7 RTROY

R s CITY SCHOOL DISTRICT

Central Registration
Sl Jaadl)

475 First Street
Troy, New York 12180
(518) 328-5007

Registration Checklist for K-12 Registration Applicants
e A il ) Lda gl (e Jipeatll Cpadiiall Gl (e (a3 daild

Welcome to the Troy City School District! s 4ite (ulte d8haia b 4% Ua e

To register your child, a parent or guardian must be present with photo identification at the Central Registration
Office located at School 12, 475 First Street.
£V VY A paall 8 2 sa sall (538 pall Jamnsill CiiSa (85 ) s Jand Ay 8 A8y g |l gl sl cpall gl anl (555 o oy cllila Jmas)
Office hours are 7:30 am — 3:00 pm. During School breaks and summer, hours are 7:00 am — 2:00 pm.
D ¥ L) Bla Y e Jeall cileba (585 ccinall g A jaal) Jlaall &l 53 JMA sluae ¥ L) Blaa ViF e e Jaad) Cilela
All attached forms must be completed. 4& jall zeill e JS) g

The following documents are also required for registration. Jaswill Lyl 4, glas a1 st
Required documents checklist: 4 slaall clatioeal) daa) ya daild

1. Health Certificate signed by a doctor bl (e 428 s dnia 33le s

2. Up-to-date immunization record aiaall Clisastll Jaw

3. Birth Certificate Sl sales

4. Proof of Residency (one of the following must be provided) (b Les a5 s ay) daldy) il

« Utility bill or deposit (dated 30 days prior to registration)
(Qonnsil (ya Lo 53 30 JB 4% 5) daay 5l 3 ja 3 5il0 o
+ Lease or rental agreement YY) s ey sie
* Mortgage statement sl o2 ) ol
» Affidavit of Residence (only applies if parents lives in a dwelling that they do not lease or own in
their name. The affidavit can be found at https://www.troycsd.org/district-services/registration)
o chall A e ) il (S aganly 435Sty 5 45 a s Y (Sie (8 llimy QI IS 1) Lad (Budasy) WY1 )8 e
ode i ad sall
5. Photo identification of parent/guardian sl / J 5l 4 355 e
6. Dental Health Certificate (optional) L)) Glwl daua salgd
7.
Questions? Contact Central Registration at (518) 328-5007 e slaall 038 (0 51 (Ao (5 35S sall Jomasilly Jucai) L
Fax: (518) 328-5061 Email: reg@troycsd.org

Arabic Interpreter 25 a5 : Nicole (518) 431- 9281 Jess
Spanish Interpreter () a2 sia: Loreley (518) 416-6343 Yoo

Troy Schools ¢ gl

Elementary Schools: 459 ()l Troy Middle School dau giall (5 g5 4 j2a
School 2 — 470 Tenth Street 1976 Burdett Avenue

School 14 — 1700 Tibbits Avenue

School 16 — 40 Collins Avenue

School 18 — 412 Hoosick Street Troy High School 458l (555 4w
Carroll Hill School — 112 Delaware Avenue 1950 Burdett Avenue


https://www.troycsd.org/district-services/registration

7 XTROY

L asders CITY SCHOOL DISTRICT

Housing Questionnaire Sy Gl

Name of School 4wyl aul: Grade —all;

Name of Student:

Cllal) o Last &) First sy a) Middle s 531 )
Gender o« : [0 Male ,s3 | [ Female <&l | [0 Nonbinary 5 »  Date of Birth: / /
A c_’ )LS Month s Daye.s» Yeari
Address o) se: / / / /
Street ¢ il Apartment/Floor &k City A State LY 5 Zip sx A 300
Phone —ledl &8 ) ( ) -

The answer you give below will help the District determine what service you or your child may be able to
receive under the McKinney-Vento Act. Students who are protected under the McKinney-Vento Act are entitled to
immediate enrollment in school even if they don’t have the documents normally needed, such as proof of
residency, school records, immunization records or birth certificate. Students who are protected under the
McKinney-Vento Act may also be entitled to free transportation and other services.

bl gay Muﬁﬁuuyl&m}uw‘jwlu«d&bjlwlu&EﬁumMN! .\amuﬂw\ ol.u.:\l.g.nmu.dlt\.\la?\ o ludi
M g A jaall bl gf AalBY) ) Jia cale A glhall Cufaiiuall agadl (S ol ol s A jaally GosAl glanly) giid u.HSLA 058 a gay (piranall
LA uha;@tydmdam‘gukv d\,md\‘gmg.ushauylﬁ i gay Cranall Gl Ul (o 98 aMual) Balgdi gf Caaaaal)

Where is the student currently living? Please check one box. sas)s ala sasi a5 Sl Cllall sy

L1 In permanent housing ailall &l &
O In a shelter &l
L1 In a motel/hotel G 2

L1 With another family or person because of loss of housing or economic hardship
LalaiBY) il sl gl (Sl i sy AT ads o Alile ae

[0 In acar, park, bus, train, or campsite asall s Uil sf dladl f sl o 5 L) b

[1 Other temporary living situation: AT A e Lndima Als
X
Print name of Parent/Guardian or Student <l i e sll/ a¥) 5 aul il Parent/Guardian Signature or Student <3l i o dl/ ¥ s ad 55
Date &4



7 XTROY

s ..w..u'-..'. CITY SCHOOL DISTRICT

Student Registration Form <l Jaa 5 jlaiul

Student Name —Uall ol / /

First  JsY) Middle Lo giall Last 4

Last Name of Parent/Guardian with whom student is living:

U dae (g (3 o sll/all 0 280 A

Address: / / / /

o }'ud\ Street ¢ Ll Apartment/Floor City 3 State LY 5 Zip gu ol el

Household Phone Number: Is this a cell phone: . Yes = o No3s
a)uy sila ?BJ d}A;.A aila s dA

What language is spoken in the student’'s home? clUall J e A deadiuadl 42l ale

— Are translation services needed 4:slhas dea il lead Ja ? [0 Yes a2 | [ No 38

What language does the student speak and understand the most?

S Lgagiy s calldal) Lgy caay 1 45 8 L

Ethnicity: Is the student Hispanic, Latino, or of Spanish origin? [J Yes, Hispanic | O No, not Hispanic
Sl ol A8 ¢l daal (e lldall Ja 23 el ol Jaal (ga ¢ a2 Sl daal el ¢ Y

Race: [ Black / African American i il dual (e (S 3l / 2 5

L] White o=y

O Asian s

[0 American Indian or Alaska Native cula¥l Kl oS o 5l (S sl 5218

O Native Hawaiian or other Pacific Islander 2t sl s S e at e sl pulall )5l (S (e
Gender o« = Male S| O Female &4 | O Nonbinary & e

Date of Birth: / / Place of Birth: / /

D) e )5 Month il Day a5 Year aiull Bl GlSa City duadl State LY 5l Country s

Has the student previously attended a school in Troy s 8 & e s alllall 3a3ll Ja? [0 Yes s | [0 No S

— If yes, what school? Lol o e aniy Ay culS 1)
Registering for Grade —eall Jiauill:
If applicable what was the entry date into the USA ? / /

S 5 saaiall Y gl I Jsaall G b Lo (liSaa Glld S 1Y) Month e Dayes Year i

Has the student attended school in the USA &S ¥ saaiall ¥ ol 8 4 ady llall 3l Ja? [0 Yes o3| [0 No 3
— If yes, number of years enrolled in US schools: oIl BV i dae ¢ aaiy DY) il 1Y)
A aY)

Does the student have a parent/guardian on active duty in the Armed Forces? [ Yes ~~ | [1 No 3
Aalud) ol i) 8 Adadl) Lasdll & o slI/cpall 51 aaf Calldall 51 Ja
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R s CITY SCHOOL DISTRICT

Parent / Guardian Information (<3l / (il gl cila slra

Mother/Guardian: / /

‘a‘i\ First  JY Middle Lo gid) Last 4

Relationship to child Jiklb 283 : [J Mother oY) | [ Stepmother ¥ 4a,5| [ Legal Guardian s s\ |
O Foster Parent suilb U O Other Al

Resides in Home Jidll 2 247 o Yes a2 o No ¥ Custodial Parent? =l Jisll o Yes a2 o No Y
Receive Correspondence <3l all Al? o Yes »»i o No ¥ Child pickup $dikll 32l Yes a»i o No Y

Mailing Address if different from above: / / / /
el oo Wlida oIS \'Jj) sl () siall Street ¢ il Apartment/Floor & City 4 State Y5  Zip suod e
Home Phone: (___ )- Work Phone: (___)- Cell Phone: (___)-

Josall Catla Jaall Caila s salal) Calgl)
Phone call priority (Please rank 1 — 3) ¥ - ) &l a ) 8ledl Juai¥ 4545): Home Jse  Work e Cell gsia
Email Address (538 &) Email Type x4 ¢ s [0 Home Jx | OO Workdae
Father/Guardian: / /
<Y First  JsY) Middle Lo giall Last &)

Relationship to child Jiklk 28311 : [0 Father <Y | [0 Stepfather »¥! z55| O Legal Guardian 58 s\~ | O

Foster Parent b <U| [0 Other _A:

Mailing Address if different from above: / / / /
e oe Lalis o8 \5“) 6N )_.\n o JA:J\ NG Apartment/Floor &\ City due State Y5 Zip sull
Home Phone: ( ) - Work Phone: ( ) - Cell Phone: ( ) -

J el Caila Jaadl Caila s salall caile)

Phone call priority (Please rank 1 —3) ¥ - ) 4l s ») éiledl Juai¥) 435 5)): Home U3 Work dee  Cell ssls

Email Address (-5 &) Email Type x4 g s [0 Home Jie | O Workdes

Other Children Living in the Household: 5_a%1 3 () sy i) 09 AN JUkY)

Name ~Y!: Date of Birth 23l g )5 / /

Month & Day s Yeari

Gender sl [ Male _s3 | [ Female 5 | [0 NonBinary i ¢ Past Registrant i Jaws? 0 Yes o | O No ¥

Name ~Y!: Date of Birth 23l g )l / /

Month & Dayes Yeari

Gender wa)) : [1 Male <3 [0 Female 5 | [ NonBinary 4 ¢ Past Registrant i Jawe? O Yes a2 | O No ¥
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R s CITY SCHOOL DISTRICT

Emergency Contacts ) shll Juail 4ga

Please list the names of ANY and ALL persons the Troy City School District is allowed to contact or
release your child to in case of an emergency, including iliness, serious injury, early dismissal of
school, or an evacuation emergency.
S Gl i) B Lay o ) ghal) Ala 8 elliha 330 agd placd) ol age JUail (5 955 (o ldal gransd (Al (alAEY) aan slaud Z103) 3
Ad el e DAY Alla gh A pdal) Cpa Saal) Juadl) i 5 juladdl dlal)
Emergency Contact #1 \ a8, (s shll Juail 4¢a: Name awY):

Other than parent/guardian o )X\ / Al )n Ay
Relationship to Student &l gl ¢ s

Home Phone Jjwll <aila: () - Work Phone Jeall aila: () -

Cell Phone ¢lall: (_ )-

Address: / / / /
o }m\ Street ¢ Ll Apartment/Floor % City 4 State ¥ Zip gudl 30

Emergency Contact #2 ¥ s, (sl shll Juail 4¢a: Name ~~¥):

Other than parent/quardian o }Wﬂ‘ )j\ Ay
Relationship to Student &I _dl ¢ s

Home Phone Jill caila: () - Work Phone Jeall ciita: () -

Cell Phone ¢l (_ )-

Address: / / / /

o s i} Street g L3 Apartment/Floor &k City 3 State .Y 5 Zip x50

Emergency Contact #3 ¥ a3, (sl shll Juail 4¢3: Name awY):

Other than parent/guardian o }Wﬂ‘ }l\ A
Relationship to Student &J_ll ¢ s

Home Phone Jxal il () - Work Phone Jasll caila: () -

Cell Phone ¢slall: (_ )-

Address: / / / /
o }'ud\ Street ¢ Ll Apartment/Floor &k City 3 State LY Zip gudl a0

Emergency Contact #4 ¢ a8 (sl shll Juail 4¢a: Name avY):

Other than parent/guardian o }n/i\ )j\ Ay
Relationship to Student 4/l ¢ s

Home Phone Jidl aila: () - Work Phone Jeall aila: () -

Cell Phone ¢slal: (_ ) -

Address: / / / /

O sinll Street &L Apartment/Floor &\ City 4 State Y Zip gud) 3e,l
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s CITY SCHOOL DISTRICT

Please answer the following only if the student relocated due to a Natural, Civil,
or Health Disaster 4w g 4xaa gl A 4 IS Gy Gllal) J&3 &3 13) Jadd b L o Y A

Please check one of the boxes below and provide the name of the crisis or disaster that led to the student
relocating: —Uall Jusi ) <ol PRI Sy ) @i sLial il pall aad dasd s

1 Natural Disaster (Hurricane, Tropical Storm, Tornado, Wildfire, Landslide, Tsunami, Sinkhole)
(3o} ¢ el g Agua V)l LgsY) el (33 ja ¢ Jlac Y ) sin) ddalal) ¢ juac ) Lkl & ) <

L1 Civil Disaster (War {asylee, refugee}, Fire Accidents, Industrial Accidents)
(Faeluall ol sall (33 yall Eanl sa o f Dl e yall) Agiaall &5l 581
O Health (Pandemics and/or Epidemics) 4 sY: 4sall

O Other _al:

Name of the crisis or disaster £\l i 4a ¥ aul:

Legal Information (If Applicable) < s ¢))) 4353l <ila glaal)

If parents are divorced or separated, is there a court approved custody document? . Yes . No
M\womﬂ\_}mmidmd@ umi\uﬂhu\ﬂ‘)nulsh\ ?’_‘ S

Who retains legal custody 4 sl laslly Jagiay (107?

Relationship to child &1 &l ¢ &

If joint, who has residential (primary physical) custody (3 sl A ) diSu Lla s 4l (a8 ¢ & e (S 13)

~ Legal guardianship document provided aeiall 4 gilall dba ) 434

Is the student in the care of a guardian(s) other than his/her mother or father? . Yes .. No
Soall 5 of aiall g e el s dde ) 4 alldall Ja s P
If yes, name of legal guardian(s) s 5@l (slbaa Y1) (asll anl ¢ anis LlaY) S 1Y)

Relationship to child 4l all g s
Is the student in foster care all Ale ; A Qlall Ja? o Yes a3 o No Y

If yes, please provide copy of placement order (DSS-2999) !l jal (e 4 asdlli 2y ¢ ards LlaY) ciils 1)
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R s CITY SCHOOL DISTRICT

Additional Services (If Applicable) <a s o)) ddla) clasd

Special Education Services “alall 4y il clasd

Does the student currently have an IEP (Individualized Education Plan) . Yes = . NoV

Ul () sl Ja [EP (2l aaledll dad)

Does your child receive any of the following type of services? faiull el ) 5l (e Ul cllib 3l Ja

~ Consultant Teacher _tiiul ()% o Self-Contained Classroom Jitue ol 2 Jad o Resource Room =) s« 4d &
~Out of District Class (BOCES or QUESTAR) 4ikidll 48 = Ji _ Yes a2t o No Y

Related Services dlall ©id claadl)

- Speech and Language Therapy 45 shill z3e . Occupational Therapy b z3e

~Physical Therapy bz o Counseling &_Liiwy)

~ Other, please describe gz sl a ¢ s Al

Academic Intervention Services (AlS/Remedial) :sY) Jaxill cilasd (AIS / zal)
- Math <iesl )l o English Language Arts 4 isiy) 4alll 58 . Science skl . Social Studies delaiay) i) ,al)
Other Services s_al clasd

~ 504 Plan ik

~ English as a New Language (ENL) s 3318 4, 55y 400 If yes how many years of service «uls 13)

Laodl) & gi 2o Lad ¢ aaiy Y ? ~ Other g Al

Other Information Al clagia
Has the family moved within the past 3 years to obtain migratory employment? . Yes s~ . NoV
¢ jales dae e J geanll dcalall SOl il JMA 3 ul) i) Ja
* If yes, please complete the Migrant Education Form located at the end of the packet (page 20).
(Y Aadaall) dajal) ddles (8 2 sa sall Cpoalgall aulad 73 gad JUS) (o caniy AlaY) culS 1Y)
Parent Statement ¢l 5! ol

| certify that the above information is true and correct. Any misinformation regarding residency may result in
being billed to cover the cost of instruction and/or exclusion from attending the Troy City School District.
O sl /g anlail) Z8ISH ddaal eliudae oy of Aa8Y) iy LA e glea 5l o i B Asmia g dagaia ool 531 5l il glaal) o 2.
Avaladl) s (g5 55 s )lae dilaie ) guan

X

Parent or Guardian Signature =3 5l ¥ Js &d5 Date 4l

All documents are to be returned to ) Claituall ares gla ) g

Troy City School District Central Registration Office
School 12, 475 First St., Troy, NY 12180
Phone: (518) — 328 — 5007 Fax: (518) — 328 — 5061
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CITY SCHOOL DISTRICT

T basta
1 o1

REQUEST FOR RECORDS <awudl qulla

| give permission for the release of information concerning my child: ik dalidl cile sleall e Flail G3Y) el

Student <kl

Address lsic:

X

Grade —al!; Date of Birth 23wl &)

Name of Former District: City: State:

) dadaial) o Al FRVN
Name of Former School: Phone:

AL 2l el

/ / / Fax osu: ( ) -
Street ¢ )l City 4u State &5 Zip gusd) 3«
Parent or Guardian Signature =3V sl ¥ Js ad s Date &5
Office Use Only
Request for Records
SCHOOL ADDRESS PHONE / FAX CONTACT

Troy High School

1950 Burdett Avenue
Troy, NY 12180

Guidance Office
Guidance@troycsd.org

(518) 328-5472
(518) 271-5164

Troy Middle School

1976 Burdett Avenue
Troy, NY 12180

(518) 328-5365
(518) 271-5492

Guidance Office
walkerd@troycsd.org

Carroll Hill School

112 Delaware Avenue
Troy, NY 12180

(518) 328-5703 | Kate Talham

(518) 274-4587

School 2 470 Tenth Street Nickole Farnan
Troy, NY 12180 (518) 271-5205

School 14 1700 Tibbits Avenue (518) 328-5803 | Dana Thornton
Troy, NY 12180 (518) 274-0371

School 16 40 Collins Avenue (518) 328-5103 | Pat Smith
Troy, NY 12180 (518) 328-5138

School 18 412 Hoosick Street (518) 328-5503 | Emily Ruffinen

Troy, NY 12180

P:
F:
P:
F:
P:
F:
P: (518) 328-5603
F:
P:
F:
P:
F:
P:

F: (518) 328-5147

Central Registration

School 12
475 First Street
Troy, NY 12180

P: (518) 328-5007
F: (518) 328-5061

Central Registration
Office
Reg@troycsd.org

Department

Special Education

School 12
475 First Street
Troy, NY 12180

P: (518) 328-5075
F: (518) 328-5060

Pupil Services Office

Iltems Requested:

O OO0 Oo0OO0OO0OO0oOOo

Transcripts
Current Report Cards
Standardized Test Scores

Regents Competency Test (RCT) results

NYS Regents Scores

NYS Regents Science Labs

Birth Certificate
NYS Proficiency Scores

Cumulative Health Records/Immunizations
Attendance Records

Psychological Evaluations

Disciplinary Records

NYS Grade Test Results

Special Education Records, including most recent
IEP

Oo0oo0ooo0o0

Thank you for your prompt attention to this matter
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Parent Consent to Release Information
Medical Authorization Form
Cilagleal) s Je Y g.\\ga.ﬁb.a
bl gl 3l 73 gad

To whom it may concern, 3! 4ag ¢l

In regard to my child sl s Glais Lad: | ul,

hereby authorize any physician or nurse who has attended, examined, or treated my child to furnish his/her
teachers or pertinent staff with whom my child comes in daily contact, with any and all information which may
be necessary regarding his/her past or present physical condition and treatment rendered therefore, to ensure

that said school personnel are fully cognizant of his/her condition and to safeguard their health and safety.

hib agy dhaly (pAll Cpinall Cpib sall ol L/asalae 2550 4ale s dcand ol ik ddle 5 i A jen sl b 6l 138 s sy a sl
Lyl ik e of (pe ST (Al axiall Bl 5 Ailadl of ALl Anall Al (Blaty Lo 4y ) 5 jada (5585 8 ) 5 e sleall a5 sl a

Print name of Parent/Guardian =/ 3 s aul adal Parent/Guardian Signature =sl/d\l) 5

Date &4



FXTROY

Maeley e CITY SCHOOL DISTRICT

School Health Services 4w tall Aaall cladd

Entering Date Jsaall &0 Grade —aall School 4wl Sex psisll

Student Name ltall o Address o sl D.O.B ¥l g ) Place of Birth s )l ¢S«
Mother’'s Name ¥ aul Address (if different) <alise S o) ol sl Home Phone Jjiall a8 :

Cell Phone sl ; Place of Employment Jdasll (\Sa Phone il

Father's Name <) s Address (if different) <alisa S o) ) siall Home Phone Jwll 48
Cell Phone ¢sisll : Place of Employment Jesll \Sa Phone <l

Guardian/Step Parent Name =il au Address (if different) —alisa (\S o) o) siall Home Phone Jill 48 :

Cell Phone ¢siall :

The answers to the questions on this form will be held in the School Health Office and will be kept confidential.
A e i g A aall daall CiSa 8 23 saill 138 30 )6l ALY e eyl LliaY) ai
Has your child ever had the following? Please explain with date of onset, any “yes” answers. ax" - sl sl ¢ eadl & )5 e zada sil) oy $ 0 e Jias of cllahl Sau Ja

No| Yes|Explain with Date/Medication No | Yes|Explain with Date/Medication
S| pad ol gall / A ) pa L S| pnd ol ol / A ) pa L
Allergios: i premia/Elesding Disorder
— Food alxb Sickle Cell siall 2ol s
— Bees J=i Chronic Ear Infections s jall ¢3Y) cillgll
— Environmental .Ax Hearing Loss sl (jlad
— Medication &/ Hearing Aid aexd)
— Eczema LX) Speech Concerns 8 o las
Asthma s, Vi‘sion Problems (Glasses, Contacts) JSLia il Uil
s ) G
ADHD/ADD Ll i 5 olii¥) 45 g2aaa Loss of Vision il s
Behavior Concerns < sl (3lati s las Bladder/Kidney Condition (<1} / 436l s
Diabetes s Sl ¢l Absence Kidney S cle
Seizure Disorder (Epilepsy) Absence of Testicle
e all) Ll il el fpadll e
Heart Murmur &)l 3 & Arthritis Jwaliall el
Cardiac Conditions/Surgery <&ll Za) ja / AW Fractures _ s
High/Low Blood Pressure Scoliosis «uall
el Ja (aladilfe i
Fainting During Exercise ¢ <l sl cla ) Chicken Pox/Date )l / sl 5 s
Head Injury i b 4la) Surgery (Tonsils, Hernia )il 5 o5 501) 4al )
Migraine Headaches 4w glaa Under Current Medical Care sl dubll e jl) caas

List any special medical problems, serious injuries, or gym restrictions:
Ll )l Alall 058 5 julad clilial f daala Gk JSLie gl Al aua
X

——

Parent or Guardian Signature s /3! Js ad 5 Date &4

10
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Dear Parent or Person in Parentol Relation:

In order to provide your child with the
best possible education, we need to determine
how well he or she understands, speoks, reads,
and writes in English, as well as prior school
and persanal history. Please complete these
sections below entitled Languoge Background
and Educational History. Your assistance in
answering these question is greatly
appreciated. Thank you.

sl sl A s e
s ) e ¢ il e ol Ll g el
-_'l:ls.lji_'pi.p_;il.'ll_l.ll,aq.ﬂuﬁ _;i

T L

Bl am  §la dudad

2 . bh
==

T...u.gjm.,m.uf.. o

l.-.ll_q J..|_gl|| 1] |F.|.|4§II.|.I| Fm‘ﬁl I'-Rs"di‘h

J;l.'l.h¢..ﬂ,:l J.J..'...':l'-n_d u.l:ﬂ_jl__\tﬁ!lqﬂnlhjsmtqﬁiuﬂ
1S5 s

Home Language Questionnaire (HLQ) Jjiall 43 gluiul

Student Name: / /

Al First ¥ Middle 1o sl

Date of Birth: / /
3Vl )8 Month et Dayes  Yeari

Last a1l

Gender w=iali: O Male <3| O Female &/ | O Nonbinary & e

Parent / Person u=all \all 5l

in Parental Relation Info: / /
SatL asde First Js¥) Middle 1 sl

Last <)l

Home Language Code 4wl 4l e ;

Language Background (Please check all that apply.)

(-Gl L JS yaad o ) 4 gadl) ddla))

1. What language(s) is/are spoken in

the student’s home or residence? L o English o _
Joie b Lew a2y 3 (lalll) 600 S omers
Yl )l
1.  What was the first language your o English ] _
child learned? $eliih Lealssi 4 J5f s Lo R omer s
2. What is the home language of each
Parent / Guardian? Parent 1) 351 Parent 2 ¥ 3140 Guardian(s) g5V
$ el s /el (s IST AT uall ARl o L
3. What language(s) does your child o English o
understand? <llib agd 33l @ s oner
4. What language(s) does your child o English . Otfer 541 o Does not speak
speak? <llil Al 231 sl ASTRY
5. What language(s) does your child o English . Other 521 o Does not read
read? <llib | i 4 &S Yy
6. What language(s) does your child o English Other 541 o Does not write
write? <llib (iS4 4xl g s sl Y

School District Information 4w el ddhic Cila slas

Student ID Number in NYS Student Information System
)58 AV 5 A llall e glas Ui b llall 4y 0 8

District Name (Number) & School (‘wy\

Address o)) sl

11
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Home Language Questionnaire (HLQ) Page 2 Y 4aduall 43 3ial) 4all) ol

Educational History s A g W)

7. Indicate the total number of years that your child has been enrolled in school:
A aally @llida Led aill Al ol il aae Jlaa) das

8. Do you think your child may have any difficulties or conditions that affect his/her ability to understand, speak,

read, or write in English or any other language?
clS 13 S Al A ol S Ay sl AL AU se) 81 S Caonill ol agdl) e 45,08 e g5k ol Gl geaa ol anl 5 38 Gllaks of Sias Ja
AelYNotSure O | XS No O | *a~ Yes [ Lbas (oo 0 ¢ aziy AaY)

* If yes, please explain: zaasill (s ¢ azd AlaY) il 1)
How severe do you think these difficulties are <l ) & b gall 838 325 530 We?
Q Minor 4l O Somewhat severe L e sisaas O Very severe 1aa suad

10a. Has your child ever been referred for a special education evaluation in the past ? s ) J8 (e <lih Alla] i da
okl Gdalalldy il A No Y U Yes =* *Please complete 10b below 2Ll &) + Jus| ¢la I

10b. *If referred for an evaluation, has your child ever received any special education services in the past?
bl 8 Aals dpaled lad of @llila 85 b ¢ aniill ailla) s 13

0 No ¥ 0O Yes = — Type of services received skl <l ¢ g

Age at which services received (Please check all that apply): Gdai L JS naat o ) Sleadll il 48 25 (3 jeall)
Q Birth to 3 years (Early Intervention) O 3 to 5 years (Special Education) Q 6 years or older (Special Education)
(LSl Jal) < g ¥ LY BVl (e (Al Al A i) il gis 0 D Y (GOSN () BT A N
10c. Does your child have an Individualized Education Program (IEP) s> % sl zeals y llila 52l Ja? 0 No ¥ O Yes ax

11. Is there anything else you think is important for the school to know about your child? (e.g. special talents,

health concerns, etc...)

SIS ) Loy ¢ Amaall Cagaall s ¢ daalal) calsall ¢ JUall Jaes o) ellily e 48 5 o s el age 400 i3 AT o5 ol Glla Ja |

12. In what language(s) would you like to receive information from the school?
Ayl e Gl glaall 8l 8 cae i ) (culall)) Al s W

X -

Parent or Guardian Signature sV /) s &8 55 Date ¢\

Relationship to student 4)_d ¢ si: (1 Parent Ja¥! | (1 Other _al:

Official Entry Only — Name / Position of Personnel Administering HLQ

Name: Position:
If an interpreter is provided, list name, position, and credentials:

Name / Position of Qualified Personnel Reviewing HLQ and Conducting Individual Interview

Name: Position:

Oral Interview Necessary: ONo | O Yes

Date of Individual Interview: / / Outcome of Individual Interview:
Month Day - Year 0 Administer NYSITELL

O English Proficient
O Refer to Language Proficiency Team

Name / Position of Qualified Personnel Administering NYSITELL

Name: Position:

Date of NYSITELL Administration: / /

Month Day Year

Proficiency Level Achieved on NYSITELL:
O Entering
0 Emerging
O Transitioning
O Expanding
0 Commanding

For students with disabilities, list accommodations, if administered in accordance with IEP pursuant to CSE
recommendation:

12
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Networking Computing and Internet Safety Policy 4526
0¥ Cul i) Aadw g Al Aps gad) Ao
USER ACKNOWLEDGEMENT vl ) )

After reading the Networking Computing and Internet Safety Policy, please print and sign your name
below acknowledging that you accept Policy 4526 and its terms. A copy with your User ID and Password will
be issues to you when signed.

Dlval i Ledag iy €077 Ayl el gy ) BY) ga olial A3 clansd delida o e SiEY) (el g S0 A sa Adlons 3618 2ny

USER’S NAME (please print):
Al L ) asdieal) aul

BUILDING/SCHOOL.:
Al [ nall

USER’§ ID NUMBER:
paiducal) 4y 8 o)

USER’S SIGNATURE:
pdiual) ad g

PARENT’S SIGNATURE: X
Y Ay g
DATE: &\

PRINCIPAL/SUPERVISOR (please print):
(4ol (2 ) i pdial) [ (i S
PHONE NUMBER wiilgl) & ;:

PRINCIPAL/SUPERVISOR SIGNATURE:
il el o 55

DATE ¢ :

Upon request a copy of the policy can be provided. «hll tic dubud) (pe A 48 g3 (Sang
Faculty/staff: return to human resources 4l a))sall ) 8352l 10 a8 gall/ il A sliac

Students: return to principal sl ) 33l sMUall
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Physical Examination Requirement (-l gaadll cilithia

New York State Education Law requires that all children attending school in New York State have a physical
examination and dental screening at the following grade levels: Pre-Kindergarten, Kindergarten, 1% grade,
3 grade, 5" grade, 7" grade, 9'" grade, 11" grade, and all new students who are entering the Troy City
School District.
d L s AUl Adall sl (8 S Gandl @) 50500 AV 5 (B uslaalls Cpiailall JURY) mes aaady o aaleill & ) 0 905 0¥ 5 () 538 by
e 9 ¢ s gaadl dikall g ¢ ) ciiall g ¢ aalaad) Ciiall g ¢ Gualdd) ciall g ¢ Gl Ciall g ¢ JgY) ciall g ¢ JUikat) Al g g ¢ dudag )
A Agaal dpalail) dhaial) ¢ gliay (i) 22ad) oMl
As part of your child’s education and in recognition of a desirable health practice, the annual health
examinations by your health care providers continue to be encouraged. The examiner that is familiar with your
child’s health history is able to give a more thorough physical. They can immediately advice you regarding any
condition that might be found.
A (anlall M\Ml&)ﬂ@mdﬁwd}aﬁd\‘&d\u@\&M‘McMﬁﬂ\M\MJM\AG\)LUMeﬂuwg);S
J)M\ﬁ&dhdbéﬁaw))ﬂ\écuﬂ@.aﬂ\ymeysm YW)ﬁ\MMDJ}m;LEQ\éc JJ\AMM\@JUL:MUJQ& u_;S.t
lale
If your child has had a physical in the past year or you plan to have your child examined by his/her own doctor,
please have the Health Certificate filled out by the doctor and returned to school.
Gashall U8 e daaall Baledl) ede o ¢ Lanb [ 4anb 08 (e llil Gandl bt i€l bl alel) 8 gaws Gandl pad 8 ellib 1S 1)
A paall ) giale )
When we require that your child have a physical examination, we will be requesting a dental certificate as well.
There is a sample certificate available for you to take to your child’s dentist. Once it is completed, it should be
returned to the School Nurse as it will be filed in your child’s Cumulative Health Record.
i ¢ L) 3 ey @llil il cuda ) AAY el dalic die saled dla | Gliul) Gl saled Wyl cillaiv ¢ @llalal iy (pasd o) ja) callai Ladie
il oS il aal) Jaadl b Lebain wis Cua ¢ Ayl i jea ) Lgiale]
Please call the school’s health office if you have any questions or concerns.
Coslae sl Al of elal (S 13) A yaally daal) iiSay Jlat¥l s,
Thank you for your cooperation in this health endeavor. <l ) 124 3 &liglail | S

Please return the completed form to the Health Office of your child’s school.
Gllila Fus e b Aaall e ) JaiSal) 723 gaill B3]

Pre-K 4 ) School 2 ¥ il Troy Community School School 14 ¢ 4l
Phone: 328-5436 Phone: 328-5603 dpdiaall 595 duassa Phone: 328-5803
Fax: 271-5205 Phone: 328-5083 Fax: 274-0371
Fax: 328-5148
School 16 V1 4wl School 18 YA 4wl Carrol Hill School Troy Middle School
Phone: 328-5103 Phone: 328-5501 d Jys Ao giall 4 yaall
Fax: 328-5138 Fax: 328-5147 Phone: 328-5703 Phone: 328-5365
Fax: 274-4587 Fax: 271-5492

Troy High School
3 g3 A jaall

Phone: 328-5472

Fax: 271-5164

14



Dental Health Certificate- Optional ¢ Lid) - Gl daua Balgd

Parent/Guardian: New York State law (Chapter 281) permits schools to request an oral health assessment at the same time a health
examination is required. 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 registered dentist or registered dental hygienist for an assessment. If your child had a dental
check-up before he/she started the school, ask your dentist/dental hygienist to fill out Section 2. Return the completed form to the school's
medical director or school nurse as soon as possible.

Section 1. To be completed by Parent or Guardian (Please Print)

Child’'s Name: Last First Middle
Birth Date: / / Will this be your child’s first oral health assessment? €vYes €No
Month Day Year SeX: € Male
€ Female
School: Name 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

| understand that by signing this form | am consenting for the child named above to receive a basic oral health assessment. | understand this
assessment is only a limited means of evaluation to assess the student’s dental health, and | would need 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.

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

Parent’s Signature Date

Section 2. To be completed by the Dentist/ Dental Hygienist

I. The dental health condition of on (date of assessment) The
date of the assessment 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 the public schools.

€ No, The student listed above is not in fit condition of dental health to permit his/her attendance at the public schools.

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 including pain, swelling or infection related to clinical evidence of open cavities. The designation of not in fit
condition of dental health to permit attendance at the public school does not preclude the student from attending school.

Dentist’s/ Dental Hygienist’s name and address

(please print or stamp) Dentist’s/Dental Hygienist’s Signature
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Optional Sections - If you agree to release this information to your child’s school, please 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
tooth that is missing because 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 %2 mm 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, are
considered sound unless a cavitated lesion is also present].

€ Yes € No Dental Sealants Present

Other problems (Specify):

Il. Treatment Needs (check all that apply)
€ No obvious problem. Routine dental care is recommended. Visit your dentist regularly.
€ May need dental care. Please schedule an appointment with your dentist as soon as possible for an evaluation.

€ Immediate dental care is required. Please schedule an appointment immediately with your dentist to avoid problems.

16




REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM 4 sthall ¢, 53 55 A jial (Aal) Cilal) 73 gad
TO BE COMPLETED BY PRIVATE HEALTHCARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
Apdall ) paall o) Galdd) dauall Ao ) atha J e AllaSiad oy 0 iy
IF AN AREA IS NOT ASSESSED INDICATE NOT DONE ¢l abidl) ase ) i dilaial) anis oy al 13)

Note: NYSED requires a physical exam for new entrants and students in Grades Pre-K or K, 1, 3, 5, 7, 9, & 11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or Committee
on Pre-School Special education (CPSE).

STUDENT INFORMATION

Name: Affirmed Name (if applicable): DOB:
Sex Assigned at Birth: o Female o Male Gender Identity: o Female oMale oNonbinary oX
School: Grade: Exam Date:

HEALTH HISTORY

If yes to any diagnoses below, check all that apply and provide additional information.

Type:

LI Allergies yP o .

[J Medication/Treatment Order Attached L] Anaphylaxis Care Plan Attached

O Intermittent I Persistent 1 Other:

1 Asthma
1 Medication/Treatment Order Attached [J Asthma Care Plan Attached
Type: Date of last seizure:

L] Sei i

elzures [J Medication/Treatment Order Attached [J Seizure Care Plan Attached

Type: 1 12

(1 Diabetes
L1 Medication/Treatment Order Attached LI Diabetes Medical Mgmt. Plan Attached

Risk Factors for Diabetes or Pre-Diabetes: Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors: Family
Hx T2DM, Ethnicity, Sx Insulin Resistance, Gestational Hx of Mother, and/or pre-diabetes.

BMI kg/m2
Percentile (Weight Status Category): o<5" 05"-49" 50" 84" 085" 94" 095" 98" o 99" and >
Hyperlipidemia: [ Yes [ Not Done Hypertension: [J Yes [ Not Done
PHYSICAL EXAMINATION/ASSESSMENT
Height: Weight: BP: Pulse: Respirations:

Lead Level

Laboratory Testing | Positive | Negative Date Required for Pre-K & K

Date

TB- PRN = = [ Test Done [ Lead Elevated > 5 pg/dL

Sickle Cell Screen-PRN | O

[ System Review Within Normal Limits
1 Abnormal Findings — List Other Pertinent Medical Concerns Below (e.g., concussion, mental health, one functioning organ)

1 HEENT O Lymph nodes 1 Abdomen [ Extremities 1 Speech

1 Dental 1 Cardiovascular 1 Back/Spine/Neck [ Skin [ Social Emotional

[0 Mental Health [OJ Lungs O Genitourinary I Neurological [ Musculoskeletal

[ Assessment/Abnormalities Noted/Recommendations: + Diagnoses/Problems (list) ICD-10 Code*
(] Additional Information Attached E*Required only for students with an IEP receiving Medicaid
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Name: Affirmed Name (if applicable): DOB:

SCREENINGS
Vision & Hearing Screenings Required for Pre-K or K, 1, 3, 5, 7, & 11

Vision With Correction [IYes [ No Right Left Referral Not Done

Distance Acuity 20/ 20/ LI Yes O

Near Vision Acuity 20/ 20/ U

Color Perception Screening O Pass [ Fail O
Notes

Hearing Passing indicates student can hear 20dB at all frequencies: 500, 1000, 2000, 3000, 4000 Hz; Not Done
for grades 7 & 11 also test at 6000 & 8000 Hz.

Pure Tone Screening Right L1 Pass [ Fail Left [1 Pass [ Fail Referral L] Yes U
Notes

o _ _ Negative Positive Referral Not Done

Scoliosis Screening: Boys grade 9, Girls grades 5 & 7 0 0 7 Yes 0

FOR PARTICIPATION IN PHYSICAL EDUCATION/SPORTS*/PLAYGROUND/WORK

U *Family cardiac history reviewed — required for Dominic Murray Sudden Cardiac Arrest Prevention Act

O Student may participate in all activities without restrictions.
If Restrictions Apply — Complete the information below

[ Student is restricted from participation in:

O Contact Sports: Basketball, Competitive Cheerleading, Diving, Downhill Skiing, Field Hockey, Football,
Gymnastics, Ice Hockey, Lacrosse, Soccer, and Wrestling.

[ Limited Contact Sports: Baseball, Fencing, Softball, and Volleyball.
[0 Non-Contact Sports: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimming, Tennis, and Track & Field.
[ Other Restrictions:

Developmental Stage for Athletic Placement Process ONLY required for students in Grades 7 & 8 who wish to play at the high
school interscholastic sports level OR Grades 9-12 who wish to play at the modified interscholastic sports level.

Tanner Stage: L1 11 11O NMNOIVOV

Other Accommodations*: (e.g., brace, orthotics, insulin pump, prosthetic, sports goggles, etc.) Use additional space below
to explain.

*Check with the athletic governing body if prior approval/form completion is required for use of the device at athletic competitions.

MEDICATIONS
1 Order Form for medication(s) needed at school attached
COMMUNICABLE DISEASE IMMUNIZATIONS
[J Confirmed free of communicable disease during exam [0 Record Attached [ Reported in NYSIIS

HEALTHCARE PROVIDER

Healthcare Provider Signature:

Provider Name: (please print)

Provider Address:

Phone: Fax:

Please Return This Form to Your Child’s School Health Office When Completed.
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Paul Reinisch, Director

.. . . ~'.~~ Health, Physical Education,
Consent to Administer Medication s slse) o 483) gall Recreation, Athletics, & Safety

Dr. John O'Bryan
Medical Directar
Dear Parent/Guardian, Y s/ JwY) Dear Parent/Guardian,
(518) 328-5425
Due to a change in New York State Education Department regulations, the following medications will only be
administered with your health care provider’s written order and your written permission. A list of medications, which will be
available in your school’s Health Office, are listed below. Please have your health care provider check the medications
appropriate for your child.
‘fd\ M}JY\M\& d.u@\.\su.\\ } ua\al\ &_u.\H\ LJA&-\A}AJ‘}“ 4.\314“ ‘U}J‘){\ ;&s\ (:.uul sdJ}:}u‘uy}\eﬂaﬂ\ °J‘)JC‘-"}]L§)§:""‘H \JL.\
clladal ulial) 3y 5ol (pe 3aaill @l aldll daall dle ) pdie Addas g bl da jae dliv i daal) i A Aalia () S
Only one student per form. Each student must have this individual medication order on file. Please return the signed,
completed form to the Health Office of your school.
daal) e ) JeiSall 5 a8 sall 73 saill ale) oy calall 8138 ool ol sall calla Callda JS sl (55 (o camy 3 el JS 8 Jadd a5 s
Comments (sl

Acetaminophen — 325 mg — pain relief all (S

Acetaminophen — 80 mg — liquid/chewable — pain
el Q8 A/ Ji
Antacid — liquid — relief of upset stomach
sazall Gl ylaial Jy 3 - il - 4za geall aliaa
Bacitracin topical ointment (sl Gl yils o8 5

Benadryl topical cream Jislin a S

Benzolkonium — antiseptic solution
eaall o 55 oS0 35 ( slae

Calamine — relieves itching a8all caday - (YIS

Chloraseptic Spray <l )5Sl 33

Cough Drops (Middle & High School students only)
(dai 4 531 5 A il (pa ylaal) i) Jlaaal) il 5l
Hydrocortisone topical cream 1%
Y Os805S 500 i sa S )
Orajel — oral pain relief sl G: s e 2YY) cadasl - Jal 5

Tums (Middle & High School students only)
Tums (& 4 Gl 5 ddass siall (s ylaall OUa)
Vaseline Lotion and Qintment G )é Jsué 5 a8 3

Student Name «lall aul; Date of Birth: / /
53Y 5l G s Month s Dayes Yearii
School 4 ,a4ll: Grade —all;
X
Health Care Provider Signature =l ile )l adia a5 Date gl
X
Parent or Guardian Signature <) s /JaY) ¢l Date ¢l

This form is to be completed by a physician, signed by a parent, and returned to the Health Office
daall CiiSa ) aiste] 5 el ol aal U8 (e x5 s ccanhall J8 (e 73 sl 138 JLS) Gany
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Pupil Personnel Services
all ¢ g clasd
Donna Fitzgerald, Director
(518) 328-5075
The enlarged City School District of Troy provides special education services and programs to students
with disabilities pursuant to applicable federal and state laws. Any parent or person in parental relation who
suspects that his/her child has a disability may refer the child for an evaluation by the District's Committee on
Special Education (CSE) for eligibility for special education services and programs. More detailed information
on this process is available in A Parent’s Guide to Special Education, which is published on the New York State
Education Department’s website in English and Spanish.
Y Dsne e Jsmnall Y51 0l 85 A1l () 8 WG g 8o ) (5 53 Ul Aald Aailad el oy ledl (5555 | ulae A i
aidal 3a) (CSE) ddkaially (alad) adell Ll J8 (g agiill ) Jakal) Joay of Ble ] (o ilay alid G 3 4y 4 o Ao 4l i 5 Al
Gsall e o 5k iy g3l 5 eqpmlall abeill cpall I s 3 Abenl) 038 Jga Shaeaii ST sl i al il aeill gmal 315 lad e J gumall
Al A saladl) Giellls &) g 505 Y 50 anledll 3 10Y 3 iSIY)

A Parent’s Guide Ja¥ Jids — hitps://www.nysed.gov/special-education/parents-quide-special-education

Parents or persons in parental relations should contact the District’'s Director of Pupil Personnel
Services, Donna Fitzgerald, at School 12, 475 First Street, Troy, NY 12180, or by calling (518) 328-5075.
el e i Ugn cAikaiall 8 2 () 538 Cileadd 3 ey Juai¥) Ay sl ClBDe agd (pdll alai) ol s el l e g

el il e ) Yl
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New York State Migrant Education Program

LY g5 AN 5 (A Croaleall pdad galiy
& : Identification & Recruitment Office i sill 5 45 s¢d) Laa ke

Parent Survey ¢pll sl g
Ihe |V||grant Education Program (MEP) is authorized by Title |, Part C of the Elementary and Secondary
Education Act (ESEA). The MEP provide a variety of educational services to families who work in agriculture, regardless

of their nationality or legal status. This Program is free of charge to all eligible families and may include tutoring, free
school lunch eligibility, educational field trips, summer programs, parent involvement activities, emergency needs and

referrals to other services as needed.
ic sane MEP geli o3y (ESEA) (sl 5 (Y] alail) 58 (e o 3all e 5Y) Q) Consar (s 0 (MEP) crualeall alad geali
385 Ala pall Hul) araad Ao el ) 138 A9 agriag gl agiamia o DRI Gaiy del )3 8 dead G el dpadedl) cleadldl (e de it
YY) (o) shll claliial g ) 5a¥) sl AS jLie dadil 5 Lbim el dpaidad Ailane Ola ) 5 dilae dpus e elae Dlals pm gusad U 0 Jady
Aalal s g AT claad L)
Pl ke a few min mpl hi ionnaire. Cluiud) 138 JlasY (3ils auds 33 dlkb (e

Has anyone in your family worked, or look for work at the following occupations during the past 3 years?
$ualal) OGN il giadl JMA LI Ggall B Jas oo diay ol dilile 3 ) aa) Jes Ja
e Any agricultural, farm, or fishing work (such as hay, dairy, fruit, or vegetable crops, poultry, fishing, nursery /
greenhouse, etc.) ) ) o ) ) ) ‘
[ Alcaal) o Man) ana o Galsall o Hladll 5 48U Jualae 5 QWY o Gl Jie) e aua o el 5l 1)) dee
(L e 5 4adal
e Work related to logging, harvesting, or the initial processing of trees.
iU Y Aaladd) i slanll ff JlaiiY) adady dalaiall JlacY)
e Work at a food processing plant, (such as meat or poultry processing plants, packing fruits or
vegetables, etc.) cld ) ey« 5 padll 5l 4S) sdll Ly cal sall o) o salll Jagad pilian Jia) 432 Y) jaad adlas aal & Jaadl
If you answer NO, please check this box o & ! 13 3 4dle aias s g Y lida) culs 1)

+ o) dh Aaldd) Jlaty) cila glaa adi A cands Alal) cuils 1))

Parent/Guardian Name = i)/l 5l au::

Home address Jjwll ) sie: :
Telephone number <l o8 5: ( ) - - Best time to be reached Ju=idll < 5 Juail: AM / PM
Previous address &bl ol sie:

Student name <l auil: Age «s: Grade —uall:

Student name <l aul: Age «<: Grade —all:;

To submit this referral please fax to (607) 436-3606. or by mail to NYS Migrant Education
Pro ram-ldentification and Recruitment Office: 100 Saratoga Village BI\(d Suite 41, Ballston Spa, NY 12020.
oDl o gladll o ) 9 (3 G paleall aled el o Cinda 659 apaas S ) wplly ol (uSWL Ll ) o o A8 ) 028 Sl )Y
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