Pre-K Registration

Please complete the following forms and contact
Linda Esposito to make an appointment.

If you have any questions please feel free to
contact me at 201-641-5833 ext. 123

Thank you.
Linda Esposito, Secretary
Robert L. Craig School

20 West Park St.
Moonachie, NJ 07074



Reguired Proof to Establish Domicile within the District of Moonachie

Must have:

Original Birth Certificate of Child & Health Records
Mortgage, lease or rental agreement evidencing an address within the district.
{The lease must have all names of who is living at the address)

Also, must have Utility bill & two of the following, which have the address on
them:

Utility bill in your name

Credit card bill in your name

Voter Registration in your name

Driver’s License in your name

Vehicle Registration in your name

Bank Account in your name

Federal or State Tax Return

Child Custody Order placing the child with the resident

You must bring original documents for us to copy. No photocopies of these
documents are accepted.

Thank you.



Moonachie School District
Student Registration/Emergency form

(PLEASE PRINT ALL INFORMATION)

Registration Date

First Name ' Middle - Last Name
' Initial
Birth Date
" Month/Day/Year (mm/dd/yyyy)

Ethnicity: ‘White Black Asian  Hispanic

American Indian/Alaskan  Hawaiian Islander/Pacific Isla.nder
Current Grade Level Gender Male Female
Birth City
Birth State
Birth Country

Entry Date in the United States — (mm/dd/yyyy)

Primary Language spoken at home

Secondary Language spoken at home

Registration Information (if applicable)

Previous County

Previous District

Previous School




Contacts

Female Guardian Male Guardian
Relationship Relationship
Apartment# | Apartment#
Street# Street#
City State City State
Zip Code ____ Zip Code
Home Phone# Home Phone#
{Azea Code) (Area Code)
Guardian’s Cell# CGruardian’s Cell#
(Area Code) (Area Code)

Guardian’s Work# Guardian’s Work#

(Area Code) {Area Code)

" Guardian’s E-Mail Guardian’s BE-Mail
*Required* *Required®
Own Rent Own " Rent

Any other siblings attending the Robert L. Craig School

Name : Grade Level

Name Grade Level

Name ' Grade Level




Emergency Contact (1)

Name

Fust) (Last)

Relationship to' Student

Address
(# Street, City, State, Zip Code)
Home Phone# Cell
(Area Code) (Area Code)
Child can be picked up by this Emergency Contact Person Yes No
Emergency Contact (2)
Name

(First) ' (Last)

Relationship to Student

Address
{# Street, City, State, Zip Code)
Home Phonett ' Cell -
(Area Cods) (Area Code)
No

Child can be picked up by this Emergency Contact Person Yes




) |

Custody Issues/Security Alert

(ie. restraining orders, special situations, etc.)
If yes — complete this page. If no — continue of next page.

Yes

—r

No

If yes — please-advise:

Mother’s Name
(Please Circle)

Allowed to see mother Yes No
Allowed to go with mother Yes No
Allowed to speak with mother 'Yes No
Provide.addi’cional information

Father’s Name

{(Please Circle)

Allowed to seé father Yes No
Allowed to go with father Yes No
Allowed to speak with father Yes No

Provide additional information

*Poes non-custody parent request a report card? Yes No




Special Education Program

Yes
No

504 Program
Yes
No
ESL

Yes
No

If yes, please explain

(For School Use Only)

Proof of Residency

PSE&G Bill (No substitutions)

Utility bill, credit card bill or loan statement

Copy of rental agreement, listing both owner’s and renter’s names
If homeowner, tax bill or mortgage statement

Document certifying birth date

Is the student eligible for bus transportation Yes: No

First day attending Robert L. Craig School




(Health Information)

~ Health Alert Yes No

If yes, please advise:

Date of child’s last Medical Exam:

Family Physician:

Address:

(Street, City, State, Zip Code)

Phonet#

Tn case of an emergency, do you give permission to transport child to hospital?

Yes No

Ts your child covered by health insurance?

Yes No




NAME

ROBERT L. CRAIG SCHOOL
MOONACHTE, NI
HEALTH HISTORY

r

DOB - AGE SEXM F GRADE

PAST HISTORY (List with dte and age)

t. Bospiializations

2. Ilmess

3. Infuriss : A -

4, Medicatons

5. Allergies )

§. TastBealth Care Visit ‘ Nams of Provider K , '_

7. Dental Care Diite of last visit Provider

'PRENATAL HISTORY

1. Materaal Ag;: - TLength of pregnancy _. Prenatal care YES WO

2. Habils .Emnksd clgarettes Alcohol consumption Drugs

3. Hzghnsk factors - (circle) Infections, bleedng, Tigh hlood pressure, auerma, fever, faoma,
Medications, weight gain, chromic disease, hospitatization, other

4. Labor apd Delivery: Lengili Type Rirth weight
Froblems

5. N&:f;mtal: Problexs (circle) breathing, infections, RH factor, jaun:dice,'tcamfusiam, hleeding,
congenital anomaly; feeding diffionlty, _cﬂ;er .

DEVELOPMENT

1. sat2lome i 5. combined words

2. crawled’ ' 6. toilet tratned

3, stood . 7. other

4, walked alone :




FAMITY HISTORY "

Biclogical Mother Age: Fiealth
Biclogical Fether Age: Healit ]
Siblings:  Mams Sex Age © Hoalfh
Y '
.2 _
.
4.
- Matermal Grmndpa'xm:- : | N Patm;zi Grandparents:
1. Grandmother Age Health 1 GﬂndmethsrAga Health
2. zendfafharAge ___ Healfh .. " 90 Crandfsther Ape  Health

Farnilial diseases: (GIrElﬂ) Heatt Disease, stroks, hypertenmon, diabetes, asthma, a]lergy, ememia, artiritis,

Siokle cell discase, cancer, epilopsy, caizmcts giam:oma, kidney disease, ’I‘B mertal mbb]ﬁms

Mental retardation, 1ca;amg prc_shiﬂms, uﬂ:ﬁz

Parents signature ) . : Date



MOONACHIE PUBLIC SCHOOL
MOONACHIE, NF

PHYSICAL EXAMINATION
NAME -~ "DATE OF BIRTH
. ADDRESS : - GRADE____ FXAMDATE
* ERIGHT WEIGHT RLOOD PRESSURE PULSE
© VISION ODr 08 | WITH/WITHOUT CORRECTION
EVELIDS CONJUNCTIVA _ pupLs |
EARS-HRARING RIGHT LEFT____ CANALS  RARDRUM
NASAT, PASSAGE TEETH TEROAT TONSILS
NECK. . HEART . TIINGS
. ABDOMEN _ GEMITALTA__ TANNER STAGE _
| OPERATIONS - : ‘SPE;IE.
INJURIES .
 ALLERGIES

FULL PEIYSICAL EDUCATION PROGRAM RECOMMENDED YES/NQ

If NOT RECOMMENDED, REASON

MEDICATIONS CURRENTLY TAEING

IMMONIZATIONS

pPT Tdap ..

OPV/IPV

‘MMR : Meringococcal

my - ' HEP A

VARIVAX OTHER

PNEUMO

EDUCATIONAT RELEVANCE OF FINDINGS, IF ANY

PHYSICIAN SIGNATURE ’ PECYSICIAN'S STAMP



