WEST WINDSOR-PLAINSBORO REGIONAL SCHOOL DISTRICT

Phone: (609) 716-5000
Fax:  (609) 716-5555
Web Site: www.ww-p.org

2020-2021 School Year

Dear Preschool Parents/Guardians:

Let me take this opportunity to welcome you to the West Windsor-Plainsboro Regional School District. We
are extremely proud of the accomplishments of students, teachers, and staff. When you have a moment,
please visit the district web site for detailed information about us: www.ww-p.org.

Our registration process is easy to follow, and will enable us to provide the best experience for your child.
To begin, please collect the following items, which are necessary to start the registration procedure:

e Proof of Residency. A copy of your mortgage agreement, H.U.D. settlement statement, affidavit of title,
lease, deed, tax bill, or contract of sale (until closure of home) with your name on it will be accepted.

e Health and Immunization Records. Current records can be obtained from your previous school or
pediatrician. These must be current with dates and translated into English. Please note that the physical
examination forms must be dated no more than one year (365 days) prior to the entry into WW-P
schools. All the forms are enclosed in this registration packet.

e Proof of Age. Birth certificate or passport in its original form or with seal; no photocopies are accepted.

e Previous School Records. School records should include report cards, IEPs (if applicable), and recent
state test results.

Please complete these forms and bring them to Community Education, which is located in the district
offices at 321 Village Road East, West Windsor NJ 08550. We are open from 8:30 a.m. to 4:00 p.m. If you
have any questions, please call us at 609-716-5000. Your child does not need to come with you for
registration. Please check the web site for any additional registration forms that are not included in this
packet.

It is my hope that you will have a wonderful experience in our district and that our mission statement will
become a reality for your child: “Building upon our tradition of excellence, the mission of the West
Windsor-Plainsboro Regional School District is to empower all learners to thoughtfully contribute to a
diverse and changing world with confidence, strength of character, and love of learning.”

Sincerely,

David Aderhold, EdD
Superintendent of Schools

Building upon our tradition of excellence, the mission of the West Windsor-Plainsboro Regional
School District is to empower all learners to thoughtfully contribute to a diverse and changing
world with confidence, strength of character, and love of learning.



WEST WINDSOR-PLAINSBORO REGIONAL SCHOOL DISTRICT
REGISTRATION DATA SHEET

SCHOOL: DATE: STUDENT ID#:
Student Name - Last Name ﬁrst Name MI Date of arth Gender Grade Registering for
Current Address City Zip Code
Phone Number Development Name Former Address (include zip code)
Birth City Birth State

If the student was born outside the United States, what date did the student first enter a US School?

Which of the following ethnic groups best describes you? (Optional) Primary language spoken at home:
[ white [ Black/African American [] Hispanic
1 Asian ] American Indian/Alaskan Native O Pacific 1slander
Relationship to Student Legal Guardian (Y/N) Title: Mr/Mrs/Ms/Dr
First name: Last Name:
Address if different from student: E-mail Address (s)
Business Phane: Ext # Cell Phene:
Relationship to Student Legal Guardian (Y/N) Tille: Mr/MrsiMs/Dr
First name: Last Name:
Address if different from student: E-mail Address (s)
Business Phone: Ext # Cell Phene:
Does the child have Health Insurance? (Y/N} If "yes" name of Insurance Provider
Name: Relation: Date of Birth:
Sibling Information:  name: Relation: Date of Birth:
Name: Relation: Date of Birth:

Emergency Contact Information: (Please list one local contact other than yourself)

First Contact Name: Relationship: Daytime Phone Number: Cell Phane:

Second Contact Name:

Page 1 0of 2 As of 09/12/2011 MANDATORY



Previous School (s) - Most Recent First - {List Pre-School if Applicable)

Grades Date Public? .
Attendeq  |C2tesEnrolled( - o | School - Address Nos arMa Location

D Transfer of Records Request sent. Date:

! hereby affirm that the information entered is true and correct fo the best of my knawledge.

Parent/Guardian Signature: Date:

Required Registration Forms

El Health/Immunization Records received. Date/Initial: /
D Proof of Residency received. Date/Initial: /
D Birth Certificate received. Date/Initial: /
D District Guardian form received - if applicable. (if student is not living with parents) Date/Initial: /

Please list any special Transportation requirements on the line below:

For Transportation Department Use Only

Route # (s): Pick up time:

Bus Stop:

Driver (s): Effective Date:

FOR OFFICE USE ONLY
Related Services Forms

D ESL Services Eligible. Foreign Language Survey received. Date/Initial: /
El Consent to Release Personally Identifiable Information received. Date/Initial: /
D Meets "Future Resident" conditions and application has been received. Date/Initial: /
D Child has been previously referred or tested as a Special Education Student. Date/Initial: /
|:| Child has been classified as a Special Education Student. Date/Initial: !
D Child Study Team Release and Questionnaire received. Date/Initial: /
D Child has received services under a 504 Plan. Previous 504 plan has been received. Date/Initial: /
El Child is currently receiving Speech and Language Services. Date/Initial: /

High School Forms

Varsity Athlete? Transfer Waiver form completed if applicable. Date/Initial: /

oo

Has taken the High School Proficiency Assessment at a previous NJ High School. Date/Initial: /

Page 2 of 2 As of 09/12/2011 MANDATORY



Today’s Date

Native Language Survey

Student’s Name

FIRST MIDDLE LAST
Student’s Date of Birth GenderrM _
Grade _ Home School
Mother’s Name Cell Phone #
FIRST LAST Work Phone #
Email
Father’s Name Cell Phone #
FIRST LAST Work Phone #
Address Email

Home Phone #

1.In what country was your child born?

2.What is the language that your child first acquired?

3.What is the primary language used in your home, regardless of the language spoken by your child?

4.What is the language most often spoken by your child?

5.How well does your child speak English? not at all somewhat very well

6.How well does your child understand English? not at all somewhat very well

7.Has your child ever been in an “English As A Second Language” or “English Language Learner” or

“Bilingual” program? yes no

8.If yes, what dates?  From To

If yes, did your child test out of this program? yes no

Please list the schools your child has attended. Start with the most recent:

Name and Location Dates Attended Was English taught as a Was all instruction
(including country) subject? delivered in English
of School every day?

School From To Yes No Yes No




WEST WINDSOR-PLAINSBORO REGIONAL SCHOOL DISTRICT

Phone: (609) 716-5000
Fax:  (609) 716-5555

TRANSFER OF STUDENT RECORDS

Date:

To Whom It May Concern:
Re:

Date of Birth:

Grade: __

The student named above has recently enrolled in our district. Would you kindly forward all
school, discipline, and medical records to us at your earliest convenience? Please include
results of standardized group and individual tests, and any other information that will assist us
in proper placement.

Sincerely,

Sujata Ray
Registrar

Previous School and Address: West Windsor-Plainsboro School:

(add name of school)

Parent Authorization for Release:

Signature

Please send records to the attention of Guidance Department at the appropriate school(s).
See next page for addresses. Thank you.

7/1/07



West Windsor-Plainsboro District Schools

Dutch Neck Elementary School
392 Village Road East
West Windsor, NJ 08550

Maurice Hawk Elementary School
303-305 Clarksville Road
West Windsor, NJ 08550

Town Center Elementary School
700 Wyndhurst Drive
Plainsboro, NJ 08536

J.V.B. Wicoff Elementary School
Plainsboro Road
Plainsboro, NJ 08536

Millstone River School
75 Grovers Mill Road
Plainsboro, NJ 08536

Village School
601 New Village Road
West Windsor, NJ 08550

Community Middle School
55 Grovers Mill Road
Plainsboro, NJ 08536

Grover Middle School
10 Southfield Road
West Windsor, NJ 08550

High School North
90 Grovers Mill Road
Plainshoro, NJ 08536

High School South
346 Clarksville Road
West Windsor, NJ 08550

711107



West Windsor-Plainsboro Regional School District

Phone: (609) 716-5000
Fax: (609) 716-5012

CHILD STUDY TEAM REQUEST FOR RECORDS

Has your child ever been referred to and/or tested by a Child Study Team?
Yes No
Has your child ever been classified as a Special Education Student?

Yes No

If either answer is yes, complete the information below.

To Whom It May Concern: School

| hereby give permission to release any medical, psychological, educational, and/or social
information to the West Windsor-Plainsboro Child Study Team concerning my child.

Student’s Name Date of Birth
Address
Parent/Guardian Signature Date

This information will be treated with the utmost confidentiality and will be used only by
professional people for the purpose of arriving at the best educational plan for your child.



West Windsor-Plainsboro Regional School District

Phone: (609) 716-5000
Fax:  (609) 716-5555

PARENT’S STATEMENT OF RESIDENCY

I am the of
(Mother or Father) (Child’s Name)

I currently live and reside at

(Street Address) (Apt. No.)

. This postal address is in West Windsor/Plainsboro Township.
(Town) (Zip) (Circle one)

My child resides with me at that address. | submit the following proof of my residence:

Copy of Executed Deed Copy of Executed Lease
Signed Settlement Statement Affidavit of Title
Other H.U.D. Settlement

(See cover page for additional information)

| do / do not maintain any other residence.
(Circle one)

If you do, give address of other residence and state why you are residing here instead.

In the event an investigation should disclose that my child is not entitled by law to attend the West Windsor-Plainsboro
Regional School District free of charge, | understand that the child will be dis-enrolled, and that I will be held responsible
for the costs of tuition to the district for any periods of unlawful attendance. Such tuition will be based upon the per pupil
costs of education for the portion of the year in which the child was unlawfully enrolled.

I certify that the foregoing statements made by me are true. | am aware that if any of these statements are false, | will be
subject to legal action.

DATE: PARENT’S SIGNATURE:




S West Windsor-Plainsboro Regional School District

A

Phone: (609) 716-5000
Fax: (609) 716-5012

QUESTIONNAIRE FOR PRESCHOOL PARENTS

Dear Parents/Guardians:

We want to get to know your child as quickly as possible. Your input to this questionnaire is of great value to us.
Please complete this form. Thank you.

Child’s Name:
(First) (Last) (Name to be used at school)
Date of Birth: Age in September (years) (months) Gender
School

1. Please list the names and ages of your child’s brothers and sisters.

Name Age

2. What languages are spoken in your home?

3. List all your child’s school experiences:

Name of School Years Attended

4. At what age did your child begin talking?

5. Has your child ever received speech or language therapy? Yes No
6. Has your child ever received occupational therapy? Yes No
7. Has your child ever received a learning evaluation? Yes No
8. Does your child have any health problems or allergies? Yes No

If so, please explain

Questionnaire for Preschool Parents
Mandatory



10.
11.

12.

13.

14,

Is there some event that has occurred in your family structure (i.e. birth of a child, loss of a family member) of

which you feel the teacher should be aware? Please explain.

Is your child right or left handed? Right handed
Is your child able to

dress himself button shap

Do you read to your child regularly? Yes

No

Left handed

zip

What would you consider to be your child’s area of strength?

What else do you want us to know about your child?

Questionnaire for Preschool Parents
Mandatory



WEST WINDSOR-PLAINSBORO REGIONAL SCHOOL DISTRICT

Provisional Admittance

According to the N.J. State Sanitary Code, Chapter 14, provisional admittance to school
is based on medical verification indicating that at least one dose of each of the
following vaccines has been administered and that full compliance is in process. The
vaccines are Diptheria-Pertussis-Tetanus (DPT), Oral Polio Vaccine (OPV), Measles,
Mumps and Rubella (MMR), Hepatitis B and Varicella (Chicken Pox). Please see the
enclosed Immunization Requirement form for further explanation . of required

immunizations. Upon enrollment into school;
i. Each school district shall require parents to provide examination documentation of each student within 30 days upen enrolling
into school.
ii. When a student is transferring to another school, each school district shall ensure that student docurentation of entry
examination is forwarded to the transfer school disirict pursuant to NJ.AC, 6A:16-2.4(d).
iii. Students fransferring into a New Jersey school from out-of-State or out-of-country may be allowed a 30-day period in order to
. obtain eniry examination documentation.

STUDENT’S NAME GRADE MALE FEMALE

TRANSFERRED FROM:

SCHOOL:

ADDRESS:

I request that my child be provisionally admitted to school pending completion of deficiencies according
to New Jersey State requirements. Upon evaluation of my child’s record by the school nurse, deficient
immunizations/physical exam will be met or in the process of compliance by

DATE SIGNATURE PARENT/GUARDIAN PHONE

For Office Use Only
Imm.

Physical

Tb. Date



WEST WINDSOR-PLAINSBORO REGIONAL SCHOOL DISTRICT

TO THE EXAMINING HEALTHCARE PROVIDER:

BV EE G U NI AT T el s R

In order to insure that the health office has a completed and updated health
record for your patient/student and for communication purposes if the school

nurse has a question, please complete the information below and STAMP in
the space provided.

Thank you very much for your cooperation.

PHYSICIAN'S/PROVIDER’S STAMP

HISTORY REVIEWED
AND STUDENT
EXAMINED BY:

("1 Primary Care Provider

7] School Physician Provider
] License Type: [_] MD/DO
[laPN
[ 1PA

PHYSICIAN'S PROVIDER’'S SIGNATURE:

Today’s Date: Date of Exam;

*PLEASE NOTE THE DATE OF THE PHYSICAL IS ALSO
REQUIRED ON THE TOP OF PAGE 1 OF THE HEALTH
HISTORY AND THE PHYSICIAN'S SIGNATURE IS ALSO
REQUIRED AGAIN ON PAGE 3 (PHYSICAL EXAM] OF THE
PACKET. .



B PREPARTICIPATION PHYSICAL EVALUATION

(fn'oﬁ?.: Thiz farm is to be filled out by the patient and parent prior fa seeing the physiciar. The physician should keep a copy of this form fn the chart}
Date of Exam :
Neme Date of birtk
Sex Age Grade ______ Sehool Sportis)

Wedicines and Allergies: Please list alf of the prescription and over-the-counter medicines and supplements therbal and autriijonal) that you are currently taking

Do you have any allergles? 0 Yes [ No  If yes, please identify specific allergy below,
3 Medicines O Pollens O Foed 3 Stinging Insects

Exphain *Yes" answers below. Circle questions you don't know the answers o,

1. Has a doctor ever denfed or restricled your parlcipation in sporis for 26. Do you cough, vifieeze, or have difliculty breathing during or

any reasen? after exercise’?
2. Do yor have any engaing medica! conditians? If so, glease identify 27, Have you over ysad an inhaler or taken asthma medicias?
befow: 3 Asthma £ Anemia O Dlabetes [ Infections 28. Is there anyone in your family who has asthma?
Ofher: 99, Were Y bom wWishout oF 2re you missing a Kdney, an eye, & tasticle
2, Have you ever spant the nightin thp hospal? [mates], your spleen, or any other argan?
4, Have you ever had sirgery? 30, Do you have groin pain or a painful bufge or heria in the groin arga?
HE i 31. Have you had infectious mononucleosis fmonc} within the last month?
5. Have vou ever passed out o neardy passed out DURKG or 32, Do you have any rashes, pressure 5o¢es, or other skin problems?
AETER Srerise? 33, Have you St 2 bernes or MRSA shin infection?
2 E::;ﬁ;ﬁ?;gﬁigff“mm"’ pain, tighiness, or prssure in your 34, Have yed ever had 2 head Injury or concussion?
- —— - 35. Have you ever had 2 1t or blow to the head that caused senfusion,
7. Does your heart ever race or Skip beats (imepular heats) during exercise? profonged headach, or memory problems?
&, E‘f:cigﬂ:;f;;;:;m you thak you have any heart problems? If so, 36. Do you hiave a histosy of selzur disarder?
[ High bigeg prea:sure O Ahead murnur 37. Do you hizve headaches with exercise?
T High chelestero! J A heart infaction: 38, Have you ever had numbness, tingling, or weakness in your grms or
T Kawasad Uisease Other; Iegs after belng At or falling?
9, Has a dostor ever ordered & test for your hearl? {For example, ECG/EKE, 39. Have you ever been unable to mova your arms or legs after being hit
echosardiogram) or fefling?
10. Do you et lightheaded or feel more short of breath thas expected 40, Have yeu sver become 3 while gxercising In the heat?
durlny exescise? 41, Do you get frequent muscls cramps when exercising?
11, Have you aver had sn unexplained seimure? 42, Do you or somecne in your family have sicklz cell trait or disease?
12, Do you get more tired or shorl of breatl more quickly than your friends 43, Have you had any problems vith your ayes or vision?
during exerclse?

44, Have you had 2oy eve Injuries?

- %K rlH ' Eﬁﬂg Y p— et 45. Do you wear {iasses of contact lenses?

. Has any family memsber or relative died of livart problems of had an - " P
unexpested or unexplained sudden death bsfore age 50 (including 46, Do you wear prulec}me gyewear, such 85 goggles or & feve shiski?
drovming, wexpiained car accident, or sudden infant death syndrome)? 47. Do you worry ahout your weight?

1d. Dogs anyone in your Tamily have hypertrophic cordlomyepathy, Marfan 4B. Are you lrying to oF has anyong recommended that you gain or
syndrome, ardylhmogenic right veniricular sasdlomyopathy, long QT fose waight?
syndreme, short OT syndroms, Brugada syndreme, or catecholaminergic 49, Are you on a spevial dist or do You aveid certaln types of fonds?
polymorphic veairicater tnshycardla?

" 50, Have youz aver had an cating disorder?
15. Does anyone i your Tamily have @ heart problem, pacemaker, or

Implanted defibrifator? 51. Do you have sny conserns that you would tike o discuss with 2 docter?
18, Has anyene in your family had unesplained fainting, unexplalned :
selzyres, 0F near drowning? 52, Have you sver had a raenstrual pereg? i
E R 53, How old were you when you had your first mensirual peslod?
, Have you sver had an injusy {o & bone, musele, ligament, or tendon &4, How many periods Irave you liad in fhe l2st 12 months?

ihat catised you o miss a practics or a game?
18. Have you aver had ary bioken or fractured bones or digloeated joints?

19, Have you sver had an ikjury thal requirad x-rays, MRI, CT ssan,
injections, therapy, @ brace, a tast, o crutches?

76, Have you ever had a strass fractura?

. Have you aver beer fold {hat you have or fisve you had aw x-ray for neck
instability or allanteaxial instabilily? (Down $yadremg or dwarlism)

22. Do your reguiarly use 2 brace, erthatics, or other assistive device?

23, Do you have a bone, muscle, or joint injury fhiat bothers you?

24, Do any of veur joints become painful, swokien, feel warm, or jook red?
25, Do you have any nlstory of jivenile arthritis or conngctive tissug disease?

1 herehy state that, to the hest of my Kaowledge, my answers 1o the adove guestions are compleie and correci.

Explatn “yes" answers here

™~
=

Signature of alhlels i ie of parenty frale

@200 Amerivan Academy of Family Physlelans, Amorizan Academy of Pediatrles, Amaricas Collage of Spors Medicine, Amerioan Medical Socigly for Sporls Madlvine, American Grthapzeci
Socipty for Sperts Medicins, and American Ostgopathic Academy of Spuris Medichae, Fermission is granted Io repring for nongommersial, edusational purposes with acknowledgmeni.

HEQS03 - GIHUMI0
New Jersey Department of Education 2074; Pursuant to P.LEQ13, ¢.71



B PREPARTICIPATION PHYSICAL EVALUATION
- THE ATHLETE WITH SPECIAL NEEDS:
SUPPLEMENTAL HISTORY FORM

Date of bxam
Name Date of birth
Sex . Age Grade Schogi Sports)

1. Typa of disability

2, Dato of disability

3. Ulassffivation (if avaffable)

4. Gause of disabiiity (pirth, tisease, 2ecident/trauma, ofhen)
&, Listiha sports you ars intergsted in playing

6. 5o you fegularly tse a brace, assistive deviee, of prosthatic?

7. Do you use any special brate or assistive device for sports?
8, Do vou have any rashes, pressure sores, or any oiher skin problems?
. Do yout have & heardng 1oss? Do you use a hearing zid?
10, Do ypu have a visual impairment?
11. Bo yaw use any special devices for howe) or haddsr fungtion?
12. Do you kave buming of dliscomfort when urnating?
13, Have you had autonomic dysveflexia?
14, Have you ever been diagnoesed with a heal-relzied (hyperthernyia) or cold-related thyoathermia) liness?
15. Do vou have mystle spasticily?
16. Do you have §requent seizures that cannot he contiolad by medication?
Explain "yes” answers here

Plecse indivala if you have ever had any ef the Tollmain

Atiantoaxtal instability
¥-rey evatuation for atlantoaxial instability
Distoeaied joints {more than one)

Easy dieeding

Enlarped plesn

Hepatifis

Ostenpenia or ostanporpsis

Diiticulty contrelling bows!

Pitfigulty gontrelling badder

Nurnbness or tingling in arms o hands
Numbness o tingling in lags or feet
Weakaess In arms or hands

Wealness in legs or feet

fiecent change is courdination

Recent change In abifity 1o walk

Spina bifida

Latex, allergy

Expiain "yes" answers here

| iereby state thal, fo the best of my knawledge, my answers 1o the above questions are complete and carrect.

Signature of atiele Siynaturs of parent/ Bale

S2010 Americen Academy of Family PRysiclans, Americen Acadzim Rr of Peciatrics, American Coliege of Sports Mediche, Ameriuan Megleal Sociely for Sports Medicing, Amerlean Orlfiopaedlc
Socisly far Sporls Medising, and Atmerican Ostgonathic Avademy of Sporis Medicinz, Pernvission & granted to reprint jor NORCOMMENcial, educational puipases with acknovieggment.

New Jersey Departmant of Education 2014, Pursuant fo PLL.20T3, &.71



PREPARTICIPATION FPHYSICAL EVALLATION .
PHYSICAL EXAMINATION FORM

Mame Date of birth

PHYSIDIAN REMINIERS
1, Conslder addillonal questions on more sensilive ssues
® Do you feel gkressed out or under a lot of pressure?
* Doyou ever feel satl, hopeless, depressed, or anxious?
° po you feal safe at your hume or residence?
* Have you ever Irled cigaretles, chewing tebacco, snulf, or dip?
* Durlng the past 30 days, tid you use chewirg tebacco, snuff; or dip?
* Do you deiak aleohof of yse any otier drigs?
* Hava you ever taken anakolis sterolds or used any other performance suppiement? ‘
* Have you ever taken any supplements to help vou gain or Tose welght or Iprove yeur performance?
* Do yo wear a seat bell, use 2 helmet, and use condoms? '
2. Consider reviewlng questions on cardiovascatlar sympoms (fuastions 5-14).
SEXAMINATIO
Helght Weight O Male © Femalg
BP i Vision R 20/ 1.2/ Corgeteg VY DI N
EDICH : T ] ' TORMAL EINGLHGS
Appearance
® Marfan stigmata (kyphoscollosis, high-arched palate, pectus excavatum, arachnodacyly,
arm span > height, hyperiaxity, myopia, MVE, 2ortic insufficlency}
Evat/oars/nosefthroat
» Pugil equal
= Hearing
Lymph rodes
Heant?
* Murnurs {auscuitation standing, Supine, +/- Valsalva)
» Location of peint of maximal impulse (P}
Pulses
* Simultangovs femoral end sadial pulses
Lungs
Abdorien
Genitouringry {males only®
Skin
+ H3Y, lesions suggeslive of MRSA, finea tuipprls
Neurologic®
JSKELETA

Neek
Back
Shoulderfarm
Elbywilorearm
WristbandAingsrs
Hipihich

Knes

Leg/ankie
Footitoes

Funcsional
= Duck-walk, singie feg hop

*Consider ECG, sehatardlogram, and referral o cordiology for abnormal cardies histery ar exam,
gnsiter G exam i In private sebting. Heving third party present i repeetmenged.
*Conside: cognitive evaluation or baseline neutopsychiatic Lesting if a bistory of signitican concussson,

01 Cleared for alk sports without restriction
3 Cleared for ail sports wilhout restriction with recommendations for furlher evaluation or weatient for

O Notcieared
LT Pending fucther cualualion

3 For any sports
O For cerigin 5posis
Reason
Repommendations

{ frawve examingd he ahove-natved studznt and completed B preparticipalion physieal evaluation. The alilele does not presant apparant chinicat oalraindications {o practies amd
participate In the spo(s) es oafiined abiove. A oopy of the physteal exam Is on razord in my oiflze and van be made available to the school a fhe request of {he parsnls. If condifions
afise alfer the athlele has besn cleared for participation, @ physician may sescind the clearance wndif the peolitem s resolved and the goiential consequences are sompletely exglained
1o The athiete {and parenisfguardians),

Nama of physician, advanced practice nurse (APN), physlcian assistant (PA] {printftype] Date

Address Phore

Signature of physigian, APN, PA

©2010 Ameriean Academy of Family Physiclans, Ametizan Acacdsmy of Pediatrics, American College of Sports Modleing, American Meajcal Soclely for Sports Mediving. American Orihopaedic
Sociely for Sporfs Medizing, zrd Amerlcan Dstzapali; Avadermy of Sparts Medicine, Parmission Is granted to seprint for noncommereial, eduaational purpeses with acknowledgment.

#0502 92581430
New Jarssy Department of Education 2074; Pursuant to P.L.2013, o.71



B PREPARTICIPATION PHYSICAL EVALUATION
CLEARANCE FORM

Name . Sex M OF Age [ate of birth
O Cleared for all sports without restriction

£3 Cleared for alf sports without restriction wilh resommendations for furiher evaiuation or treatment for

[ Not eleared
1 Pending further evaluation
{1 For any sporis
I For ceytain sports

Reasen

Recommendations

EMERGENCY INFORMATION
Mlergies

Other information

1 have examined the above-named student and completed the preparticipation physical evaiuation, The athlete does not present apparent
glinieal contraindications to practice and participate in the sporifs) as outlined above, A copy of the physical exam is on record in my office
and can be made available to the school at the request of the parents. I conditions arise after the athlete has been eleared for participation,

the physician may reseind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete
{and parenis/guardians).

Nams of physician, atvanced practice niurss (PN}, physiclan assistant (PA) ' Date _

Address Phone

Signature of physician, APN, PA

Gompleled Gardiap Assessment ProTessional Development Medute

Date: Slgnature

©2010AmericanAcadamy of Famiiy Physicians, Amarican Academy of Pediatrics, American Colfage of Sports Madicing, American !L’edfcai Saciety for Sports Med!crne, American Orifhopasdic
Suclely for Spors Medisine, and Amerien Ostetpathie Acadamy of Sporls Medicing, Perission is granted fo feprint for Apncommercizl, educalions! purposes with ackrowiedgment.
New Jersey Department of Education 2014; Pursuznt fo P.L2013, c.71



MINIMAL IMMUNIZATION REQUIREMENTS FOR SCHOOL ATTENDANCE IN NEW JERSEY

N.J.A.C. 8:57-4: Immunization of Pupils in School

DISEASE(S) MEETS IMMUNIZATION REQUIREMENTS COMMENTS
(AGE 1-6 YEARS): 4 doses, with one dose given | any child entering pre-school, pre-Kindergarten, or Kindergarten needs a
on or after the 4th birthday, OR any § doses. minimum of four doses. Pupils after the seventh birthday should receive adult
bTaP (AGE 7"? YEABS_)f ddoses %f Tdt_or a?yDTP type Td. DTP/Hib vaccine and DTaP also valid DTP doses.
previously administered combination o A id £ itv is also acceptable.
DTaP, ard DT to equal 3 doses. Laberatary evidence of immunity is al p
. Far pupils entering Grade 6 on or after 8-1-08 and born on or after 1-1-87.
Tda GRADE & {or comparable age level for special " "
Y education programs): 1 dose ,:ocsI:Id does not need a Tdap dose until FIVE years after the last CTP/DTaP or Td
(AGE 1-6 YEARS): 3 doses, with one dose given E;t[]:]%rir:g?igﬁ\gastzgciogb\if:cune (IPV) or Oral Polic Vaccine (OPY) separately or in
POLIO on or after the 4th birthday, CR any 4 doses. , N 15 accepiatie. .
(AGE 7 or OLDERY): Any 3 doses Polio vaccing is not required of pupiis 18 years of age or older.
- ANy ’ Laboratory evidence of immunity is also acceptable.
If born before 1-1-80, 1 dose of a live Measles- Any child over 15 months of age entering child care, pre-school, or pre-
containing vaccine on or after the first birthday. Kindergarten needs a minimum of 1 dose of measles vaccine.
If born on or after 1-1-80, 2 doses of a live Any child entering Kindergarten needs 2 doses.
Measles-containing vaccine on or after the first Previously unvaccinated students entering college after -1-95 need 2 doses of
MEASLES birthday. measles-containing vaccine or any combination containing live measles virus
If entering a college or university after 9-1-95 and administered after 1968, Documentation of 2 prior deses is acceptable.
previously unvaccinated, 2 doses of a live Laboratory evidence of immunity is also acceptable.
Measles-containing vaccine on or after the first Intervals between first and second measies/MMR/MR doses cannot be less than 1
birthday. month.
Any child over 15 months of age eniering child care, pre-school, or pre-
: . ‘o . Kindergarten needs 1 dose of rubella and mumps vaccine.
RUBELLA 1dose of_llve Mumps contalning vaceine on or Any child entering Kindergarten needs 1 dose each.
after the first birthday. - ot g1
and 14  live Rubsl] L. . Each student enteriing college for the first time after 8-1-95 needs 1 dose of rubeila
MUMPS ﬁastiof'wfb'rl;hde a-containing vacaing on or and mumps vaccine or any combination containing live rubella and mumps virus
arer ne first dirinday. adminisiered after 1968.
Laberatory evidence of immunity is also acceptable.
Ali childrer: 19 months of age and older enrclled infc a child cara/pre-school center
after 9-1-04 or children born on or after 1-1-98 entering a schoal for the first time
VARICELLA 1 dese on or after the first birthday. in Kindergarten or Grade 1 need 1 dose of varicella vaccine.
Laboratory evidence of immunity, physician’s statement or a parental statement of
previous varicella disease is also acceptable.
Mandated only for children enrclied in child care, pre-school, or pre-Kindergarten,
HAEMOPHILUS | (AGE 2.11 MONTHS)": 2 doses ) Minimum of 2 doses of Hib vaccine s neaded If between the ages of 2-11
INFLUENZAE B 2, months.
(Hib) (AGE 12-59 MONTHS)*: 1 dose @ Minfmum of 1 dose of Hib vaccine Is needed after the first birthday.
DTPR/Hib and Hik/Hep B also valid Hib doses.
. 1} If 2 ¢hild is between 11-15 years of age and has not received 3 prior doses of
HEPATITIS B (K-GRADE 12): 3 doses or 2 doses ;':?r%itllgﬁos then the child is eligible o receive 2-dose Hepatitis B Adolescent
Laboratory evidence of immunity is also acceptable.
o Mandated only for children enrolled in child care, pre-school, or pre-Kindergarten.
PNEUMO- {AGE 2-11 MONTHS}": 2 doses (Y Minimum of 2 doses of Pneumococcal vaccine is needed if between the ages of
GOCCAL (AGE 12-58 MONTHS)®: 1 dose 2-11 months,
@ Minimum of 1 dose of Pneumccoccal vaccine is needed after the first birthday.
(Ente'ring GRADE 6 (o-r compa(r;a)ble age levsl for () For pupils entering Grade & on or after 9-1-08 and born on ar after 1-1-97.
Special Ed programs): 1 dose @ ) . ) o
MENINGO- (Entering a four-year college or University Praeviously unvaccinated students entering a four-year college or university after
COCCAL previously unvaccinaled and residing in a campus 9-1-04 an[c)i who retmge |nfa can??usdgserl}'nsﬁ:;yéengﬁe‘l dose of meningococcal
dormitory): 1 dosa @ vaccine. Documentation of one prier D X
For children enrolled in child care, pre-school or pre-Kindergarten on or after
INFLUENZA (AGES 6-59 MONTHS): 1 dose ANNUALLY 9-1-08.
1 dose 1o be given between September 1 and December 31 of sach year.

AGE APPROPRIATE VACCINATIONS (FOR LICENSED CHILD CARE CENTERS/PRE-SCHOOLS)

CHILD’S AGE NUMBER OF DOSES CHILD SHOULD HAVE (BY AGE):

2-3 Months 1 dose DTaP, 1 dose Polio, 1 dose Hib, 1 dose PCV7

4-5 Months 2 doses DTaP, 2 doses Polic, 2 doses Hib, 2 dosas PCV7

6-7 Months 3 doses DTaP, 2 doses Polic, 2-3 doses Hib, 2-3 doses PCV7, 1 dose Influenza
8-11 Months 3 doses DTaP, 2 doses Polio, 2-3 doses Hib, 2-3 doses PCVY, 1 dose Influenza

12-14 Months
15-17 Months

18 Maniths-4 Years

3 doses DTaP, 2 doses Polio, 1 dose Hib, 2-3 doses PCVY, 1 dose Influenza
3 doses DTaP, 2 deses Polio, 1 dose MMR, 1 dose Hib, 1 dose PCV7, 1 dose Influenza

4 doses DTaP, 3 deses Polic, 1 dose MMR, 1 dose Hib, 1 dose Varicella, 1 dose PCV7, 1 dose Inﬁuenza_

PROVISIONAL ADMISSION: ]

Provisional admission allows a child to enter/attend school but must have a minimum of one dose of each of the required vaccinas., Pupils must be actively in the
process of completing the series. If a pupil is <5 years of age, they have 17 menths to complete the immunization requirements. a pupil is 5 years of age and
older, they have 12 months to complete the immunization requirements.

GRACE PERIODS:

+ 4-day grace period; All vaccines doses adminisiered less than or equal to four days before either the specified minimum age or dose spacing interval shall be
counted as valid and shall not require revaceination In order to enter or remain in a school, pre-school or child care facility.

» 30-day grace period: Those children transferring into a New Jersey school, pre-schoal, or child care center from out of state/out of country may be allowed a 30-
day grace period in order to abtain past immunization decumentation befere provisional status shall begin.

MAR 09



Vaccine Administration Record = Patientname:
: Birthdate:
for Children and Teens rthcate

Chart number:

] . Vaccine Information Signature/
Date given | Source | . Vaccine Statement ir?itials of

maoiday/yr FS,P)2 -
( Vi) | ( ) Lot # Mfr. | Date onVIS? | Dategiven* | vaccinator

Type of
Vaccine Vaceine!
(generic abbreviation)

Hepatitis B*

(e.g.. HepB, Hib-HepB,
DTaP-HepB-1PV)

Give 1M,

Diphtheria, Tetanus,
Pertussis®

(e.g., DTaF, DTaP-Hib,
DTaP-HepB-IPY, DT,
Tdap, Td)

Give IM.

Haemophilus
influenzae type b°
(e.g., Hib, Hib-HepB,
DTuP-Hib} Give IM.

Polic®

(e.g.. TPV, DTaP-HepB-TFV)
Give IPV SC or IM.

Give DTaP-HepB-IPV IM,

Pneumococcal
(e.g., PCV, conjugate;
PPV, polysaccharide)
Give PCY IM.

Give PPV SC or IM.

Rotavirus (Rv)
Give orat (po).

Measles, Mumps,
Rubella® (e.g., MMR,
MMRV) Give SC.

Varicellas {e.g., Var,
MMRV} Give 5C.

Hepatitis A (HepA)

Give IM.

Meningococeal (e.g.,
MCV4; MPSV4) Give
MCV4 IM and MPSV4 SC,

Human papillomavirus

{e.z., HPV)
Give IM.

Influenza® (e.., TIV.

inactivated; LAIVY, live
attenuated) Give TIV IM,

Give LAIV IN.

Other
1, Record the generic ahbreviation for the type of vaccine given {e.g., DTaP-Hib, PCV), nut 3.Record the site where vaccine was administered as either RA (Right Arm), LA (Left
the trade name, Arm), RT (Right Thigh), LT (Left Thigh), IN (Intranasal), or G {Cral).

2. Record the source of the vaccine given as either F (Federally-supported}, S (Stafe- 4. Record the publication date of 2ach YIS as well as the date it is given 1o the patient,
supported), or P (supported by Private insurance or other Private funds). 5. For combination vaccines, fil} in a row for each separate antigen in the combination.

Technlcal content reviewad by the Centers for Disease Controf and Prevention, Nov, 2006, ! wwwimmunize.orgfeatg.d/p2022b.pdf = lkem #P2022(11/06)

Immunization Action Coalition * 1573 Selby Ave. + St Paul, MN 55104 » (651)647-900% » wwwimmunize,org * www.vaccneinformation.org



. Patient name: _ hauwn Abler

Vaccine Administration Record

- - Birthdate: February 3, 2006
for Children and Teens Chart number: <237
Type of . Vaceine Vaccine Information Signature/
Vaccine Vaceine' r‘(ﬁtj dg;}ﬁ)n (SFogrs)ez Site® Statement initials of
(generic abbraviation) o Lot # Mfr. | Dateon ViS4 | Dategivent| vaccinator
Hepatitis B° Hopd 2 L03 L0E o R Q5514 MRE | Zr41/07 Z/03/06 A
(c.g., HepB, Hib-HepB, g ’
DTaP-HepB-IPV) Hrﬁ—HﬂﬁR 2/03 /06 C RT 10514 AMRK Z/11 /07 4/03 /086 DrP
Give IM. / siih Hepd 6405/06 ¢ 2T 105144 Aik | zr11/01 £/05/06 bre
Diphtheria, Tetanus, DTAP L0308 Id BT GALTAD lried 7/21‘?/)?1 /03 406 nep
Pertussis®
oiap &/08/06 ¢ G747 riv.d Z£348/0 &L08 /06 DCP
(e.g., DTuP, DTaP-Hity & KL 2 ~ .
DToP-HepB-IFV, D,
Tdag, Td) \
Give IM. .

, Tshot, 2 different VIS dates
Q—hb—HepB (Comvax) ( ' )
Haemophilus — Héb'ng«B 4/053/06 it Rr TO5TM MRK | 12/16/98 4/03/06 bce
Influenzae type b* tib-Hep8 6/05/06 | 5 | T 105TM MRK | 12/16/98 | 6/05/06 |  pep
(e.g., Hib. Hib-HepB,

DTaP-Hib) Give IM. B /E
Paolio® Iy 2/03/06 5 LT 45698 SPr oCr
(e.g., [PV, DTaP-HepB-IPV) 5 Dep
Groa PV SC or M. Py 6/05/06 i3 1T f:t4569 & SPI
Give DTaP-HepB-1PV IM. r'” ‘Ii
Pneumococcal PCY 4/03/06 i LT | $89-£35 v WYE 8/30/02 $/03/06 DCP
(e.g., PCY, conjugate; I T IN cis
PPV, polysaccharide) rcy &/05/06 = \489:83 o wye 8/30/02 &/05/06 Dee
Give PCV IM. el
Give PPV SC or IM. o :
. ™y 3T : By
Rotavirus (Rv) /0 : % ) 085744 MMEEK. Dep
Give oral (po). : bt ) 4 L
GESZAA MRK +/12/06 | 6/05/06 elord
Measles, Mumps,R
Rubellas {e.g., MMR, . ;
MMRV) Give 5C. "How to record Hib-HepB )
Varicella® (e.g.. Var, i i i
M) Gre e, \Eombmann vaccine
Hepatitis A (HepA)
Give IM.
Meningococcal (e.g.,
MCV4; MPSV4) Give
MCV4IM and MPSV4 SC.
Human papillomavirus
(e.g., HPV)
Give IM.
Influenza® (e.g., TIV,
inactivaled; LATV, live
attennated) Give TIV TM.
Give LAIV IN.
Other
1, Record the generic abbreviation for the type of vaceine given {e_g., DTaP-Hib. PCV), not 3. Record the site whers vaceine was administered as either RA (Right Arm), LA (Left
the trade name. Arm}, RT (Right Thigh), LT (Left Thigh), IN (Iniranasal), or 0 {Oral).
2. Record the source of the vaccine given as either F (Federally-supported), § {State- 4. Record the publication date of each VIS as well as the date it is given to the patient.
supported), or P (supported by Private insurance or other Private funds). 5. Far combination vaccines, fill in a row for each separate antigen in the combination.

Immunization Action Coalition = 7I573 Seloy Ave, = St Paul, MN 55104 « (651) 647-2002 * www.immunize.org * www.vaccineinformation.org



Resee Schmids

Vaccine Administration Record ~ Fien mame

. RBirthdate: Decesmber 2, 2004
for Children and Teens Chart number: . 2345678
Type of . Vacecine Vaccine Information Signature/
Vaccine Vaccine! E(':]Z?dg;:;? (SFO g r;; Site? Statement initials of
{generic abbreviation} o Lot # Mfr. | Date onVIS* | Dategivent| vaccinator
Hepatitis B® L Hept 12402 /04 L RT Q65144 Adrk |_zi11007 \\ 12,402,404, JITA
(e.g., HepB, Hib-HepB,
DTaP-HepB-IPV) haker:) P—pra«g-ff’l/ 2/02 /05 £ RT. E35A2 GIK 21107 2/02/08 DCP
Give IM. DIap-Hepl-IPY | 4/02/05 r R 712A2 Gk 7/11/01 2/02/05 Dee
(DTaP-HepB-1PV (Rediarix) ) pyapssepsaow | 6r02s05 £ RT 71242 Gk | zrrizer /02/08 DLW
— f
Diphtheria, -retaﬁ s, | DIaP-HepsIPY | 2/02/05 £ RT 63542 Gik | 7/30/01 ~ | 2X02/05 DEP
Pertussis® DTap-Heps-IpV | 4/02/05 £ &Y 71242 g | z/30/01 Na/o2/05 pce
(e.g., DTaP, DTaP-Hib) i X \(
DTaP-HepB-1PV, DT, DInL-tHepB-I1PV | 6/02/05 F T 712A2 GSK 7/30/07 6/Q2X05 DLW
gfjf'&d) - DIap-Hib 3/02/06 3 RA rosazas |\ spr | 7/30/07 3/0;5‘5\‘\5 RLV
= ny 4 ;
(DTaP-Hib (THibit) ) Y Ishot, 2 lot #s) \1 shot, 3 different VIS dates
5 rd
Haemophilus F)q& 2/02/05 £ LT\ UATIAA | 5P | 12/76/98 2/02/,/@ Friorg
;"f T onzae ,tgl;e b}; Hi a/02005 | F | 11 UA7gisn | SPT | 12/16/98 | 4/98/05 pcr
e.g., Hib, Hib-HepB,
DTaP-Hib) Give IM. Hib \ 6/02/05 £ LT \ UAPtAA | ST | 12/16/98 %02/05 DLW
N
N D7n-Mih 3/02/05 F | ra T1724A spr RLY
Polio Dm:-Héps—zpv 2/02/05 E RT 63542 GIK DCP
g-g., Y, lggaP—Hch-IPV) DTaP-HepB-IPV | 4/02/05 E RT 712A2 g5k bee
ive IPV or IM.
Give DTaP-HepB-IPV IM, | DTab-HepB-12V | 6/02/05 2 RT 71242 g5 DLW
—"Vﬁ et 2 i’" 3
Pneumococcal PCv 2/02/05 | ¥ | tr | T 43‘_9-33"_5\) WYE |l 8730002 | 2/02/05 | oep
{e.g., PCV, conjugate; b PR ol
PPV polysaccuriie) Pcv 7/02/0% E #69-835 | WYE'| 5/30/02 | 4/02/05 Dep
Give PCV IM. eV 6/02/05 F | , WYE 1 9/30/02 | 6/02/05 DLW
Give PPV 8C or IM. = R "
oy 3/02/66 | F- | wa | 1 501-24 WYE | 8/30/02 | 3/02/06 RV

7 .

"/ "How to record DTaP-HepB-IPY MVRY
\El’ld DTaP-Hib combination vaccines

Rotavirus (Rv)
Give oral (po),

Measles, Mumps,
Rubella® &g, MM Q85704 AABE ':2/1('{/!’1‘2 7’7’/07’/(): DA
MMRYV) Give 8C.
Varicella® {e.g., Var, ‘
MMRY) Give SC. 12/02 /08 z 1A N85 7AA ARKE | 12/16/98 12 £0Z f025 bl A%
iy Y -
gmﬁtﬁls AEepA) ™| pepa 12/02/95 E LA 05241, MEK | 8/0¢/02 | 12/02/05 MAT
nglhﬂr 6/02/06 F LA 0634K MRK | 3/21/06 6/02/06 MAT
Meningococcal {(e.g.,
MCV4; MPSV4) Give
MCV4 IM and MPSV4 5C.
Human papillomavirus
(e.g., HPV)
Give IM.
Influenza’ (c.g., TIV, Yyid 10/05/05 RA | F UO27543 SFPI 7/18/06 | 10/05/08 JTA
inactivated; LAIY, live
attenuated) Give TIV IM. Ty 71/05/05 RA F 097543 P 10/20/05 | 11/05/05 pce
Give LATV IN.
Other
1. Recerd the generic abbreviation for the type of vaccine given (e.g., DTaP-Hib, PCV), not 3. Record the site where vaceine was administered as either RA (Right Arm), LA {Left
the rade name. Arm), RT (Right Thigh}, LT (Left Thigh), IN (Intranasal), or O {Oral},
2. Record the sovrce of the vaccine given as cither F {Federally-supported), § {State- 4. Record the publication date of each VIS as well as the date it is given to the patient,
supported}, or P (supported by Private insurance or other Private funds). 5. TFor combination vaccines, fill in a row for each separate antigen in the combination.

mmunization Action Coalition * (573 Selby Ave. ¢ 5t Paul, MN 55104 « (651} 647-9009 * www.immunize.org * www.vaccineinformation.org



Patient name:  pz40 Stasper

Vaccine Administration Record

. Birthdate: October 15, 1989
for Children and Teens | Chart number: _3456789
Type of . Vaccine Vaccine Information Signature/
Vaccine Vaceine' Ez:ﬁdg;\;ﬁ)n f;’g’ By Site® Statement initials of
{generic abbreviation) S,P) Lot # Mfr. | DateonVIS* | Daiegivent | vaccinator
Hepatitis B Hepf (1.0wl) | &/02/02 P RA 0651A4 MrE | _zr1ts0r | as0z/02 TAA
(e.g., HepB, Hib-HepB,
DTaP-HepB-IPV) /L&&ﬁ&aﬁ&kﬂb 1/02/03 P RA 065 7TA MRK + Z/11/07 1/02/03 TAA
Give IM.
@—dose adult HepB for adoles centsy
Diphtheria, Tetanus, DITE 12/15/83 P RT 326-912 LED 1/01/88 12/15/89 perp
Pertussis® DTF 2715790 | @ RT 326-912 LED | 1/01/28 | 2/15/90 Dep
(e.g.. DTaP, DTaP-Hib,
DTaP-HepB-1PV, DT, DTP 4715738 P RT 326-912 LED 1/01/88 /15790 DL
’édﬂp, gde DT? /15791 P RA 326-912 LED /01788 | 4/75/97 RLV
ive IM.
DTP /15/54 P RA 326-912 LED 10/15/91 | 4/15/94 JTA
Td 10/15/07 P RA H67-85¢ WAL 6/10/04 70/15/07 PUHS
Haemophilus Hib 12/15/89 r iT 1492L MRK | 6/01/82 | T2/15/89 bCe
influenizae type b® Hib 2/15/90 P i 14921 MRK | e/01/89 | 2/15/90 per
{c.g., Hib, Hib-HepB, -
DTaP-Hih) Give IM. Hib 10/15/90 ? LT 7492L MRK | &/01/89 | 10/715/90 DLW
Polio® OPY 12/15/89 P oral 06784 LED 3/07/83 DeP
{eg, IPV. DTaP-HepB-IPV) | ppy 2/15/90 r Oral 06784 LED | 3/01/83 pep
Give IPV SC or IM. 5 &
Give DTaP-HepB-1PV IM. OPY /15797 4 Oval 08964 LED RLV
OPV 4/15/9¢ P Oral 09874 LED JTA
Pneumococcal \ -
{e.g., PCV, conjugate; )
S Tavaens ( How to record adult HepB i
Give PCV IM. i i : 4
e by st \ VAccine given to 115 year olds 1
1/
Rofavirus (Rv) _ ! .
Give oral (pok P \‘
T R R
NI RS i
Measles, Mumps, Ariser il e VS E4 ]l o MRK | 1/01/88 | 1/15/91 DLW
Rubella’ (c.g., MMR, +- ?(/T{/Sf?l' A P/ || RA L 57M /01 /15/9
MMRY) Give SC, S0/15701 A P LA 0946 MRE 1/01/88 1 70/15/07 P
Varicella® (e.g., Var, 7 L 07990 MRK | 12/16/98 | 10415701
NMEY) Give B 2 A 795 /16/9 /1571 P
Hepatitis A (HepA)
Give IM.
Meningococcal (.., Melg 8/19/05 r LA UIZ6644 | SPI 4/4/05 8/19/05 bep
MCV4, MPSV4) Give
MCV4 IM and MPSV4 SC.
?umﬂl?%a)qpillomavirus HPV 2/12/06 P RA 0637E MRK | 8/6/06 /1206 MAT
eg.,
Give IM. HPY 11/14/06 I RA 0637F MRK | 8/5/06 11/14/06 MAT
Influenza® (e.g., TIV,
inactivated; LAIV, live
attenuated) Give TIV IM.
Give LAIV IN,
Other Tdagw ) 7/9/06 P LA C2454AA 5Pr 2/22/05 | 7/9/06 MAT
1, Record the generic abbreviation for the type of vaccine given (e.g., DTaP-Hib, PCV). not 3, Record the site where vaccine was administered as either RA {Right Arm), LA (Left
the trade name. Arm), RT {Right Thigh}, LT (Left Thigh), IN (Intranasal), or C {Oral).
2. Record the source of the vaccine given as either F (Federally-supporied), S (State- 4. Record the publication date of each VI3 as well as the date it is given to the patient.
supported), or P (supported by Privale insurance or other Private funds). 3. For combination vaccines, fill in a row for each separate antigen in the combinalion.

Immunization Action Cealition = 1573 Seloy Ave, = St. Paul, MN 55104 « (651) 647-200% * www.immunize.org * www.vaccineinformation.org



WEST WINDSOR-PLAINSBORO REGIONAL SCHOOL DISTRICT

Phone: (609) 716-5000
Fax: (609) 716-5555

Parents/Guardians of New Students:

The Health Office staff welcomes you to the West Windsor-Plainsboro Regional School
District.

We require all new students to supply the school nurse with health information. Enclosed
are all the necessary forms that must be completed: health history questionnaire,
immunization requirement form, and private physical form. An emergency information
card will be given to your child at school.

New students are required to undergo a physical examination, but a new examination is not
necessary if a student has received a physical examination within 365 days of the day the
student begins school. All the forms are enclosed in this registration packet.

During the school year, new students will be screened for height, weight, blood pressure,
vision, and hearing. A Mantoux tuberculin test will be given, if necessary.

If there are any questions or concerns regarding your child’s health, please feel free to
contact the nurse’s office at your child’s school.

Wicoff Elementary School (609)716-5450
Town Center Elementary School (609)716-8330
Dutch Neck Elementary School (609)716-5400
Maurice Hawk Elementary School  (609)716-5425
Millstone River School (609)716-5500
Village School (609)716-5200
Community Middle School (609)716-5300
Grover Middle School (609)716-5250
High School North (609)716-5100
High School South (609)716-5050

Building upon our tradition of excellence, the mission of the West Windsor-Plainsboro Regional
School District is to empower all learners to thoughtfully contribute to a diverse and changing
world with confidence, strength of character, and love of learning.



WEST WINDSOR-PLAINSBORO REGIONAL SCHOOL DISTRICT

Phone:  (609) 716-5000
Fax: (609) 716-5555

HEALTH OFFICE INFORMATION AND PROCEDURES

The nurses of the West Windsor-Plainsboro Regional School District would like you to be aware
of procedures that are to be followed in helping to safeguard your child’s health.

ACCIDENTS
The school attempts to provide an environment in which the student will be safe from
accidents. If any accident or sudden illness occurs, first aid will be administered and the
student’s parents notified. No care beyond first aid will be given by the school physician or
nurse.

GUIDELINES FOR KEEPING A CHILD HOME
DO NOT SEND A STUDENT TO SCHOOL WHO IS COMPLAINING OF FEELING ILL,
OR WHO HAS HAD A FEVER THE NIGHT BEFORE SCHOOL. Children must be fever-
free (WITHOUT TYLENOL) for 24 hours before they return to school. Children who feel
unwell before school invariably feel ill in class and must be sent home. It is unfair to the
other children in the class, as well as the teacher, to be exposed to a student with a possible
contagious illness.

TEL-SAFE
When a student will be out of school, notify Tel-Safe. For a prolonged illness of three or
more days, a note is required for admittance into class. Please dial 716-5000 and then the
extension below:

Dutch Neck 5410 Community Middle School 5310

Maurice Hawk 5430 Grover Middle School 5260

Village 5210 High School South 5063

Wicoff 5460 High School North 5110

Millstone River 5510 Town Center 6510
MEDICATION

Administration of medication during school hours is not encouraged. However, if a physician
determines that failure to take medication would jeopardize the health or school attendance
of a student, the medication will be given by the school nurse only. No medications other
then those deemed necessary for life threatening illness/conditions (as defined in the WW-P
Board’s Medication Policy), shall be administered on field trips.

The following procedures must be followed if any medication (including inhalers) is to be
administered during school hours.



e A prescription form, found in the nurse’s office, is required to be completed and
signed by the student’s physician and signed by the parent.

e The form and container with the pharmacist’s label designating patient’s name,
instructions, name of drug and name of physician must be given to the nurse by
the parent.

When specific guidelines are followed, certain students may self-administer medication.

Grades K-5 — No student will be permitted to self-administer medication without the
assistance of the nurse other than those deemed necessary for life threatening
illness/conditions (as defined in the WW-P Board’s Medication Policy)

Grades 4-5 — A student will be permitted to use inhalers for asthma without nurse’s
assistance on field trips only. A student will be permitted to self administer insulin on
field trips and in school if directed by physician.

Grades 6-12 — A student may self-administer medication for life threatening
illnesses/conditions (as defined in the WW-P Board’s Medication Policy) *Specific
guidelines are in place for overnight field trips.

PHYSICAL EDUCATION
If a student cannot take physical education classes due to illness or injury, a note stating the
reason for the excuse must be sent by the parents to the nurse. If a prolonged physical
education absence is necessary, a note from a physician is required.

IMMUNIZATIONS
In order to attend school, state law states that each student’s immunization requirements must
be fulfilled. These requirements are stated on the school calendar and in the school
registration packets.

Further information regarding school health services is provided in registration packets and
school calendar. If you have any questions regarding the above information, please call the
school nurse. The main thrust of our efforts is the well being of your child in a healthy school
environment. Only through parent-school cooperation can this be accomplished.

Screenings: All students are screened for vision, hearing, blood pressure, height, weight, and
pediculosis. Screenings occur throughout the year. Referrals are sent home to the parents if
there is a problem.
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Please check one

Prescription Form for Administration of Medication in School

Student’s Name D.O.B. Grade
Diagnosis
Name of Medication Dosage

Time and Circumstances of Administration

Possible side effects:

Length of thme the prescription is valid {May not exceed the school year)

When specific guidelines are followed, a student may self-administer medication. Self-administration
of a prescribed medication is permitted only in exceptional circumstances when a life threatening
condition exists. For purposes of the Board policy life threatening illness is defined as, *...an illness
or condition that requires an immediale response to specific symproms or sequelae that if left
untreated may lead to potential loss of life such as, but not limited to, the wse of an inhaler to treat an
asthmatic attack or the use of an adrenaline injection to treat a potential anaphylactic reaction.”

When self-administration of medication is applicable for a life threatening condition and in accordance with
West Windsor-Plainsboro Scheol District policy guidelines are as follows:

Grades K-3 — No student will be allowed to self-administer medication without the assistance of a nurse.
Grades 4-5 — A student will be allowed to use inhalers without nurse assistance on field trips only.
CGrades 6-12 — A student may self-administer medication for life threatening illnesses.

is capable and has been instructed in the proper method of

Student’s name

self administration of _ as directed.
Medication

When an auto-injector is prescribed, please provide the following information:

Is there a documented history of anaphylaxis? Yes No

If yes, please provide the signs/symptoms of this child’s anaphylactic episode(s)

SIGNATURE OF PHYSICIAN/DENTIST DATE PHONE

PHYSICIAN/DENTIST NAME (PRINT/TYPE/STAMP)

2010



WEST WINDSOR-PLAINSBORO REGIONAL SCHOOL DISTRICT

Parent Permission for Administration of Medication in School

Student’s Name D.O.B. Grade

Administration of medication during school hours is not encouraged. However, if a
physician determines that failure to take medication would jeopardize the health or school
attendance of a student, the medication will be given by the school nurse. In so doing,
the West Windsor-Plainsboro Board of Education and its employees shall incur no
liability for any benefits or consequences occurring from the administration of the
medicine. \

I hereby request that the school nurse administer as
Name of Medication

Directed by my physician. I will supply the medication in its original container and
personally deliver it to the school nurse.

Medication Information /Adjustments

If this medication is to be given on a regular basis, please indicate what needs to be done
if the student is on a class trip or on early closing days. Teaching staff can not
administer. | —
Check One:

— Student will not be taking the medication when going on a class trip.

__ Administer the medication when the student returns from the class trip.
__Parent will administer the medication when accompanying student on the trip.

Circle One: Administer/Do Not Administer the medication on early closing days.
‘When applicable and in accordance with the West Windsor-Plainsbore School District’s policy, 1 givé
permission for my son/daughter to self-administer the above medication. I also understand that the self-
administration privilege shall be revoked if it is deemedl that my son/daughter has failed to comply with
school policy and tenets of the agreement to self-medicate.

I relieve the West Windsor-Plainsboro Board of Education and its employees of any liability for the

benefits or consequences arising from the administration or student self-administration of this medication.

Signature of Parent/Guardian ' Date

Parent/Guardian Name (Print/Type/Stamp)’

2010



WEST WINDSOR PLAINSBORO REGIONAL SCHOOL DISTRICT
Transportation Department
505 Village Rd West
West Windsor, NJ 08550
Phone: 609-716-5570 FAX: 609-716-5169

ALTERNATE TRANSPORTATION REQUEST FORM

This form must be completed each time you want to make a change to your child's transportation
Once the form has been received and approved by Transportation, you will be able to print a

revised bus pass directly from Genesis. Processing normally takes three days. Check Genesis for the
revision. All alternates must be for five days a week, no exceptions.

PLEASE NOTE: If there are changes the week before school begins, and/or two weeks after school starts,
these changes will take approximately 10 to 14 days longer than normal to process. This is
due to the volume of changes at the last minute. Please submit your forms, in a timely manner,

directly to the Transportation Dept. NOTE: REQUESTS DO NOT ROLL OVER YEAR TO YEAR!
Date:
Student Name: Grade:

Home Address:

Home Phone:
School you child attends:

ALTERNATE LOCATION REQUESTED-PLEASE FILLIN AND COMPLETE INFORMATION BELOW:

ALLTRANSPORTATION MUST BE 5 DAYS PER WEEK
Will your child ride bus to school, from home? Yes No

If no, please completely fill out the area below: (Incomplete information will delay the processing)
Name of daycare/sitter:

Complete address of daycare/sitter:

Contact number for the daycare or sitter:
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Will your child ride bus from school, to home? Yes No
Name of daycare/sitter:
Complete address of daycare/sitter:

Contact number for the daycare or sitter:
NOTE: If you request and are granted a change in session for your kindergarten student, parents will be
responsible for transporting their child. If West Windsor-Plainsboro schools are closed, for any

reason, there will not be transportation to or from the daycare location.

Effective Date of Change (3 days later) Parent/Guardian Signature (form must be signed)

PLEASE NOTE: There must be room on the alternate bus you are requesting, to accommodate
requests.
Revised: 12/10/18



WEST WINDSOR-PLAINSBORO REGIONAL SCHOOL DISTRICT

(609) 716-5570
FAX 609-716-5169

TRANSPORTATION PROCEDURES

1. Students will be allowed to ride one bus to school from home or child care and
another bus to home or child care facility after school. This must be for five days a
week each way.

2. Parents requesting a transportation change for childcare arrangements must complete
the Alternate Transportation Form five school days in advance of the effective
change date. No forms will be processed between the dates of August 25 and
September 15 due to the start of school.

3. Parents requesting a transportation change due to a change in address must submit to
the district registrar a new proof of residency. The registrar will contact the
Transportation Department regarding the change of address.

4. Students may not switch buses to go home with another student for school projects,
music lessons, playing, or other personal matters.

5. Visiting out-of-district children may not ride district buses. The parents who are
hosting the children must provide transportation.

6. Students may not use a different stop before contacting The Transportation
Department and requesting the change. The Transportation Department will need to
verify the request before granting or denying the request.

7. Students should be at their bus locations ten minutes before the scheduled pick-up
times. Parents are responsible for transporting children who have missed their bus.

8. Parents are not permitted to ride or board school buses to or from school. Younger
siblings are not permitted to ride the school buses to or from school or accompany
parents or coaches on field/athletic trips.

9. Telephone requests for changes will only be accepted in emergencies.

2017
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The West Windsor-Plainsboro Regional School District uses Genesis as its
student information system. Genesis is filled with all the important
information you need: attendance, school course schedules, grades, teacher
contact information, emergency information, bus routes, and more.

Information about Genesis can be found on the district web site:
http://www.west-windsor-plainsboro.k12.nj.us/parents s t u d e n t s/genesis.

After completing the registration process, all parents will been given
an account in this new system. Your account is linked to your e-mail
account, so please keep us updated if your e-mail address changes.

The new student information system can be used from your smartphone,
tablet, laptop, or desktop. The Genesis Parent Module will allow you to view
class schedules, assignments, emergency contacts, grades, bus routes,
attendance, athletic information, and more. You will be able to sign forms
and write directly to teachers and administrators.

For more information on Genesis:

http://www.west-windsor-
plainsboro.k12.nj.us/parents___s_t u_d_e_n_t_s/genesis/


http://www.west-windsor-plainsboro.k12.nj.us/parents___s_t_u_d_e_n_t_s/genesis

	DA Letter for Registration Packet_Preschool
	DataSheet
	Native Language Registration Form Updated
	Transfer of Student Records  Revised
	Child Study Team Request for Records
	Statement of Residency Form
	Questionnaire for Preschool Parents Revised
	Provisional Admittance
	Health Care- Physical_0005
	Nurses letter to parents
	Health Office Info & Procedures- Gr 1-12-    2019-20
	Prescription
	Alternate Transportation Form To Be Completed Yearly
	Transportation Procedures
	Genesis

