
 
Welcome! 
 
The New Paltz Central School District strives to make the school registration process as easy as possible for 
busy parents. We understand that it can be quite confusing trying to figure out which of the District's schools 
your child will attend.  
  
To alleviate some of the confusion and help parents get all the information they need, and to assist in 
completing all the proper forms, the District operates a Central Registration Office where everything parents 
need is under one roof. 
  
Parents of elementary, middle and high school children (Grades K through 12) should contact the Central 
Registrar at 845-256-4040 to enroll their children in school. The office is located in the Pupil Personnel 
Services Office in the District Office Building located at Lenape Elementary School, 1 Eugene L. Brown Drive 
in New Paltz. 
 
**Parents of incoming Kindergarten children who will attend school in September, should contact the Duzine 
Elementary Main Office at 845-256-4350. The school building is located at 31 Sunset Ridge in New Paltz.**      
  
The Central Registrar is available to answer any questions you may have about the school registration 
process. If you are unable to contact Central Registration during the hours of operation (9 AM to Noon and 
from 1 PM until 3 PM); kindly leave a message, include your name and telephone number. Please allow 24 
hours for Central Registration to return your call. 
 
In order to register your child(ren) you must have proof of the child’s birth, proof of immunizations, and an 
acceptable proof of residency.  Guardians or agencies must have a court order assignment and/or 
Department of Social Services assignment that states he/she has authorization to act on behalf of the State 
of New York.  Listed on the accompanying page is a listing of the required documents. 
 
All new entrants are required to have a physical examination within twelve (12) months prior to entering the 
District.  Proof of this examination must be presented within fifteen days (15) of the time the student enters 
the school. 
 
 
Duzine Elementary   Lenape Elementary  Middle School  Central High School 
 

 

Central Registrar 
Pupil Personnel Services 
196 Main Street, New Paltz, New York 12561 
Phone: (845) 256-4040 • Fax: (845)256-4024 
www.newpaltz.k12.ny.us 
 

 



 

 



Required Documents for Student Registration 

To register your child for school in the New Paltz Central School District, you will need to bring proper 
identification with you to Central Registration. 

New York State law requires that documents be presented prior to registering your child(ren) for school proving 
the child’s age and residency within the School District and your custody/guardianship. 

1. Proof of age 

 Original Birth Certificate or a certified transcription of a Birth Certificate (including a foreign certified 
transcription of the Birth Certificate) 

 Baptismal Certificate or a certified transcription of a Baptismal Certificate (including a foreign certified 
transcription of the Baptismal Certificate) 

If the above are not available: 

 Passport (including a foreign passport) 

 If none of the above are available: 

 Other acceptable documentation that has been in existence for over two years, such as: 

 Official driver’s license 
 State or other government issued identification 
 School photo identification with date of birth 
 Consulate identification cards 
 Hospital or health records 
 Documents issued by federal, state or local agencies (e.g., local social services agency, federal 

Office of Refugee Resettlement) 
 Court orders or other court-issued documents 
 Native American tribal document 
 Records from non-profit international aid agencies and voluntary agencies. 

2. Parent/Guardian photo identification is required (valid driver’s license, other legal picture identification 
card, or passport). 

3. Proof of Custody or Guardianship of the child in question: 

 Judicial custody order or guardianship documentation 

 Foster parents must provide Form DSS-2999 

 If applicable, Affidavits indicating either (1) that the person seeking enrollment is the parent with whom 
the child lawfully resides; or (2) that they are the person in parental relation to the child, with 
total/permanent custody and control, describing how they obtained the same: 

 Affidavit of Responsibility (by parents who have surrendered custody) 
 Affidavit of Responsibility (by custodial person) 
 Affidavit of Emancipation (by student) 

4. Proof of residence (2 items) which must include the name and street address of the parent or guardian and 
must be dated 30 days prior to registration. 

 Copy of a residential lease or proof of ownership of a house or condominium;  



 A sworn statement authored by a third party landlord, owner or tenant from whom the parent/guardian 
leases or shares property **document must be notarized and third party will provide proof of residency 
(2 items); 

 Other acceptable documentation of residency provided by the parent/guardian such as: 

 pay stub 
 utility bills (e.g. electric, gas, garbage disposal, cable/internet) 
 auto insurance policy declarations page  
 voter registration documents 
 official driver’s license, learner’s permit or non-driver identification card issued within 30 days 

which displays new address 
 state or other government issued identification 
 documents issued by federal, state or local agencies (e.g., local social services agency, federal 

Office of Refugee Resettlement 

We are sorry, but we will not accept the following as proof of identification: 

 U.S. Mail 
 Bank or credit card records 
 Any proof older than 30 days 

5. Official immunization records and physical examination records. 

6. Dental Health Certificate is requested. 



New Paltz Central School District 
*Please print*                        STUDENT AND EMERGENCY CONTACT INFORMATION               Homeroom/Grade____________ 

 OFFICE  USE  ONLY    ID#__________________    Date entered into student management system _______________________    School year ________________      

 
STUDENT NAME ___________________________________________________________________________________  D.O.B.: ___________  
                                                                (First)                                                            (Middle)                                                    (Last)                                             (Jr / Sr / III / IV)                                     

 
 
 
 
 

NAME ________________________________________________________________________________________ 
                    (Mr., Mrs., Ms., Miss)                            (First)                                  (Middle)                                                  (Last)                                                                                 (Jr / Sr / III / IV) 

STREET ____________________________________________________________________________________APT.#___________________ 

CITY _____________________________________________    STATE _________________________   ZIP _____________________________ 

HOME PH _______________________________  WORK PH ___________________________  Cell PH ________________________________  

EMAIL ADDRESS_____________________________________________________________________________________________________ 
  

PLACE OF EMPLOYMENT ___________________________________________________________           On Active Duty in the Armed Forces 

NAME ________________________________________________________________________________________ 
                    (Mr., Mrs., Ms., Miss)                            (First)                                  (Middle)                                                 (Last)                                                                              (Jr / Sr / III / IV ) 

STREET _____________________________________________________________________________________APT.#__________________ 

CITY _____________________________________________    STATE ___________________________    ZIP __________________________ 

HOME PH _______________________________  WORK PH _____________________________  Cell PH ________________________________   

EMAIL ADDRESS_____________________________________________________________________________________________________ 

PLACE OF EMPLOYMENT ___________________________________________________________           On Active Duty in the Armed Forces 

Paperless option: Do you wish to receive notifications via your computer? Check if Yes         Preferred email address ____________________________________________________ 

Person(s) to be contacted in case of emergency if parent/guardian cannot be reached. Please list in the order you would like them called. 
 
NAME __________________________________________________________________ RELATIONSHIP ____________________________   PHONE________________________ 
               
NAME __________________________________________________________________ RELATIONSHIP ____________________________   PHONE________________________     
                                                     
NAME ________________________________________________ _________________ RELATIONSHIP _____________________________   PHONE________________________            
 

OTHER CHILDREN IN FAMILY who are in the school district: 

NAME ______________________________________________  GRADE_______________        NAME _______________________________________ GRADE _______________                                 

                             (First)                                                     (Last)         (First)                                                     (Last)                                      

NAME ______________________________________________  GRADE_______________        NAME _______________________________________  GRADE _______________ 
                     (First)                                                     (Last)                   (First)                                                     (Last)         

EMERGENCY INFORMATION   If available, provide updated immunization records for your child with this form. 

PHYSICIAN ______________________________________________  PHONE _______________________ HOSPITAL CHOICE __________________________________ 
DENTIST ________________________________________________  PHONE _______________________       

Allergies: Food ______________________   Insect ______________        Medication ______________________________  Medical Condition ________________________                                                     

     EMERGENCY DISMISSAL INFORMATION                                                                                           
 In the event of an EARLY DISMISSAL due to inclement weather or other emergency, please indicate if your child will be picked up or bussed. Choose ONE and complete the  
 information. NOTICE: the school WILL NOT contact parents individually in the event of an unexpected school closing. 
 
□ Please transport my child to our home on his/her regular bus. 
□ My child will be picked up by a guardian or emergency contact. I will listen to the radio for early dismissal information, or call the school closing line at 
256-4099 if a winter storm is predicted. I understand that if I am not there by dismissal, my child will be put on the bus. 
□ Bus my child to the following address in the New Paltz Central School District: 

Name________________________________________Tel.#____________________________Relationship_____________________________________ 
Address_______________________________________________________________________________________________Bus #__________________ 
The people listed on this form (contacts and guardians) are authorized to pick up my child from school or from the bus stop. In case of a 
medical emergency, we hereby authorize the school district to seek emergency medical assistance for our child if we cannot be reached. 
Signature of Parent/Guardian ________________________________________________Date  __________ 
 

STUDENT RESIDENTAL ADDRESS 

STREET_________________________________________ APT.__________ 

CITY___________________________,NY    ZIP_____________ 

HOME PHONE ______________________________________ 

STUDENT MAILING ADDRESS    (only if different than Residential)  

STREET_____________________________________________ APT.________ 

CITY____________________________,NY   ZIP_____________ 

HOME PHONE ________________________________________ 

Relationship to student 
 

_______________ 
 

Living with Student 
 

YES   /    NO 
 

 
Relationship to student 

 
_______________ 

 
Living with Student 

 

  YES   /   NO 

G
U
A
R
D 
I 
A
N 

G
U
A
R
D 
I 
A
N 



New Paltz Central School District 
*PLEASE PRINT*                       ADDITIONAL STUDENT INFORMATION FOR REGISTRATION                          * PLEASE PRINT* 

     
 
 

Date modified: 7/25/17 

OFFICE  USE  ONLY    ID#________________     Expected grade ______      Date entered into student management system ____________    School year __________ 

Are there any custody papers, court orders of protection, or restricted visitation papers? (YES) (NO) If YES, legal documentation must be submitted at 
registration. See the list of “Required Documents”, #3. 
Foster parent (DSS-2999 required) If you are a foster parent, name of agency:_____________________________________________________________ 
 
Social Worker: _____________________________________________________________________Phone:____________________________________ 
 

 
 
STUDENT NAME __________________________________________________________________________  GENDER _____________   
              (M/F) 
 

BIRTH DATE _________________________  BIRTH CITY ___________________________  BIRTH STATE ___________   BIRTH COUNTRY _______________________ 
                                             (MM/DD/YYYY)                                                                                                     

EVER ATTEND NEW PALTZ SCHOOLS?  ___________ If yes, indicate School / Year _______________________________________________________________________ 
 
EVER ATTEND A SCHOOL IN  NEW YORK STATE (other than New Paltz Schools)?  ______  If yes, indicate School / Year  _________________________________________ 
 
ANY DISABILITES/SPECIAL EDUCATION/504 ________  If yes, specify __________________________________________________________________________________ 
 
ANY CURRENT/PAST MEDICAL ISSUES/ CURRENT MEDICATIONS?___________________________________________________________________________________ 
  
IS STUDENT HOMELESS (living in shelter, doubled up with another family, motel/hotel, awaiting foster care)?  _________   
 
 

                                                                                                         Primary Language        LAST        SCHOOL  NAME _____________________________________________ 
                                                                                                                                                SCHOOL 
                                                                                                                                                ATTENDED       ADDRESS ______________________________________________                   

                                                                                                     __________________       __________________________________________FAX __________________ 
                               PHONE ___________________  DATE LEFT ____________  GRADE  _____       
 
 

If there is a legal guardian or parent not living with the student who would like to receive mailings, please provide mailing information here: 
 
NAME __________________________________________________________________________________________ 
                    (Mr., Mrs., Ms., Miss)                            (First)                                                     (Middle)                                          (Last)                                                                     (Jr / Sr / III / IV ) 

STREET __________________________________________________________________________________________APT.#__________________ 

CITY _____________________________________________ ___________STATE ______________    ZIP ___________________PHONE_________________________ 

EMAIL ADDRESS___________________________________________________________________________________________________________________________ 

 

Where do you want the bus to pick up your child in the morning? ( must be within New Paltz Central School District ): 

Check this box □ to use the student residential address listed above, OR use the address below: 
 
STREET______________________________________________________ APT.__________ 

CITY___________________________,NY    ZIP_____________ 

PHONE ______________________________________ 

Where do you want the bus to drop off your child in the afternoon? ( must be within New Paltz Central School District ):  
Check this box □ to use the student residential address listed above, OR use the address below: 
 
STREET_____________________________________________________ APT.__________ 

CITY___________________________,NY    ZIP_____________ 

PHONE ______________________________________ 

Signature of Parent/Guardian ____________________________________________ Date ___________________ 

Important note: See the list of “Required Documents” which must be submitted along with this form. Thank you. 

ETHNIC ORIGIN  (for statistical purposes only) 
1. Are you Hispanic/Latino? Yes______     No _______ 
2. Select one or more races from the following: 
____White      _____Native Hawaiian or Pacific Islander 
____Asian      _____Black or African American 
____American Indian or Alaska Native 

Relationship to 
student: 

 
__________________ 

 
 
 
 

 



          
 
  
 
 
 

Dental Health Certificate and Health Appraisal Certificate 
 

 
 
Education Law (Section 903) and regulations of the Commissioner of Education (Section 136.3) have been amended in 
regard to dental health certificates. Effective September 1, 2008, all public schools must request a dental health 
certificate from each student at the same times that health certificates are required. The provision of a dental health 
certificate for a student is not a required condition to attend school. 
 
New students must submit a dental health certificate along with a health appraisal certificate to their School Nurse, 
within 30 days of entrance into the school district. Students going into grades Pre-K, K, 1, 3, 5, 7, 9 and 11, who are 
not new to the district must submit a dental health certificate along with a health appraisal certificate within 30 days 
of entrance into their new grade.  
 
 Each dental health certificate must be signed by a licensed dentist and: 
· Describe the dental health condition of the student when the examination was conducted. 
· Be made no more than 12 months prior to the beginning of the school year in which the examination is requested. 
· State whether the student is in fit condition of dental health for attendance at public school. 
 
Health appraisals must be preformed by a NYS licensed physician, physician’s assistant or nurse practitioner.  
 
Dental health certificates and Health appraisal forms are enclosed in this packet. They can also be found on the district 
web-site www.newpaltz.k12.ny.us under “Our Departments”- “Nursing”. 
 
 



 

 

Dental Health Certificate 
 

Parent/Guardian:   New York State law (Chapter 281) permits schools to request a dental examination in the following grades: school entry, 
Pre-K, K, 1, 3, 5, 7, 9 & 11. Your child may have a dental check-up during this school year to assess his/her fitness to attend school.  Please 
complete Section 1 and take the form to your dentist for an assessment.  If your child had a dental check-up before he/she started the school, 
ask your dentist 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:          /           / 
                     Month     Day      Year    

Sex:  Male 
         Female 

Will this be your child’s first visit to a dentist?         Yes     No                                      

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    

I understand that by signing this form I am consenting for the child named above to receive a basic oral health assessment. I understand this 
assessment is only a limited means of evaluation to assess the student’s dental health, and I would need to secure the services of a dentist in order for 
my child to receive a complete dental examination with x-rays if necessary to maintain good oral health.  
 
I also understand that receiving this preliminary oral health assessment does not establish any new, ongoing or continuing doctor-patient relationship. 
Further, I will not hold the dentist or those performing this assessment responsible for the consequences or results should I choose NOT to follow the 
recommendations listed below. 
 
Parent’s Signature______________________________________________________________  Date 

Section 2. To be completed by the Dentist 

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

 Yes, The student listed above is in fit condition of dental health to permit his/her attendance at 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 name and address (please print or stamp)                                                 Dentist’s Signature 

  

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

 II. 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 ½ 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):_______________________________________________________________________________ 

 

III. 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.



 

REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM 
TO BE COMPLETED BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR 

 IF AN AREA IS NOT ASSESSED INDICATE NOT DONE 
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             Sex:    M    F DOB: 

School: Grade: Exam Date: 

HEALTH HISTORY 

Allergies    ☐ No 

☐ Yes, indicate type 

Type: 

 ☐ Medication/Treatment Order Attached              ☐ Anaphylaxis Care Plan Attached 

Asthma       ☐ No 

☐ Yes, indicate type 

☐  Intermittent        ☐  Persistent          ☐  Other :  

☐ Medication/Treatment Order Attached              ☐ Asthma Care Plan Attached 

Seizures      ☐ No 

☐ Yes, indicate type 
Type: 

 ☐ Medication/Treatment Order Attached 

         Date of last seizure:  

       ☐  Seizure Care Plan Attached 

 Diabetes    ☐ No 

☐ Yes, indicate type   

Type:    ☐ 1     ☐  2  

 ☐ Medication/Treatment Order Attached 
 

      ☐ 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):      <5th      5th-49th      50th-84th      85th-94th      95th-98th       99th and> 

Hyperlipidemia:    ☐ No     ☐ Yes   ☐  Not Done                   Hypertension:    ☐ No     ☐ Yes  ☐  Not Done 

PHYSICAL EXAMINATION/ASSESSMENT 

Height: Weight:            BP:     Pulse:                           Respirations: 

Laboratory Testing Positive Negative Date List Other Pertinent Medical Concerns  
(e.g. concussion, mental health, one functioning organ) 

TB- PRN ☐ ☐   
Sickle Cell Screen-PRN ☐ ☐   
Lead Level Required  Grades Pre- K & K  Date  

 ☐ Test Done       ☐ Lead Elevated  > 5  µg/dL     
☐ System Review and Abnormal Findings Listed Below 

☐ HEENT ☐ Lymph nodes ☐ Abdomen ☐ Extremities ☐ Speech 
☐ Dental ☐ Cardiovascular ☐ Back/Spine ☐ Skin ☐ Social Emotional 
☐ Neck ☐ Lungs ☐ Genitourinary ☐ Neurological ☐ Musculoskeletal 
☐ Assessment/Abnormalities Noted/Recommendations:       Diagnoses/Problems (list)                           ICD-10 Code* 

   

☐ Additional Information Attached  *Required only for students with an IEP receiving Medicaid 
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Name: DOB:  

SCREENINGS 
Vision (w/correction if prescribed) Right Left Referral Not Done 
Distance Acuity    20/ 20/  ☐ Yes  ☐ No ☐ 
Near Vision Acuity     20/ 20/   ☐ 
Color Perception Screening           ☐ Pass       ☐  Fail  ☐ 
Notes   
Hearing Passing indicates student can hear 20dB at all frequencies: 500, 1000, 2000, 3000, 4000 
Hz; for grades 7 & 11 also test at 6000 & 8000 Hz. Not Done 

Pure Tone Screening Right  ☐ Pass  ☐ Fail Left   ☐ Pass  ☐ Fail Referral  ☐ Yes   ☐ No ☐ 

Notes     

Scoliosis Screen Boys in grade 9, and Girls in 
grades 5 & 7 

Negative Positive Referral  Not Done 
☐ ☐ ☐ Yes   ☐ No ☐ 

 

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

☐ Student may participate in all activities without restrictions.  
☐ Student is restricted from participation in: 
 ☐ 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.  
☐ 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:  ☐ I   ☐ II   ☐ III   ☐ IV  ☐ V                 Age of First Menses (if applicable) : ____________ 

☐  Other Accommodations*: (e.g. Brace, orthotics, insulin pump, prostectic, sports goggle, etc.) Use additional space 
below to explain.     *Check with athletic governing body if prior approval/form completion required for use of device at 
athletic competitions. 
 
 

MEDICATIONS 
☐ Order Form for Medication(s) Needed at School Attached 

IMMUNIZATIONS 
☐ Record Attached                                ☐ Reported in NYSIIS                                  

HEALTH CARE PROVIDER 
Medical Provider Signature: 

Provider Name: (please print) 

Provider Address: 

Phone:                                                                                                      Fax: 

Please Return This Form To Your Child’s School When Completed. 
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June 14, 2019 
 

Statement on Legislation Removing Non-Medical Exemption  
from School Vaccination Requirements 

 
On June 13, 2019, Governor Andrew M. Cuomo signed legislation removing non-medical exemptions 
from school vaccination requirements for children. The United States is currently experiencing the worst 
outbreak of measles in more than 25 years, with outbreaks in pockets of New York primarily driving the 
crisis. As a result of non-medical vaccination exemptions, many communities across New York have 
unacceptably low rates of vaccination, and those unvaccinated children can often attend school where 
they may spread the disease to other unvaccinated students, some of whom cannot receive vaccines due 
to medical conditions. This new law will help protect the public amid this ongoing outbreak.  
 
What did the new law do? 
 
As of June 13, 2019, there is no longer a religious exemption to the requirement that children be 
vaccinated against measles and other diseases to attend either: 

• public, private or parochial school (for students in pre-kindergarten through 12th grade), or  

• child day care settings.  
 

For those children who had a religious exemption to vaccination, what are the deadlines for being 

vaccinated? 

Children who are attending child day care or public, private or parochial school, and who had a religious 

exemption to required immunizations, must now receive the first age appropriate dose in each 

immunization series by June 28, 2019 to attend or remain in school or child day care. Also, by July 14, 2019 

parents and guardians of such children must show that they have made appointments for all required 

follow-up doses. The deadlines for follow-up doses depend on the vaccine. The New York State 

Department of Health follows the Centers for Disease Control and Prevention’s Advisory Committee on 

Immunization Practices catch-up immunization schedule and expects children to receive required doses 

consistent with Table 2 at the following link in order to continue to attend school or child day care: 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf  

What is the deadline for first dose vaccinations if my child is not attending school until September? 

Parents and guardians of all children who do not have their required immunizations are encouraged to 

have them receive the first dose as soon as possible. The deadline for obtaining first dose vaccinations for 

children attending school in the fall is 14 days from the first day of school. Within 30 days of the first day of 

school, parents and guardians of such children must show that they have made appointments for all 

required follow-up doses. 

Additional information will be forthcoming. 

https://www.cdc.gov/vaccines/schedules/downloads/child/0-18yrs-child-combined-schedule.pdf


 

 



 

 

To:  School Superintendents, Principals, Nurses and Administrators 
From:  New York State Department of Health, Bureau of Immunization 
Date: November 24, 2015 
 

 
The purpose of this informational message is to inform school superintendents, principals, 
nurses and administrators of new meningococcal vaccine school requirements that will take 
effect on September 1, 2016.   
 
On October 26, 2015, Governor Cuomo signed into law Chapter 401 of the laws of 2015 which 
amended New York State (NYS) Public Health Law (PHL) section 2164 to require children 
entering or attending seventh and twelfth grades on or after September 1, 2016 to receive an 
adequate dose or doses of vaccine against meningococcal disease as recommended by the 
Advisory Committee on Immunization Practices (ACIP).  Meningococcal meningitis is a serious 
disease which can lead to death within hours.  Survivors may be left with severe disabilities, 
including the loss of limbs, cognitive deficits, paralysis, deafness, or seizures.  In the coming 
year, the New York State Department of Health (NYSDOH) will work with the New York State 
Education Department and other partners to draft regulations and establish updated 
immunization requirements charts and other materials to help implement this new requirement. 
 
The ACIP recommendations for meningococcal vaccine are: 

• A single dose of vaccine against meningococcal serogroups A, C, W-135, and Y 
(MenACWY vaccine; brand names Menactra® or Menveo®) should be administered to 
all adolescents at age 11 or 12 years.   

• A second (booster) dose of MenACWY vaccine should be administered at age 16 years. 
o The booster dose is not necessary for adolescents who receive the first dose of 

MenACWY at 16 years of age or older. 
o The minimum interval between doses of MenACWY vaccine is 8 weeks. 

• A serogroup B meningococcal vaccine series (MenB vaccine) may be administered to 
adolescents and young adults 16 through 23 years of age, at the discretion of the 
healthcare provider. The preferred age for MenB vaccine is 16 through 18 years of age. 

 
For additional information, please see the websites below: 
 
NYSDOH Meningococcal Disease Fact Sheet 
http://www.health.ny.gov/diseases/communicable/meningococcal/fact_sheet.htm  
 
NYSDOH Childhood and Adolescent Immunizations web page: 
http://www.health.ny.gov/prevention/immunization/childhood_and_adolescent.htm 

INFORMATIONAL MESSAGE: 
MENINGOCOCCAL VACCINE SCHOOL REQUIREMENTS FOR SEPTEMBER 2016 

 

http://www.health.ny.gov/diseases/communicable/meningococcal/fact_sheet.htm
http://www.health.ny.gov/prevention/immunization/childhood_and_adolescent.htm


 

 



Vaccines
Prekindergarten

(Day Care, 
Head Start, 

Nursery 
or Pre-k)

Kindergarten and Grades
1, 2, 3, 4 and 5

Grades 
6, 7, 8, 9, 10

and 11

Grade
12

Diphtheria and Tetanus 
toxoid-containing vaccine                               
and Pertussis vaccine 
(DTaP/DTP/Tdap/Td)2

4 doses

5 doses 
or 4 doses 

if the 4th dose was received 
at 4 years or older or

3 doses 
if 7 years or older and the series 

was started at 1 year or older

3 doses

Tetanus and Diphtheria 
toxoid-containing vaccine                             
and Pertussis vaccine 
adolescent booster (Tdap)3 

Not applicable 1 dose

Polio vaccine (IPV/OPV)4

3 doses
4 doses 

or 3 doses 
if the 3rd dose was received at 4 years or older

Measles, Mumps and 
Rubella vaccine (MMR)5

1 dose 2 doses

Hepatitis B vaccine6 3 doses 3 doses 
or 2 doses of adult hepatitis B vaccine (Recombivax) for children who received 

the doses at least 4 months apart between the ages of 11 through 15 years

Varicella (Chickenpox) 
vaccine7

1 dose 2 doses

Meningococcal conjugate 
vaccine (MenACWY)8

Not applicable

Grades 
7, 8, 9, 10  

and 11:
1 dose

2 doses 
or 1 dose 

if the dose 
was received 
at 16 years or 

older

Haemophilus influenzae 
type b conjugate vaccine 
(Hib)9

1 to 4 doses Not applicable

Pneumococcal Conjugate 
vaccine (PCV)10

1 to 4 doses Not applicable

2021-22 School Year
New York State Immunization Requirements                                    

for School Entrance/Attendance1

NOTES:
Children in a prekindergarten setting should be age-appropriately immunized. The number of doses depends on the schedule 
recommended by the Advisory Committee on Immunization Practices (ACIP). Intervals between doses of vaccine should be in accordance 
with the ACIP-recommended immunization schedule for persons 0 through 18 years of age. Doses received before the minimum age or 
intervals are not valid and do not count toward the number of doses listed below. See footnotes for specific information for each vaccine. 
Children who are enrolling in grade-less classes should meet the immunization requirements of the grades for which they are age 
equivalent.

Dose requirements MUST be read with the footnotes of this schedule

Department
of Health
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1. Demonstrated serologic evidence of measles, mumps or rubella antibodies 
or laboratory confirmation of these diseases is acceptable proof of immunity 
to these diseases. Serologic tests for polio are acceptable proof of immunity 
only if the test was performed before September 1, 2019 and all three 
serotypes were positive. A positive blood test for hepatitis B surface antibody 
is acceptable proof of immunity to hepatitis B. Demonstrated serologic 
evidence of varicella antibodies, laboratory confirmation of varicella disease 
or diagnosis by a physician, physician assistant or nurse practitioner that a 
child has had varicella disease is acceptable proof of immunity to varicella.

2. Diphtheria and tetanus toxoids and acellular pertussis (DTaP) vaccine. 
(Minimum age: 6 weeks)

a. Children starting the series on time should receive a 5-dose series of 
DTaP vaccine at 2 months, 4 months, 6 months and at 15 through 18 
months and at 4 years or older. The fourth dose may be received as early 
as age 12 months, provided at least 6 months have elapsed since the 
third dose. However, the fourth dose of DTaP need not be repeated if it 
was administered at least 4 months after the third dose of DTaP. The final 
dose in the series must be received on or after the fourth birthday and at 
least 6 months after the previous dose.

b. If the fourth dose of DTaP was administered at 4 years or older, and at 
least 6 months after dose 3, the fifth (booster) dose of DTaP vaccine is 
not required.

c. For children born before 1/1/2005, only immunity to diphtheria is 
required and doses of DT and Td can meet this requirement.

d. Children 7 years and older who are not fully immunized with the childhood 
DTaP vaccine series should receive Tdap vaccine as the first dose in the 
catch-up series; if additional doses are needed, use Td or Tdap vaccine. 
If the first dose was received before their first birthday, then 4 doses are 
required, as long as the final dose was received at 4 years or older. If the 
first dose was received on or after the first birthday, then 3 doses are 
required, as long as the final dose was received at 4 years or older. 

3. Tetanus and diphtheria toxoids and acellular pertussis (Tdap) adolescent 
booster vaccine. (Minimum age for grades 6 and 7: 10 years; minimum age 
for grades 8 through 12: 7 years)

a. Students 11 years or older entering grades 6 through 12 are required to 
have one dose of Tdap.

b. In addition to the grade 6 through 12 requirement, Tdap may also be 
given as part of the catch-up series for students 7 years of age and 
older who are not fully immunized with the childhood DTaP series, as 
described above. In school year 2021-2022, only doses of Tdap given 
at age 10 years or older will satisfy the Tdap requirement for students in 
grades 6 and 7; however, doses of Tdap given at age 7 years or older 
will satisfy the requirement for students in grades 8 through 12.

c. Students who are 10 years old in grade 6 and who have not yet received 
a Tdap vaccine are in compliance until they turn 11 years old.

4. Inactivated polio vaccine (IPV) or oral polio vaccine (OPV). (Minimum age: 6 
weeks)

a. Children starting the series on time should receive a series of IPV at 2 
months, 4 months and at 6 through 18 months, and at 4 years or older. 
The final dose in the series must be received on or after the fourth 
birthday and at least 6 months after the previous dose.

b. For students who received their fourth dose before age 4 and prior to 
August 7, 2010, 4 doses separated by at least 4 weeks is sufficient.

c. If the third dose of polio vaccine was received at 4 years or older and at 
least 6 months after the previous dose, the fourth dose of polio vaccine 
is not required.

d.  For children with a record of OPV, only trivalent OPV (tOPV) counts 
toward NYS school polio vaccine requirements. Doses of OPV given 
before April 1, 2016 should be counted unless specifically noted as 
monovalent, bivalent or as given during a poliovirus immunization 
campaign. Doses of OPV given on or after April 1, 2016 should not be 
counted.

5. Measles, mumps, and rubella (MMR) vaccine. (Minimum age: 12 months)

a.  The first dose of MMR vaccine must have been received on or after the 
first birthday. The second dose must have been received at least 28 
days (4 weeks) after the first dose to be considered valid.

b.  Measles: One dose is required for prekindergarten. Two doses are 
required for grades kindergarten through 12.

New York State Department of Health/Bureau of Immunization
health.ny.gov/immunization 4/21

c.  Mumps: One dose is required for prekindergarten. Two doses are 
required for grades kindergarten through 12.

d.  Rubella: At least one dose is required for all grades (prekindergarten 
through 12).

6. Hepatitis B vaccine

a. Dose 1 may be given at birth or anytime thereafter. Dose 2 must be 
given at least 4 weeks (28 days) after dose 1. Dose 3 must be at least 8 
weeks after dose 2 AND at least 16 weeks after dose 1 AND no earlier 
than age 24 weeks (when 4 doses are given, substitute “dose 4” for 
“dose 3” in these calculations).

b. Two doses of adult hepatitis B vaccine (Recombivax) received at least 4 
months apart at age 11 through 15 years will meet the requirement.

7.   Varicella (chickenpox) vaccine. (Minimum age: 12 months)

a. The first dose of varicella vaccine must have been received on or after 
the first birthday. The second dose must have been received at least 28 
days (4 weeks) after the first dose to be considered valid. 

b. For children younger than 13 years, the recommended minimum interval 
between doses is 3 months (if the second dose was administered 
at least 4 weeks after the first dose, it can be accepted as valid); for 
persons 13 years and older, the minimum interval between doses is 4 
weeks.

8. Meningococcal conjugate ACWY vaccine (MenACWY). (Minimum age for 
grades 7 and 8: 10 years; minimum age for grades 9 through 12: 6 weeks).

a. One dose of meningococcal conjugate vaccine (Menactra, Menveo or 
MenQuadfi) is required for students entering grades 7, 8, 9, 10 and 11. 

b. For students in grade 12, if the first dose of meningococcal conjugate 
vaccine was received at 16 years or older, the second (booster) dose is 
not required.

c.  The second dose must have been received at 16 years or older.  The 
minimum interval between doses is 8 weeks.

9. Haemophilus influenzae type b (Hib) conjugate vaccine. (Minimum age: 6 
weeks)

a. Children starting the series on time should receive Hib vaccine at 2 
months, 4 months, 6 months and at 12 through 15 months.  Children 
older than 15 months must get caught up according to the ACIP catch-up 
schedule. The final dose must be received on or after 12 months. 

b. If 2 doses of vaccine were received before age 12 months, only 3 doses 
are required with dose 3 at 12 through 15 months and at least 8 weeks 
after dose 2.

c. If dose 1 was received at age 12 through 14 months, only 2 doses are 
required with dose 2 at least 8 weeks after dose 1.

d. If dose 1 was received at 15 months or older, only 1 dose is required.

e. Hib vaccine is not required for children 5 years or older.

10. Pneumococcal conjugate vaccine (PCV). (Minimum age: 6 weeks)

a. Children starting the series on time should receive PCV vaccine at 2 
months, 4 months, 6 months and at 12 through 15 months. Children older 
than 15 months must get caught up according to the ACIP catch-up 
schedule. The final dose must be received on or after 12 months.

b. Unvaccinated children ages 7 through 11 months are required to receive 
2 doses, at least 4 weeks apart, followed by a third dose at 12 through 
15 months.

c. Unvaccinated children ages 12 through 23 months are required to 
receive 2 doses of vaccine at least 8 weeks apart.

d. If one dose of vaccine was received at 24 months or older, no further 
doses are required.

e. PCV is not required for children 5 years or older.

f.  For further information, refer to the PCV chart 
available in the School Survey Instruction Booklet at:                                                                
www.health.ny.gov/prevention/immunization/schools

For further information, contact:

New York State Department of Health
Bureau of Immunization

Room 649, Corning Tower ESP
Albany, NY 12237

(518) 473-4437
 

New York City Department of Health and Mental Hygiene
Program Support Unit, Bureau of Immunization,

42-09 28th Street, 5th floor
Long Island City, NY 11101

(347) 396-2433



 

 
196 Main Street, New Paltz, New York   12561 

(845) 256-4000 
 

IMMUNIZATION RECORD FORM 
This form, or a comparable doctor’s immunization record, must be completed by a New York State 

licensed physician, physician’s assistant, or nurse practitioner. 
 
Student Name:  _____________________________     Date of Birth:  _________________________ 
 
IMMUNIZATIONS:  (Give full dates) 
 
MMR: ________   ________  (History of disease: ________) (Presence of antibodies: ________) 
 
Polio:  (OPV)        ________    ________    ________    ________ 
  
  (IPV)        ________    ________    ________    ________ 
 
DPT/DTaP/TDaP  ________    ________    ________    ________ 
Tdap        ________  
 
DT:                        ________    ________    ________    ________ 
 
Td:        ________ _________   ________ 
 
Hib:                       ________    ________    ________    ________ 
 
HepB:                   ________    ________    ________     
 
Comvax (hib/HepB) _________   _________   _________ 
 
Varicella(VARIVAX)  ________    ________   (History of disease:_____) (Presence of antibodies: ______)* 
*A physician’s written documentation must be presented as proof of anti-bodies to Varicella (chicken pox). 
 
Other: 
Prevnar TDaP   ________    _________         _________  _________      _________     ________    
_________         _________ 
       
Immunization requirements waived because of:   (Give date) 
 

Medical exemption  _____________________  (Attach documentation) 
 
Issuing Physician, PA, or NP Signature/STAMP_____________________________________________ 
 
 Name Printed: _______________________________________________________________ 
 
 Title:  _______________________________________        Date: ______________________ 



 

 



            
  

   196 Main Street, New Paltz, NY 12561 
 
 

STUDENT MEDICATION PROCEDURES 
 

When your child’s physician feels that it is necessary for medication to be taken during the school day, 
there are certain procedures as mandated by the New York State Education Department which must be 
followed. School nurses can not administer any medication, including over the counter medicines, to students 
without a written order from a physician. This order must be signed by both the physician and you as the 
parent/guardian. Our procedures are as follows: 

 
 EACH SCHOOL YEAR- At the beginning of each school year, a NEW, completed New Paltz 

Central School District Authorization for Medication Form must be presented to your child’s 
school nurse. This form must be signed by both the physician and you as the parent/guardian. 

 
 MEDICATION-   

o Must be delivered directly to the school nurse by the Parent or Guardian. You will be 
provided with a receipt for the medication. NO medication will be accepted from 
students. 

o Medication MUST be in the original labeled container as prepared by the pharmacist. 
Over the counter medications must be in the original packaging. 

o At the end of the school year medications must be picked up on the last day of school. 
Nurses by law are not permitted to keep medications over the summer. Medication can 
also not be returned to students. 

 
 STUDENTS AND SELF CARRY MEDICATIONS- Certain medications may require a 

student to carry and administer their own medication. This is generally for medications requiring 
immediate administration such as inhalers or medication for allergic reactions. If it is necessary 
for your child to carry the medication, the child’s physician must indicate that your child has 
been instructed in and understands the proper use of their medication on the New Paltz Central 
School District Authorization for Medication Form. 
 

 MEDICAL INFORMATION AND ACADEMICS- Your child’s health plays a part in their 
academic performance, including behavior and ability to concentrate. In order to help keep your 
child focused on their academics the nurses are asking permission to share relevant medical 
information with your child’s teachers. To grant this permission please sign the related line on 
the New Paltz Central School District Authorization for Medication Form.  

 
 
 
 

Incomplete forms will not be accepted 
 
 
 

9/17/10 
 
 



 



                                
196 Main Street, New Paltz, New York  12561  Phone:  845-256-4050 Fax:  845-256-4283 www.newpaltz.k12.ny.us 

 
 
 
 
To accommodate the needs of lactose intolerant children, the NYS Department of Child Nutrition 
requires that a doctor prescribe a substitute beverage for school meals. 
 
Please have your doctor complete the following form and return it to the school nurse. 
 
 
 
 
 

To be completed by physician: 
 
 
This is to certify that ___________________________________ has been determined to be lactose 
intolerant.  You may substitute the following beverage in place of milk for school meals.  
 
 
    Fruit juice 
  
    Water 
 
    Other _____________________ 
 
 
 
Signature of doctor:        _____________________________  Date:  _______________ 
 
Printed name of doctor:  _____________________________ 



 

 



Computer Network and Internet Acceptable Use  

Policy (AUP)  

  

Consent Form for Students and Parents 
  

  
Please print all information except the required signatures.  
  
User’s Name _____________________________________________________   
Address _________________________________________________________  
City/State/Zip ____________________________________________________  
School ___________________________________ Grade _________________  
Parent/Guardian ___________________________________________________  
  Daytime Phone______________________________________________  
  Best time to be reached _______________________________________  

  

Student Users:  
  
I understand and will abide by the Computer Network and Internet Acceptable Use Policy. I 
understand that this access is designed for educational purposes. I further understand that the activity 
on my account may be periodically monitored by certified staff. Should I commit any violation, my 
individual access privileges may be revoked and school disciplinary action and/or appropriate legal 
action may be taken.  

  
Student User signature___________________________________  Date _____________  
  
Parent/Guardian  (Users under the age of 18 must have a parent or guardian read and sign this 
agreement to receive Network/Internet privileges).  
  
As the parent or guardian of this user, I have read the Computer Network and Internet Acceptable Use 
Policy and discussed it with my child. I understand that this access is designed for educational 
purposes. I will not hold the New Paltz Central School District responsible for materials acquired on 
the Network/Internet. I further understand that this user’s privileges may be restricted or suspended for 
failure to adhere to the terms and conditions stated above, and accept financial responsibility for 
expenses incurred due to this user’s negligence or misuse.  
  
I agree to abide by the New Paltz Central School District’s Acceptable Use Policy and I give my 
permission for him/her to use the New Paltz Central School District’s Internet account.  
  
____________________________________________    ______________________  
Parent/guardian signature          Date  

  
I DO NOT give my permission for him/her to use the New Paltz Central School District’s Internet 
account.  
  
____________________________________________    ______________________  
Parent/guardian signature          Date  

  
           
 
 
 



 

 













 

 



 

Records Request Form 

To request records from another school 

 
_____________________________________ is registered in the New Paltz Central School District.   

authorize New Paltz Central School District to obtain any information or records including academic, 

ote to previous school: Please send all related material, including student’s IEP (if appropriate), 

          New Paltz Central School District  

____ 

          ATTN: ______________________ 

________________________________________________________ 
 

_______ _____________ 
 

Registrar 
Pupil Personnel Services Office 
196 Main Street, New Paltz, New York 12561 
Phone: (845) 256-4040  
www.newpaltz.k12.ny.us 
 

 

 

 

_
                    (Print student name) 

 
I 
psychiatric, psychological, medical, social, or guidance materials on this student.  
 
N
most recent report card, transcript, and immunization record, to: 
 
 
           196 Main Street 
           New Paltz, NY 12561 
           Phone: 845-256-4000 
           Fax: ____________________
 
 
         

__________________________________ 
   (previous school) 

_______________  ___________________
       (address) 

________________ __________________
       (address) 

_________________  _________________
                                     (phone) 

 __________________________________ 
         (fax) 

________________ __________________
             (enrollment dates) 

 
 
 

           (parent/guardian signature) 
 

__ ______________________________ ____
                                                   (date) 

 
 

Registrar use only: Date faxed to previous school ______________________ 
Notes: ____________________________________________________________________________________ 



 

 



 
 

Code of Conduct Acknowledgement 
 

Please read, sign and return this acknowledgement. 
 
I have received and reviewed the information contained in the New Paltz 
Central School District’s plain language version of the Code of Conduct. 
 
Student Name (Print)  ___________________________________________ 
 
Student Signature  ______________________________________________ 
(Grades 3 – 12) 
 
Parent/Guardian Signature _______________________________________ 
 
Day-time Contact Phone Number ____________________ 
 
Email address ____________________________________ 
 
Date ____________________________________________ 
 



 

 

















 

 



 
 

Guy S. Gardner 

Director of School Facilities and Operations 

196 Main Street, New Paltz, New York 12561 

Phone: (845) 256-4090 • Fax: (845)256-4089 

Email: ggardner@newpaltz.k12.ny.us 

www.newpaltz.k12.ny.us 

 

Pesticide Notification 

 

New York State Education Law Section 409-H, effective July1, 2001, requires all public and nonpublic 

elementary and secondary schools to provide written notification to all persons in parental relation, faculty, 

and staff regarding the potential use of pesticides periodically throughout the school year. 

 

The New Paltz Central School District is required to maintain a list of persons in parental relation, 

faculty, and staff who wish to be receive 48-hour prior written notification of certain pesticide 

applications. The following pesticide applications are not subject to prior notification requirements: 

• A school remains unoccupied for a continuous 72-hours following and application: 

• anti-microbial products: 

• nonvolatile rodenticides in tamper resistant bait stations in areas inaccessible to children: 

• nonvolatile insecticidal baits in tamper resistant bait stations in areas inaccessible to children: 

• silica gels and other nonvolatile ready-to-use pastes, foams, or gels in areas inaccessible to 

  children 

• boric acid and disodium octaborate tetrahydrate: the application of EPA designated biopesticides: 

• the application of EPA designated exempt materials under 40CFR152.25: 

• the use of aerosol products with a directed spray in containers of 18 fluid ounces or less when 

  used to protect individuals from an imminent threat from stinging and biting insects including 

  venomous spiders, bees, wasps, and hornet 

• In the event of an emergency application necessary to protect against an imminent threat to 

  human health, a good faith effort will be made to supply written notification to those on the 48-     

  hour prior notification list. 

 

If you would like to receive 48-hour prior notification of pesticide applications that are scheduled to 

occur in your school please fill out the attached form. For further information, please contact: 

 

Guy S. Gardner 

Pesticide Representative 

New Paltz Central School District 

196 Main St. 

New Paltz, NY 12561 

 

Written notification must be provided to all persons in parental relation and staff at the following 

intervals throughout the school year: at the beginning of the school year: within two school days of the 

end of winter recess: within two school days with the end of spring recess: and within ten days of the  

end of the school year. 



 

Guy S. Gardner 

Director of School Facilities and Operations 

196 Main Street, New Paltz, New York 12561 

Phone: (845) 256-4090 • Fax: (845)256-4089 

Email: ggardner@newpaltz.k12.ny.us 

www.newpaltz.k12.ny.us 

 

 

Request for 48 – Hour Notification of Pesticide Application 
 

If you have previously completed and submitted this form to the New Paltz Central 
School District...you do not need to fill out this form again. This information is kept in your 
student’s electronic file until his or her graduation. 
 
---------------------------------------------------------------------------------------------------------------------------- 
If you would like to receive 48-hour prior notification of pesticide applications that are 
scheduled to occur in your school, please complete this form. For more information contact: 
 
Director of Facilities and Operations 
New Paltz Central School District 
196 Main Street 
New Paltz, NY 12561 
 

PLEASE PRINT 
 

Please circle building: 
                                           Duzine       Lenape       Middle School       High School 
 
Student Name: 
 
Parent/Guardian Name: 
 
Home Address: 
 
Daytime Phone: 
 
Evening Phone: 
 
E-Mail Address: 
 
 



 

Directory Information Annual Notice 
 
The Family Educational Rights and Privacy Act (FERPA) allows schools to disclose students’ information without prior written consent, unless 
notified to the contrary, in writing, by the end of the first thirty (30) days of the new school year.  (Please note that this does not mean we will 
arbitrarily release any information regarding your child to individuals, institutions, or the media). The primary purpose of directory information is 
to allow the District to include this type of information from your child’s education records in certain school publications.  Examples include: 
 
 A playbill, showing your student’s role in a drama production; 
 The annual yearbook; 
 School web site photos; 
 Videos of your child in student videos, including “In the Middle TV” and “NPZ-TV”; 
 Sports activity sheets, such as for wrestling, showing weight and height of team members. 

 
Directory information, which is information that is generally not considered harmful or an invasion of privacy if released, can also be disclosed to 
outside organizations without a parent’s prior written consent.  Outside organizations include, but are not limited to, honor roll lists sent to local 
newspapers, and companies that manufacture class rings or publish yearbooks. 
 
Please fill out this optional form only if you do NOT want the information released.    
 
Please check any of the following directory information that you do NOT want released: 
 
_______Student’s name 

_______Address 

_______Telephone listing 

_______Date and place of birth 

_______Picture and/or video  

_______The name of the educational agency or institution previously attended by the student 

_______Major field of study 

_______Weight and height if members of athletic teams 

_______Participation in officially recognized activities and sports 

_______Degrees and awards received 

_______None of the above information should be released 

 
Student Name: _________________________________________ Date: __________________ 
 
School:__________________________________ Grade/Teacher: __________________________ 
 
Parent/Guardian Signature: _______________________________________________________ 
            form revised 2/20/2015 



 

 



   

 
            

 

   

               

 
 

 
    

                                   

 

     

 
                

   

 
      

    
 

         
        

         
 

 

    
 
 

     
 

      
    

     
    

       
     
  

   
  

   
  

 
 

         

 
  

     

         
  

 

 
 

  

 
 

         
 

 
 

 

 

            

    

  
 

          

 

            

 

            

 

            

 
 

            
 

 

                                               

              

  

      

THIS SECTION TO BE COMPLETED BY DISTRICT IN WHICH STUDENT IS REGISTERED 

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

Elisa Alvarez, Associate Commissioner Office of 
Bilingual Education and World Languages 

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

Home Language Questionnaire (HLQ) 

Dear Parent or Person in Parental 
Relation: 
In order to provide your child with the 
best possible education, we need to 
determine how well he or she 
understands, speaks, reads and writes 
in English, as well as prior school and 
personal history. Please complete the 
sections below entitled Language 
Background and Educational History. 
Your assistance in answering these 
questions is greatly appreciated. 
Thank you. 

S T U D E N T N A M E : 

First Middle Last 

D A T E O F B I R T H : G E N D E  R : 

❑ Male 
❑ FemaleMonth Day Year 

P A R E N T / P E R S O N I N P A R E N T A L R E L A T I O N I N F O : 

Last Name First Name Relation to 

H O M E L A N G U A G E C O D E 

Language Background 
(Please check all that apply.) 

1. What language(s) is(are) spoken in the student’s home 
❑ English ❑ Other 

or residence? 
specify 

2. What was the first language your child learned? ❑ English ❑ Other 

specify 

3. What is the Home Language of each parent/guardian? ❑ Parent 1 ❑ Parent 2 
specify specify 

❑ Guardian(s) 
specify 

4. What language(s) does your child understand? ❑ English ❑ Other 

specify 

5. What language(s) does your child speak? ❑ English ❑ Other ❑ Does not speak 

specify 

6. What language(s) does your child read? ❑ English ❑ Other ❑ Does not read 

specify 

7. What language(s) does your child write? ❑ English ❑ Other ❑ Does not write 

specify 

THIS SECTION TO BE COMPLETED BY DISTRICT IN WHICH STUDENT IS REGISTERED: 

S C H O O L D I S T R I C T I N F O R M A T I O N : S T U D E N T I D N U M B E R I N N Y  S S T U D E N T 

I N F O R M A T I O N S Y S T E M : 

District Name (Number) & School: Address: 

1 ENGLISH 



   

     
 

  
 

                  
 

                         
          

    
         

 
               

 

                       
 

                  
           

          

                  
 

            
 

                       

 

 
 

                

 

   

       
 

        
 
 

         
 

  
 

          
 

       

  
 

    

 

 
   

 

 
 

 
   

  

 

 

  

  

    

 

      
  

 
   

 

 

  

  

     
   

 

 
     

 
                 

Home Language Questionnaire (HLQ)—Page Two 

Educational History 

8. Indicate the total number of years that your child has been enrolled in school 

9. Do you think your child may have any difficulties or conditions that affect his or her ability to understand, speak, read or write in 
English or any other language? If yes, please describe them. 

Yes* No Not sure 
❑ ❑ ❑ *If yes, please explain: 

How severe do you think these difficulties are? ❑ Minor ❑ Somewhat severe ❑ Very severe 

10a. Has your child ever been referred for a special education evaluation in the past? ❑ No ❑ Yes* *Please complete 10b below 

10b. *If referred for an evaluation, has your child ever received any special education services in the past? 
❑ No ❑ Yes – Type of services received: 

Age at which services received (Please check all that apply): 

❑ Birth to 3 years (Early Intervention) ❑ 3 to 5 years (Special Education) ❑ 6 years or older (Special Education) 

10c. Does your child have an Individualized Education Program (IEP)? ❑ No ❑ Yes 

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

12. In what language(s) would you like to receive information from the school? 

Month: Day: Year: 

Signature of Parent or of Person in Parental Relation Date 

Relationship to student: ❑ Parent ❑ Other: 

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: ❑ NO ❑ YES 

**DATE OF INDIVIDUAL 

INTERVIEW: 

OUTCOME OF 

INDIVIDUAL 

INTERVIEW: 

❑ ADMINISTER NYSITELL 

❑ ENGLISH PROFICIENT 

❑ REFER TO LANGUAGE PROFICIENCY TEAM 

MO DAY YR. 

NAME: 

NAME/POSITION OF QUALIFIED PERSONNEL ADMINISTERING NYSITELL 
POSITION: 

DATE OF NYSITELL 
ADMINISTRATION: 

MO. DAY YR. 

PROFICIENCY LEVEL 

ACHIEVED ON 

NYSITELL: 
❑ ENTERING ❑ EMERGING ❑ TRANSITIONING ❑ EXPANDING ❑ COMMANDING 

FOR STUDENTS WITH DISABILITIES, LIST ACCOMMODATIONS, IF ANY, ADMINISTERED IN ACCORDANCE WITH IEP PURSUANT TO CSE RECOMMENDATION: 

2 ENGLISH 
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