).
Fléarev.3/16

1458 Porter Roaad Niaezra Falle NV 14305



. Niagara Falls City School District RETURN TO REGISTHATI-.ON OFFICE

Department of Health Services
DENTAL HEALTH CERTIFICATE .

Parent/gnardian: New York State Law (chapter 281) permits schools to request a dental examination in the following grades: school
enfry, K, 2, 4, 7,& 10. Your child may have a dental check-up during this school year to assess his/her fitness to attend school. Please
complete Section 1 and take the form to your dentist for an assessment. If your child had a dental check-up before he/she started the
school year, ask your dentist to fill out Section 2. Return the completed form to the school nurse as soon as possible,

SECTION 1. TO BE COMPLETED BY PARENT/GUARDIAN (Please Print)

Child’s Name: | - Last o _ First Middle

Birth Date: / / _ Sex: _ Male  Will this be your child’s first visit to a dentist?
Monthk  Day Year . __Female _Yes __No -

School: R _ _____Grade

Have you noticed any problem in the_muuth that interferes with your child’s ability to chew, speak or focus on school activities:
Yes No '

I understand that by signing this form I am consenting for the child named above to receive a basic oral health assessment. I understand
this agsessment is only a limited means of evaluation to assess the student’s dental health, and I would néed to secure the services of a
dentist in order for my child to receive a complete dental examination with X-rays if necessary to maintain good oral health.

I also understand that receiving this preliminary oral health assessment does not establish any new, ongoing or continuing doctor-patient
relationship. Further, I will not hold the dentist or those performing this assessment responsible for the consequences or resalts should I
choose NOT to follow the recommendations listed below.

Parent Signature ' : Date

* SECTION 2. TO BE COMPLETED BY THE DENTIST

1. The Dental Health condition of ' on ' (date of exam) . The date of exam needs to
be within 12 months of the start of the school year in which it is requested. Check one: ’ :

Yes, the student listed above is in fit condition of dental health to permit his/her attendance at school.

No, the student listed above is not in a fit condition of dental health to permit his/her attendance at school.

NOTE: Not in fit condition of dental health means that a condition exists that interferes with a student’s ability to chew, speak or focus on
school activities. This may include pain, swelling or infection related to clinical evidence of open cavities. The designation of “not in fit
condition” does not preclude the student from attending school.

Dentist’s Name and address (pleasé print or starp) ' . Dentist’s signature

Optional Sections — If you agree to release this information to your child’s school, initial here

IL. Oral Health Status (check all that apply) _

—_Yes ___No Caries Experience/Restoration History — Has the child ever had a cavity (treated or untreated? (A filling, temporary /permanent
OR a woth that is missing because it was exiracted as a result of caries or an open cavity.) :

_ Yes ___ NoUntreated Caries — Does this child have an open cavity? (At least 1/2mm of tooth structure loss at the enamel surface, Brown to
Dark-brown coloration of the walls of the lesion. These criteria apply to pits and fissure cavitated lesions as well as those on
Smooth tooth surfaces. If retained root, assume that the whole tooth was destroyed by caries. Broken or chipped teeth, plus
Teeth with temporary fillings arc considered sound unless cavitated lesion is also present:)

___Yes ___NoDental Sealants Present : .

Other Problems

I Treatment Needs: ___No obvious problem. Routine dental care recommended. Visit your dentist tegularly.
—— May need dental care. Please schedule an appointment with your dentist as soon as possible
— Immediate dental care required. Please schedule an appointment with-your dentist . . ' ‘ F-16d

4455 Porter Road, Niagara Falls, NY 14305



SCHOOL DISTRICT OF THE CITY OF NIAGARA FALLS
HEALTH SERVICES

Pre-Kindergarten Packet

Dear Parent or Guardians:

You have filled out an application for your child to attend a pre-kindergarten in September. We
would like your child to have a positive, successful and exciting school experience. In order for this to
happen without difficulty for your child, certain regulations of New York State Education Laws and
Public Heaith Laws must be fulfilled. You must supply us with the following information when you

register your child for school.

1. Immunization Record for your child — attached is a copy of the Immunization Requirements for
School Entrance/ Attendance {I-1a)._Failure to satlsﬂ these requirements may result in
exclusion from school.

2. Physical Examination (F-16A) - this must be completed and signed by a licensed health care
provider, submitted within 30 days of admission. Any physical completed within the last 12

months will be valid. Failure to sahsﬂ these regurrements may resuit in exclusion from
school.

3. Pre-Kindergarten Social History (F-12a) and Heaith Hlstory Form for Students (F-8) —
completed and signed by parents/guardians in order to help us understand your child and
provide the safest education plan.

4. Dental Health Certificates — a report of a comprehensive dental examination, signed by a
licensed dentist, will be requested for ali public school students entering for the first time and
students in grades 2, 4, 7 & 10. This law became effective September 1, 2008.

- *PLEASE RETURN ALL FORMS TO THE SCHOOL NURSE****¥
IMPORTANT THINGS TO REMEMBER

1. The Niagara'County Health Department provides immunizations by appointment only.
Call 278-1903 for an appoiniment.

2. inorder for your child to attend a pre-kindergarten program in New York State he or she must
be four years old on or before December 1.

_If you have any questions, please contact your school nurse.

School ' School Nurse _ Telephone

Sincerely,
School Health Services

F-12 Pre-K 3/14



Student’s name

NIAGARA FALLS CITY SCHOOL. DISTRICT
HEALTH HISTORY FORM FOR STUDENTS

School Grade
Address Home Phone
Date of Birth Place of Birth SexM___ F
Mothers Name Address Phone
Mothers Place of Employment Work Phone
Fathers Name Address Phone
Fathers Place of Employment Work Phone’
Physician Dentist
Emergency: 1. Name Phone

2. Name Phone

Please check YES or NO for questions below so that our School Health Service may best serve your child,
Explain any ves answers in the space provided on the back of the form.
HAS YOUR CHILD EVER HAD: .
SKIN yes no date GASTROINTESTINAL yes no date
Lesions - e - Jaundice .
Rashes L - o Stomach Disorders -
EYE PROBLEMS Frequent Abdominai pain -
Vision loss-Rt eye Lteye Ulcers _ o
Amblyopia- Rieye Lieye MUSCULOSKELETAL . .
Glasses - Arthritis o
Contact lenses . . . Joint pains ‘ o

Limb or back deformities -
Hearing loss —~Rtear  Ltear Fracture (broken bone) e
Eartubes-  Rtear  Itear Dislocation - _
Infections o Scoliosis — _
Frequent nose bleeds R Chronic sprains e
Nose fracture/surgery’ oy Recurrent injuries —
SORE THROAT GENITOURINARY
Tonsillitis o L . Hernia _ _ .
Strep throat _ o _ Bladder or kidney disorder e
Scarlet fever - o . Infections o .
Toensils/adenoids removed L . L MALES: Testicles: injury/surgery _ L
DENTAL PROBLEMS FEMAILES:Menstroation. _ -
Braces - - o Date first began '
Capped teeth _ - L Last menstrual period
Bridgefloss of teeth . NEUROLOGICAL
CARDIOVASCULAR Headaches _ -
High Blood Pressure _ . - - Head injuries .
Rheumatic fever -— Concussions -
Heart Murmur — o - Convulsions - _
Heart Surgery - Seizure Lisorder _
Cardiac Workup o - _ Fainting/blackouts _ _
LUNGS/RESPIRATORY Paralysis/numbness . -

" Asthma . . Hyperactivity - :
Allergies . _ - ENDOCRINE '
Hives - _ . Diabetes . .
Hayfever - L . Hypoglyremia . .
Pneurmnonia _ - . Thyroid Condition o . e
Bronchitis o COMMIUNICABLE DISEASES
Tuberculosis L - . Measles _ . .

' Chicken Pox —
Monomicleosis . o
HEMATOLOGY
Hepatiftis A yes  no__ date__ Hepatitis B yes mno__  date = Hepatitis C  yes no date
Anemia yes  no_ date_ _ Bleeding disorders yes no_  date Transfusions yes  no_ date
Sickle Cell Anemia yes no  date
PLEASE CONTINUE ON OTHER SIDE F-8 4/13



Schoo! District of the City of Niagara Falls
Department of Health Services
[PHYSICAL EXAMINATION
Name DOB Schoo! :

*l heneby‘grant permission for the medical staff of the Niagara Falls City Schoot District to obtain medical information from my child's heaftﬁ
care provider pertaining to the information indicated in this physical.

Parent/guardian Signature Parent/guardian printed name
IMMUNIZATIONS/HEALTH HISTORY
o Immunization record attached Sickle Cell Screen: o Positive oNegative oNotdone Date;
0 No Immunization given today PPD: B o Positive o Negative oNotdone Date
o Immunizations given since last appraisal Elevated Lead nYes oNo o Note done Date
Dental Referral o Yes noNo oNotdone Date

Significant Medical/Surgicat History: __SEE ATTACHED

Allergies: ___ | ife Threatening __ Food: -__Insect;, . Other:
___ Seasonal Me&ication:
PHYSICAL EXAM
Date of exam: Height: Weight Vision R L ' BP. Pulse
Body Mass Index______.  BMiPercentile: __ <5% _5%-49% __ 50%-84% _ 85%-94% — 95%-98%  __99% and higher

o EXAM ENTIRELY NORMAL specify any abnormality (use reverse of form if needed);

Scoliosis: — Negative _ _ Positive
Menarche LMP, Testes ___ TannerStage | I Il WV
“PLEASE SPECIFY CURRENT DISEASES: _ __ Asthma___Diabetes: __Type 1 __ Type 2

_._Hyperlipidemia  __ Hyperlensior

MEDICATIONS

Madication: [ ] None [] Medication at home only [ ] Medication to be given at school
Name: .
Dosage/Time;
{list additional medications on reverse of form)
if AM dose is missed at home:
| assess this student to be self- directed and may seif-carry medication Yes No

| ]
PHYSICAL EDUCATION/ SPORTS! PLAYGROUND WORK QUALIFICATION /CSE CONSIDERATION

{Interscholastic sporis participants must be seen by the District Nurse Praciitioners)
— Free from contagions & physically qualified for all physical education, sports, pkiyground, work and school activities OR only
as checked befow: . )
Limited contact. baseball, basketball, sofibalf, volleyball, diving
— Strenuous/non-contact: cross country, track & field, swimming, tennis, indoor frack
.. Non strenuous/non-contact: hawling, golf, cheerleading

— . Specify medical accommodations needed for school: ___None
... Known .or suspected disability: . Please monitor
—_— Restrictions: —.Please monijtor
. Protective equipment required: __ Athletic Cup — Sport gogglesfimpact resistint eyewear

_ _Other
Provider's Signature: ' ' Phone; {stamp below)
Providers Name/Address: ‘ Fax: :

NYSED requires an annual exam for new enfrants, students in grades Pre-i or K,2,4,7,& 10, sporis, working permits and triznnially for the Commitiee
on Special Education (CSE). i

F 16a rev. 2/11



NIAGARA FAILLS CITY SCHOOL DISTRICT
Health Services

DENTAL HEALTH CERTIFICATE

Parent/guardian: New York State Law (chapter 281) permits schools to request a dental examination in the following grades: school
entry, K,2,4,7,& 10. Your child may have a dental check-up during this school year to assess his/her fitness to attend school. Please
complete Section 1 and take the form to your dentist for an assessment. If your child had a dental check-up before he/she started the
school year, ask your dentist to fill out Section 2. Return the completed form to the school nurse as soon as possible.

SECTION 1. TO BE COMPLETED BY PARENT/GUARDIAN (Please Print)

Child’s Name: Last i First _ Middle

Birth Date: / / _ Sex: _ Male Wil this be your child’s first visit to a dentist?
Month  Day Year __Female _ Yes _ No

School: ' | : ' Grade,

Have ‘you noticed any problem in the mouth that interferes with your child’s ability to chew, speak or focus on school
activities: Yes No :

1 understand that by signing thls fom I am consenting for the child named above to receive a basic oral health assessment. 1
understand this assessment is only a limited means of evaluation to assess the student’s dental health, and I would need to secure the
services of a dentist in order for my child to receive a2 complete dental examination with x-rays if necessary to maintain good oral
health.

I also understand that recewmg this preliminary oral health assessment does nos establish any new, ongoing or continuing doctor-
patient relationship. Further, T will not hold the dentist or those performing this assessment responsible for the conscquences or
results should I choose NOT to follow the recommendatmns listed below.

Parent Signature - B - Dats__

SECTION 2. TO BE COMPLETED BY THE DENTIST

1. The Dental Health condition of on (date of exam) . The date of exam
needs to be within 12 months of the start of the school year in which ii is requested. Check one: -

Yes, The student listed above is in fit condition of denial health to permit his/her attendance at school.

No, The student lsted above is not in a fit condition of dental health to permit his/her attendance at school.

" NOTE: Not in fit condition of dental health means that a condition exists that interferes with a stadent’s ability to chew, speak or
focus on school activities. This may include pain, swelling or infection related to clinical evidence of open cavities. The designation
of “not in fit condition” does not preclude the student from attending school,

Dentist’s Name and address (please print or stamp) ' Dentist’s signature

Optional Sections — If you agree to release this information to your child’s school, initial here

IX. Oral Health Status (check all that apply)

_Yes _ NoCaries ExpenencefResteratmn History — Has the child ever had a cavlty (ireated or untreated? ( A filling, temporary /permanent
OR atooth that is missing becanse it was extracted as a result of caries or an open cavity.)

___Yes __ No Untreated Caries — Does this child have an open cavity? (At least 1/2inm of tooth structure loss at the enamel surface. Brown to
Dark-brown coloration of the walls of the lesion, These criteria apply to pits and fissure cavitated lesions as well as those on
Smooth tooth surfaces, If retainied root, assume that the whole tooth was destroyed by caries. Broken or chlpped teeth, p]us
"Tecth with temporary fillings are considered sound unless cavitated lesion is also present.)

__Yes __ NoDental Sealants Present

Other Prob]ems

1N Treatment Needs: _ No obvious problem. Routine dental care recommended. Visit your dentist regularly.
__May need dental care. Please schedule an appointment with vour dentist as soon as possible
___Immediate dental care required. Please schedule an appoinitment with your dentist F-i6d




NIAGARA FALLS CITY SCHOOL DISTRICT
STUDENT REGISTRATION FORM

. Rev. 929/10
T FOR OFFICE USE ONLY " " Roli CailBlomstoom #_
' @a&eoﬁ'ﬂ'ﬂmw SO Smdem IHD Number ‘
Child’s :
Legal Name L : ,
' - Last Name - o ' 'First Name o . Middle Name
Home Address - ‘ - Apt. # Zip
[ IFemale [ |Male Date of Birth .. - : Grade _
Year started Sugrade . ' .
- Special Edueation _Yes _No 504 }Pllam . Yes . No
(If Yes, refer to PSA) _ ‘ ) o
U.S. Citizen “ Yes - No (Ef o, cmzelm uf what coumtry") _
ESL: . Yes ___Ne (If yes, what is Native Language ' L L - )
: ','Palrem F-Mail address for sehool conmct - _f 5 - _ .
‘ Ethmcnw (Checﬁ{ One) S i Raw (Check mne or more, regaurdlless of ]Ethme:aty) ,
D H;spmmchatmo o .DAmerncmn Indmm oF Aﬂaskal Namwe . D‘Whn&e
[:l Non—Hnspamc/Lm:mo : o 'DBEack or African Amencan D ] Asmm
) e L S DNmtwe Hawaiian or Oﬂner Pacnﬁc Isianden'
Pz'evmuusly regnstered in the ngara Fails School Sysﬂ:em"’ DY@S - L__ING - _
. Last. Schook Attended e - . . Date @Leﬁ 3 ] _ . Grade(s) Re]peayfed
..Address ofLastSchuol B ‘ R L
~ (IfNOT in NlagaraFalls) _ T Beeet o Clty!State T o © Zip -
L E’hone Number of ]Last Schuol el I FaxNumber ' '

- Smdemt resndes Wath .Both ]P’aremts []Mother Eim‘athez- (Bther Legal/Custody }Papers"’ Yes No .
. HOﬂler Name and Rehtwnshnp -

. MothelrsName(nfapphcahle) .. HomePhome_

”"-Acﬁdress (nf dnﬂ'en‘ennt from smdent)._ ,' S N Ce]llPhone '
' Pﬂace oi' empllaymem ‘ : ‘. L A. .‘ Work Phom
Father 5. Naine (sﬁ‘ apphmh]le) I '7 N | o L _.Hmﬁi:.é;ﬁ’ﬁ@hle
_.Address (nf dnﬁ‘erem fmm stmdem) § - _ N . : S Ceﬂ]l]?hmne .
jf:'IP]lace of emp]loyment . SR o . | Work Phome,
:Studentt’s_ Gmrdnam s_Na'me ‘_ L '. o 7 L B Home Phone;

- * Guardian’s A&_dmss L . A, C.eﬂ.Phdlﬂe
Phcé;@f-EMpiﬁymém - -~ WorkPhone

(OVER)




Niagara Falls City School District Sﬁmd@nt R@Slldlxﬂ]mcy Qu@s{[u@mmanre

Name of LEA: | __School Disirict of the CItV of Nlagara F aﬂs New York

Name of School:
Name of Student: ' ‘ . _
Last C First C - Middle
Gender: 0 Male | ‘Date of Birth: . / /. Grade: ID#: ,
' O Female ~ Month Day  Year (preschool-12) ‘ (op;ionci.l)
Addresé: . L ‘ , | . . Phone:

Where is the student currently llnvmg‘? (Please check one box.) -
‘[0 Inpermanent housing

3 In a shelter -
[} With another family or. other persen because of loss of housmg orasa result of economic hardship- '

(Sometimes referred to as “doubled—up”) :
. I:l In a hotel/motel
'[] In a car, park, bus, train, or campsite .
Ij Other temporary. 11v1ng situation (Please descrlbe)

Snglmatulre of Parent Cruardlan or
( homeiess youth) "Student (for Unaccompamed homeless youih)

'Prmt namie of- Palent Giar
Student (for unaccompam

s1gnat10n orm' 18 complete'

' *Pge;ase send a copy o‘f’:ttl]ﬁs form to Eileen Burkett at aj@mtmi Office (Fax Number 23@—4123)*

. Rev.821/14




STATE EDUCATION DEPARTMENT | THE UNIVERSITY OF THE STATE OF NEW YORK | ALBANY, NY 12234
Office of P-12

Lisseite Coldn-Collins, Assistant Comimissioner
Office of Bifingual Education and World Languages

55 Hanson Place, Room 584 . 89 Washington Avenue, Room 528EB
Brooklyn, New York 11217 . - Albany, New York 12234
Tel: (718) 722-2445 | Fax: (718) 722-2459 {518) 474-8775 / Fax: (518) 474-7948

Home Language Questionnaire (HLQ)

_ Please write clearly when completing this section. -
Dear Parent or Guardian: R A R Rk
In order to provide your child with the

best possible education, we need to

determine how well he or she First Middie Last

understands, speaks, reads and wrifes ' DATE GF BIRTH: .~ - . |'GENDER:
in English, as well as prior school and _ O Male
personal history. Please complete the o Day Vo O Female

sections below entitled Language ,
Background and Educational History. ' PARENT/PERSON. IN PARENTAL RELATION INFO:
Your assistance in answering these .
questions is greatly appreciated.

Thank you.

Last Name ' First Name Relation fo
Student

HoME LANGUAGE CoODE-

. :\:hr:ts id:a:ege(s) is{are) spoken in the student's home 0 English O Gther
) SPEC!
2. What was the first language your child learned? 0 English O Other
i . speciy
3. What is the Home Language of each parent/quardian? 1 Mother 3 Father
: " spacify spacify
[ Guardian(s)
specily
4. What language(s) does your child understand? Q English O Other
. specify
5, What language(s) does your child speak? 1 English Q Other : 8] Does not speak
: spesfly
6. What language(s) does your child read? O English O Other _ 0 Does not read
. - specify
7. What language(s) does your child write? _ O English 1 Other T Does not wrife
specily

‘THIS SECTION TO BE COMPLETED BY DISTRICT INWHICH STUDENT IS REGISTERED: - -
SCHOOL DISTRICT INFORMATION: STUDENT [D NUMBER IN NYS STUDENT
INFORMATION SYSTEM:

District Nama [Nutnber} & Schoof _

1 : ENGLISH



STATE ED!lJCATiON DEPARTMENT / THE UNIVERSITY OF THE STATE OF NEW YORK / ALBANY, NY 12234
Cffice of P-12

Lissette Colon-Collins, Assistant Commissioner
Office of Bilingual Education and World Languages

55 Hanson Place, Room 594 89 Washington Avenue, Room 528EB
Brooklyn, New York 11217 Albany, New York 12234
Tel: (718) 722-2445 { Fax: (718) 722-2459 (518) 474-8775 / Fax: (518) 474-7948

Cuestionario de Idioma deI Hogar (“HLQ" por sus 5|glas en mgles)

Estimados padres o tutores:

Con el fin de proporcionar la mejor
educacion posible a su hijo(a),
necesitamos determinar el nivel del || Nombre Segundo nombre  Apellido
habla, lectura, escritura y comprension | ¢ I G
en el inglés, asi como conocer su -
educacion previa - e historial personal. | | : -- & Masculino
Por favor, llene con su informacién las | | Mes Dia Afo U Femenino
secciones “Conocimientos de idiomas” | f
e ‘"Historial educativo”. Apreciamos
mucho su colaboracién respondiendo a
estas preguntas.

Gracias.

Apellido Primer Nombre Relacién con
' el esludiante

CO6DIGO DEL
IDIOMA DEL HOGAR

1. g,Qti‘e dion;a(;:)s haaine] hogar o residencia del . l
estudiante? ' Q2 Inglés [ Otro
especifique
) . o ., : \ O Otro
2. ;Cudl fue el primer idioma que su hijo(a) aprendié? 1 Inglés
: especifigue
3. ¢ Cual es el idioma primario-de cada padre / tutor? O Madre O Padre
. aspecifigue especifigue
U Tutor{es)
ospecifique_
4, 3Qué idioma o idiomas entiende su hijo{a)? Ulinglés - Q Otro -
. especifigue _
5. ¢ Qué idioma o idiomas habia su hijo{a)? 0 Inglés 0 Otro . 1 No sabe hablar
especifgue
6. ; Qué idioma o idiomas lee su hijo{a)? Q Inglés Q Otro O No sabe leer
' especifique
7. ¢Qué idioma o idiomas escribe su hijo{a)? O Inglés O Otro {1 No sabe escribir
especifigue

- TO BE COMPLETED BY THE DISTRICT | IN WHICH THE STUDENT S REGISTERED _

SCHOOL DISTRICT INFORMATION: . STUDENT ID NUMBER IN NYS STUDENT
. INFORMATION SYSTEM:

District Name {(Number) & School Address

1 | SPANISH



STATE EDUCATION DEPARTMENT | THE UNIVERSITY OF THE STATE OF NEW YORK | ALBANY, NY 12234
Office of P-12

Angelica Infante-Green, Assistant Commissioner
Office of Bilingual Education and World Languages

55 Hanson Place, Room 594 ) 89 Washington Avenue, Room 528EB-
Brooklyn, New York 11217 Albany, New York 12234
Tel: (718) 722-2445 / Fax: (718) 722-2459 (518) 474-8775/ Fax:.(518) 474-7948

Home Language Questionnaire (HLQ) (55 J#f ) melil g (0 &y =S ) sb 48

L ey cpall S
amoeﬁmﬁéjlléjléeﬁ
g g (oS S (g gy ol S

Y S o Wy g 6 [ Ggnans (iR s = s g (K ay oS
e g 1 | od o Y el (M Mg ¢ Sgan
- Q =S A e - S s b dSs Ay

= e = <= O ol g e (a8 L5 S (S aus

Gl gdan Gaa e gLyt a8 0l ATAG T SS0a g adty [ 5aalT Gl S W b S daSa S (5 Sy

' : .dﬁmggﬁaué%iwéga
e S M T e e ATE NS

E—————

15818 0l odauef

HHY T
Gt O OME DD TUm e (e Gl T O rmt (088 Lt b [ € S ol it 1
S by : .
st Qom0 Tert oS = oty S o (oS S S A0y L2
S vl y .
Je QO o 3 T e 08 Ol sl S S el gt g aige L3
WS b, LS el
' i 3 o
w S Caliay ;
somgd O s O € o Bgaan a3 f O il A S 4
S Sy : ] :
el O RN R R R - Pl oSl i oS sl B
T S Galany . .
Wiiows O s Qe O T W oS G e S A ST LB
_ . QA Caliay _ ’ 4
Ul O _ s s [P L S TS IR pPTRRLY P AL YU I
S Caliay '

"7 TTHIS SECTION TO BE COMPLETED BY DISTRICT IN WHICH STUDENT IS REGISTERED © "~

STUDENT ID NUMEBER IN NYS STUDENT
INFORMATION SYSTEM: ’




School Year 2020 - 2021
City School District Of the City Of Niagara Falls
Consolidated Permission Form for Releasing Information to the US Military,
Using District Computer Systems, Online Art Gallery and Media Release and Publication on-line.

Please complete this form and return it to your child’s school on or before September 30, 2020.
Put your initials in the appropriate box, Yes | give my permission or No | do not give my permission.

Student Name Student ID Number

School Class/Homeroom Teacher

Release of information to the US Military (Grades 11 and 12 only)

Yes No The No Child Left Behind Law of 2002 requires high schools to release the name,
address, and phone number of any 11t or 12t grade student to the United States Military.
In order to receive federal funding, the City School District Of the City Of Niagara Falls
must comply with this mandate unless parents provide written notification via this form that
they do not want this information released.

Computer Acceptable Use (all grades)

Parents and guardians can obtain a copy of the District’'s Acceptable Use Policy by visiting
Yes No any school or www.nfschools.net. All student computer use must comply with this policy.
Internet Safety is part of the State curriculum and learning to use technology responsibly
is an important part of education. Unless a parent provides written notification via this
form, students will have access to the District's computer system in accordance with the
Districts AUP.

Online Art Gallery (all grades)

| give permission to the City School District Of the City Of Niagara Falls to share my
child’s artwork along with his/her first name on the Online Art Gallery on the School
District’'s Website, www.nfschools.net

Yes No

Photographs ,Videos, Interviews District Website Release (all grades)

| give my permission to City School District Of the City Of Niagara Falls that photographs,
Yes No and/or video tapes and/or interviews of my child may be taken and used by the District
only for public relations, educational, or other purposes consistent with the purposes and
mission of the District, including use of any photograph and/or image and/or interview on
the District Website or other District electronic resources such as social media. |
understand that my permission allows the District to use my child’s first and last name for
public relations and educational purposes. | further agree that said materials will become
the property of the District and | hereby release and discharge the District and it
representatives from any

and all claims that may result by reason of taking of such photographs and/or videotapes
and/or interviews.




Media Release (all grades)
| give permission to the City School District Of the City Of Niagara Falls to use my child’s

photograph, likeness and/or work and/or interviews in any compilations to be distributed
Yes No within the community. Specifically photographs of students may be used in the District
newsletter(s), in pamphlets or brochures, or on flyers. Such images may also be
distributed to local media, either print or video, or may be used on the OSC-TV Channel
21, or be used or distributed in like manner.

If in the future you wish to reverse any permission, you may do so by notifying your
child’s principal in writing.

Parent/ Guardian Name: (Please Print)
Date

Parent/ Guardian Signature:






