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INFORMATION REQUEST 

Please provide information as requested herein below to establish your student's school district residency: 

(a) Child resides with both parents in one household - parents own or rent dwelling.
proof of residency:
• proof of ownership
• original purchase order
• original lease
• other objective proof of residency

(b) Child resides with both parents in one household - parents neither own nor rent
proof of residency:

• original of at least two of the following with home address:

♦ tax return

♦ payroll stub or unemployment document

♦ insurance policy

♦ utility bill
♦ Social Services documentation
♦ Post Office documentation of forwarding address

♦ other objective proof of residency

(c) Child resides with one parent
• proof of residency as above and,
• proof of physical custody:

♦ documentation in separation divorce agreement of physical custody arrangements -physical custodian
must reside in district

♦ all other - paperwork must be reviewed by superintendent
♦ affidavit may be requested by superintendent

YOU ALSO NEED TO BRING: 

 Birth Certificate for the child you are registering

 Immunization Record for the child you are registering

 Report Card for the child you are registering

Please complete 1 (one) packet per student.  

Please call Carley Bearden at 315-287-1949 
to make arrangements to drop off your 

completed registration packet.



Rev. 11/15/16 

HOUSING QUESTIONNAIRE 

Name of LEA:  Gouverneur Central School District 

Name of School: 

Name of Student: 

Last First Middle 

Gender: � Male Date of Birth:  /  /     Grade: ID#: 

  � Female Month  Day  Year (preschool-12) (optional) 

Address: Phone: 

The answer you give below will help the district determine what services you or your child may be able to 

receive under the McKinney-Vento Act.  Students who are protected under the McKinney-Vento Act are 

entitled to immediate enrollment in school even if they don’t have the documents normally needed, such 

as proof of residency, school records, immunization records, or birth certificate.  Students who are 

protected under the McKinney-Vento Act may also be entitled to free transportation and other services. 

Where is the student currently living? (Please check one box.) 

 In a shelter 

  With another family or other person because of loss of housing or as a result of economic hardship 

(sometimes referred to as “doubled-up”) 

  In a hotel/motel 

  In a car, park, bus, train, or campsite 

 Other temporary living situation (Please describe): 

 In permanent housing 

Print name of Parent, Guardian, or Signature of Parent, Guardian, or  

Student (for unaccompanied homeless youth) Student (for unaccompanied homeless youth) 

Date 

NOTE TO SCHOOLS/LEAS: If the student is NOT living in permanent housing, please ensure that a 

Designation Form is completed. 
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GOUVERNEUR CENTRAL SCHOOL DISTRICT 

ENROLLMENT FORM  

FOR OFFICE USE ONLY 

_____New  _____Re-Enter  _____ Change of Parent/Guardian          _____ Out of District Placement 

Child’s Last Name:  ___________________  Child’s First Name:  _______________          Child’s Middle Initial:  _____ 

Gender:  _____  HAS YOUR CHILD ATTENDED SCHOOL HERE BEFORE:  ____________ 

Ethnic Description  (Please check one of the following): 

 _____ American Indian OR Alaskan Native _____ Asian  _____ Black OR African American 

_____ White  _____ Native Hawaiian OR Other Pacific Islander 

Is the student Hispanic, Latino, or of Spanish Origin?  Hispanic, Latino, or of Spanish origin means a person of Cuban, Mexican, 

Puerto Rican, or South American, or other Spanish culture or origin, regardless of race:  

 Check only ONE BOX:  YES, Hispanic  No, not Hispanic

PLACE OF BIRTH:  _______________________________________________________ 

Primary Language Spoken in the Home:    __ Chinese      __ English      __ French      __ German      __ Korean      __ Spanish 

  Check only ONE BOX 
Other:  _____________________________________ 

************************************************************************************************************** 

Relation of where student will be residing (circle one) 

Father       Mother  Parents   Grandfather     Grandmother      Grandparents 

Legal Female Guardian       Legal Male Guardian                Foster Care Self      Other_________________________ 

NAME(S) OF PARENT(S):  _____________________________________________________________________  OR     

NAME OF STEP PARENT:  _____________________________________________________  OR     

FOSTER PARENT:  _________________________________________________________________ 

PLEASE VERIFY THE INFORMATION BELOW.  

PLEASE COMPLETE THE INFORMATION BELOW. 
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************************************************************************************************************ 

Second Address (if someone else needs information) 

Relation to the student (circle one) 

Father         Mother      Parents Grandfather Grandmother Grandparents 

Legal Female Guardian Legal Male Guardian Foster Care Self 

Other_________________________ 

Mr. 

Mrs. ______________________________________________________________________________ 

Ms. Last Name   First Name   MI Suffix 

 ___________________________________________________ ________________________________ 

911 Address 

____________________________________________________________________________________ 

Supplemental address ie PO Box 

__________________________     ____________________________  ________________________ 

Home Phone       Work Phone Cell Phone 

_____________________________ 

E-Mail Address

Check what they receive: 

_____ Attendance _____Grading ____Scheduling  _____Can pick up student  _____Discipline  _____Mailing 

____Testing 

If there are others who should receive records on the above child, please list the appropriate 

information below:  use Second Address for this purpose. 
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************************************************************************************** 

Child’s Last Name:  ___________________          Child’s First Name:  _______________  Child’s Middle Initial:  _____ 

Gender:  __________ Date of Birth:  ________________________________ 

Ethnic Description  (Please check one of the following): 

 _____ American Indian OR Alaskan Native _____ Asian  _____ Black OR African American 

_____ White  _____ Native Hawaiian OR Other Pacific Islander 

Is the student Hispanic, Latino, or of Spanish Origin?  Hispanic, Latino, or of Spanish origin means a person of Cuban, Mexican, 

Puerto Rican, or South American, or other Spanish culture or origin, regardless of race:  

 Check only ONE BOX:  YES, Hispanic  No, not Hispanic

************************************************************************************** 

Child’s Last Name:  ___________________          Child’s First Name:  _______________  Child’s Middle Initial:  _____ 

Gender:  _______ Date of Birth:  ________________________________ 

Ethnic Description  (Please check one of the following): 

 _____ American Indian OR Alaskan Native _____ Asian  _____ Black OR African American 

_____ White  _____ Native Hawaiian OR Other Pacific Islander 

Is the student Hispanic, Latino, or of Spanish Origin?  Hispanic, Latino, or of Spanish origin means a person of Cuban, Mexican, 

Puerto Rican, or South American, or other Spanish culture or origin, regardless of race:  

 Check only ONE BOX:  YES, Hispanic  No, not Hispanic

************************************************************************************** 

Child’s Last Name:  ___________________          Child’s First Name:  _______________   Child’s Middle Initial:  _____ 

Gender:  _______    Date of Birth:  ________________________________ 

Ethnic Description  (Please check one of the following): 

 _____ American Indian OR Alaskan Native _____ Asian  _____ Black OR African American 

_____ White  _____ Native Hawaiian OR Other Pacific Islander 

Is the student Hispanic, Latino, or of Spanish Origin?  Hispanic, Latino, or of Spanish origin means a person of Cuban, Mexican, 

Puerto Rican, or South American, or other Spanish culture or origin, regardless of race:  

 Check only ONE BOX:  YES, Hispanic  No, not Hispanic

************************************************************************************** 

Parent Signature:  _________________________________________  Today’s Date:__________________________ 

PRESCHOOL CHILDREN:  IF YOU HAVE PRE-SCHOOL CHILDREN, PLEASE COMPLETE 

THE INFORMATION BELOW. 

THIS SECTION IS FOR CHILDREN NOT OLD ENOUGH TO ATTEND SCHOOL YET 



Health Office 

CSE Office 

Faxed Previous School 

I HERBY AUTHORIZE: 

(THE SCHOOL LAST 

ATTENDED) 

Phone: 

FAX Number: 

GOUVERNEUR CENTRAL SCHOOL DISTRICT 
133 EAST BARNEY STREET 

GOUVERNEUR, NEW YORK 13642 
PHONE: (315)287-1949

FAX: (315) 287-4736

TO RELEASE ALL CONFIDENTIAL INFORMATION FROM THE THE RECORDS OF: 

STUDENT'S NAME: 

DATE OF BIRTH (month, day, year) 

GRADE ENTERING: 

Please send to: GOUVERNEUR CENTRAL SCHOOL DISTRICT 

CARLEY BEARDEN REGISTRAR TELEPHONE: 

(315) 287-1949 

FAX: (315) 287-4736 

EMAIL ADDRESS: bearden.carley@gcsk12.org 

THIS CONFIDENTIAL INFORMATION INCLUDES: 

ACADEMIC INFORMATION 

HEALTH AND IMMUNIZATION RECORD 

PHYSICAL EXAM 

GIFTED/TALENTED/ENRICHMENT INFORMATION 

BIRTH CERTIFICATE 

ATTENDANCE RECORDS 

TITLE 1/ AIS REPORTS 

SIGNATURE OF OF PARENT /LEGAL GUARDIAN 

CUSTODY INFORMATION 

DISCIPLINE/SUSPENSION RECORDS 

CSE/PSYCHOLOGICAL RECORDS 

DATE 

IN ACCORDANCE WITH PUBLIC LAWS 93-380: FAMILY EDUCATION RIGHTS AND PRIVACY ACT OF 1972, THIS 

IS AUTHORIZATION TO RELEASE A COPY OF STUDENT RECORDS (INCLUDING COMPLETE TRANSCRIPT OF THE 

SCHOOL RECORD, STANDARDIZED TEST RESULTS, HEALTH RECORD AND PSYCHOLOGICAL REPORTS). 
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CHILD’S FULL NAME:  _____________________________________ 

In order to best plan for your child’s educational program, we are interested in obtaining information which will assist us in making an 

appropriate placement.  We are also interested in knowing if you, as parent(s), have any concerns about your child’s educational program. 

Previous school(s) attended: 

Grade(s) _____  School:  _______________________________________________  Location/State:  ____________ 

Grade(s) _____  School:  _______________________________________________  Location/State:  ____________ 

Grade(s) _____  School:  _______________________________________________  Location/State:  ____________ 

Grade(s) _____  School:  _______________________________________________  Location/State:  ____________ 

Grade(s) repeated:  ___________________ 

Does your child have special needs?      Yes   or  No 

Has s/he been identified by the Committee on Special Education?           Yes       or      No 

If yes, please explain: ________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Is this child dealing with stress such as: a new baby, illness, death in the family, separation/divorce of parents, loss of a pet, loss of friends 

because of moving, etc.  If so, explain:  ____________________________________________________________________ 

__________________________________________________________________________________________________________ 

Are there other agencies and/or people involved with the family?  _________________________________________________________ 

Does the child have any unreasonable fears?  (fire, animals, etc.)  _______________________________________________________ 

____________________________________________________________________________________________________________ 

Has the child had any pre-school experience?  If so, what ________________________________________________________________ 

Any other information that will help us understand your child:  _________________________________________________________ 

____________________________________________________________________________________________________________ 

Significant Other Living in the Home:  __  YES   ___  NO  If so, name:  ____________________________________________ 

Has either parent worked on a farm,  in agriculture or in logging in the last 36 months?(Please check one)   _____  Yes     _____  No 

If yes, date:  ___________________ 

I have received the following information in the Annual Notification Newsletter that was provided to me at the time of registration: 

 Asbestos Notification

 Drug Free Schools

 Disclosure of Student Information to Military and Colleges

 Complaints and Grievances by Students

 Student Use of Computerized Information Resources

 Medications Information/Form

 Code of Conduct Summary

 School Lunch/Breakfast Information and Application

 Dignity for All Students Act (DASA)

 No Child Left Behind

 Notice of Non-Discrimination

 Rights Under FERPA for Elementary and Secondary

Schools

 School Insurance

 FERPA Notice for Directory Information

 Protection of Pupil Rights (PPRA)

 Comprehensive Student Attendance Policy Summary

 Potential Pesticide Use

 FORM for Request for Pesticide Application

 School Closing Information

 School Calendar

 AIDS Instruction In Health Education

 Curriculum Areas in Conflict with Religious Beliefs

I would like to speak to a School Nurse Today:    _____  Yes     _____  No 

_________________________________________________________________________________________________________ 

SIGNATURE OF PARENT/LEGAL GUARDIAN DATE 
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CHILD’S FULL NAME:  _____________________________________ 

NAME (S) OF LEGAL PARENT/GUARDIAN:  __________________________________________________ 

Are there custody issues/agreements we should be aware of?          Yes       or      No    (CIRCLE ONE) 

If yes, are you providing us with a copy of custody papers? Yes       or      No    (CIRCLE ONE) 

(If not, please be advised if someone arrives in our district and can prove they are the legal parent 

or guardian, they will be able to take the child with them.) 

******************************************************************************************************** 

SAFE SCHOOLS REGISTRATION FORM 

STUDENT ENROLLMENT 

Is your son/daughter currently under suspension or expulsion from another school district?          YES NO 

Has he/she ever received the following penalties in another school district? 

In-school suspension?          YES          NO 

Student dropped from school?          YES          NO 

Expulsion?          YES          NO 

Alternative school placement?          YES          NO 

Out-of-school suspension?          YES          NO 

I am the parent/legal guardian of ________________________________________ and I am providing this affidavit 

in support of the enrollment of my child in school.  I understand that it is a criminal offense to give false information 

concerning prior disciplinary actions taken against my child.  I also understand that if this school district admits my 

child based on false information which I gave, my son/daughter’s enrollment will be nullified. 

UNDER PENALTY OF PERJURY, I swear (or affirm) that the legal papers submitted and questions answered above 

for the Gouverneur Central School District on this _______ day of ___________________________, 20_____, with 

respect to the custody arrangements for ___________________ are current, valid and still in effect, and that there are 

no legal documents with any later date that alter the custody arrangement set for in these papers. 

_________________________________________________________________________________________________________ 

SIGNATURE OF PARENT/LEGAL GUARDIAN DATE 



   1 ENGLISH 

Dear Parent or Guardian: 
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.    

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

Lissette Colón-Collins, Assistant Commissioner

Office of Bilingual Education and World Languages 

55 Hanson Place, Room 594  89 Washington Avenue, Room 528EB 

Brooklyn, New York 11217 Albany, New York 12234 

Tel: (718) 722-2445 / Fax: (718) 722-2459 (518) 474-8775 / Fax: (518) 474-7948

Home Language Questionnaire (HLQ) 

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
or residence?

 English  Other

specify 

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

_________________________________________ 
specify 

3. What is the Home Language of each parent/guardian?  Mother  Father
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 

TTHHIISS  SSEECCTTIIOONN  TTOO  BBEE  CCOOMMPPLLEETTEEDD  BBYY  DDIISSTTRRIICCTT  IINN  WWHHIICCHH  SSTTUUDDEENNTT  IISS  RREEGGIISSTTEERREEDD::

Please write clearly when completing this section. 
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
 Female Month 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 
Student 

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 



   2 ENGLISH 

Home Language Questionnaire (HLQ)—Page Two 

Relationship to student:    Mother     Father     Other: 

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 

  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/POSITION OF QUALIFIED PERSONNEL ADMINISTERING NYSITELL 

NAME: POSITION: 

DATE OF NYSITELL
ADMINISTRATION: 

PROFICIENCY LEVEL 

ACHIEVED ON 

NYSITELL: 
 ENTERING  EMERGING  TRANSITIONING  EXPANDING  COMMANDING

MO. DAY YR. 

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





BEV MARTIN 
RN 

Hoad of Health Services 

(315) 287-1902 

Dear Parent or Guardian: 

• '11 -,r =--.. 

GOU\'li. ·!..I.��- RAL 

s· . l:l'i�ll,I, T 

Gouv 642 
EH 2 
ft ·-�-- -

Melissa Breckenridge, RN 
Elementary School 

Brittaney Fairbanks, LPN 
Elementary School 

Christine Sitts, RN 
Middle School 

Kylynne Stamper, LPN 
High School 

Education Law (Section 903) requires medical examination of all students in grades Pre-K, Kindergarten, first, third,
fifth, seventh, ninth and eleventh, as well as new entrants into our district. The intent of this requirement is to identify 
any harmful conditions detrimental to learning. A cumulative health record is kept on all students. · 

Parents are encouraged to have their children seen by their own physician for their health evaluation/examination. A 
physical examination form is available upon request from your child's school nurse. For those pupils whose parents do not 
provide these reports from their family physician the school district is mandated by law (Section 904) to provide an 
examination by the school physician. The completed physical exam form must be presented to the school nurse of the 
school your child attends within the next 30 days otherwise, we are required by law to have our School Physician, Dr. 
Donald Schuessler, do a physical exam. 

During the examination, the doctor checks the skin, eyes, ears, nose throat, heart, lungs, checks for structural deformities, 
abdomen, external genitalia (all males and kindergarten females) and breast exam. Screenings are completed by the 
nurses prior to Dr. Schuessler's exam: blood pressure screening, pulse, height, weight, vision, hearing and scoliosis 
(grades 5-9). A letter will be sent home if there are any findings on the screenings or exam done at school that would 
cause concern or need medical follow-up. 

Interscholastic athletics involves students in more rigorous activity. Because of this, Dr. Schuessler examines all these 
students. If the student has already had an examination by his or her own physician, Dr. Schuessler will review available 
information and may require a physical examination before clearance for participation. The parents will be notified if this 
is the case. Dr. Schuessler has the final authority to determine the physical capability of a student to participate in a 
sport. Urinalysis screening is also required prior to participation and is done in the school health office. These 
interscholastic physical exams will be scheduled upon receiving written permission from the student's parent/legal 
guardian. 

Additionally, all students entering school in NYS from out of state are required to complete a screening process to 
determine which students may possibly be gifted or may possibly have a handicapping condition. The screening program 
is designed to obtain preliminary information regarding a child's development in the following areas: 

* Physical development (physical exam)
*Cognitive development (school psychologist)
* Receptive and expressive language development (speech therapist)
* Motor development (physical education teacher)

Parent(s) may be present for any physical examination given at school. Notify the school nurse if you desire to be present 
or if you have any questions or concerns. 

Sincerely, 

GOUVERNEUR CENTRAL SCHOOL HEAL TH OFACE 

0 I will be taking/or have taken my child to their own Medical Doctor for the required school physical. I understand that if I 
do not provide a physical within 30 days, the school will give my child the required school physical with the School MD. 

0 I authorize the School MD-Dr. Schuessler, to give my child the required school physical. 

Information received & read by: __________ _ 
Signature Relationship to student Date 











The University of the State of New York 
       STAC-202   
HOMELESS DESIGNATION

THE STATE EDUCATION DEPARTMENT 
STAC & Special Aids Unit 
Room 514, Education Building 

Albany, NY  12234 

Designation of School District of Attendance for a Homeless Child 
Submitted by:   Local Dept of Social Services   (DSS) Designated School District of Attendance (PSD) 
    

PLEASE READ THE INSTRUCTIONS ON THE REVERSE BEFORE COMPLETING THIS FORM 

1. NAME OF CHILD 2. DATE OF BIRTH 3. GENDER 

10. DATE PLACED IN PERMANENT HOUSING 

 LAST NAME    MO / DAY/ YR    M  F 
⏐ ⏐ ⏐

FIRST NAME     M.I. 
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
5. Racial/Ethnic Category of Child (See definitions on reverse side of last page.) 6. GRADE LEVEL FOR WHICH

PLACEMENT IS SOUGHT 
American Ind or     Asian or 

⏐

Alaskan Native              Pacific Isl.                Black             Hispanic    White 7A. NYS SCHOOL DISTRICT OF ATTENDANCE BEFORE BECOMING HOMELESS

7B. NYS SCHOOL DISTRICT WHERE LAST ENROLLED 

7. COMPLETE ADDRESS BEFORE CHILD/FAMILY BECAME HOMELESS 

-------------------------------------------------------------------------------------------------- 

8A. NYS SCHOOL DISTRICT OF CURRENT LOCATION 

                                                                                                

MONTH      DAY     YEAR 9A .NYS DESIGNATED DISTRICT OF ATTENDANCE 
⏐ ⏐

DATE CHILD/FAMILY 
PLACED IN TEMPORARY 
HOUSING 

8. COMPLETE ADDRESS OF CURRENT LOCATION 

-------------------------------------------------------------------- 

⏐ ⏐9. DATE DISTRICT OF ATTENDANCE CHOSEN 

MONTH     DAY      YEAR 
One of four school districts may be chosen to provide the education 
component:  the school district of attendance before becoming homeless, 
the school district where last enrolled,  the school district of current 
location or a school district participating in a Regional Placement Plan.  

MONTH     DAY      YEAR
⏐ ⏐

This designation may be changed either prior to the end of the first 
semester of attendance or within 60 days of making this designation, 
whichever occurs later. 

11. Check the appropriate box if the designated school district of attendance (9A) is different from the district of attendance before becoming homeless (7A) 
 and from the district of current location (8A). 

 

District participating in a Regional Placement Plan   OR District where last enrolled (7B) if it is different from the district where last permanently housed (7A) 
 and the district of current location (8A). 

12.   
   NAME OF PARENT OR PERSON IN PARENTAL RELATIONSHIP    AREA CODE    TELEPHONE NUMBER 

13. 
   SIGNATURE OF PERSON IN PARENTAL RELATIONSHIP TO CHILD  DATE 

IT HAS BEEN REPORTED TO ME THAT THIS CHILD IS UNDER THE AGE OF 21 YEARS AND IS THEREFORE ELIGIBLE FOR EDUCATIONAL SERVICES.  THE CHILD 
HAS BEEN ADVISED OF HIS/HER RIGHT TO DESIGNATE THE SCHOOL DISTRICT OF ATTENDANCE. 

14.   
   PRINT NAME OF LOCAL DSS OR SCHOOL DISTRICT REPRESENTATIVE   TITLE 

15.   
   SIGNATURE OF LOCAL DSS OR SCHOOL DISTRICT REPRESENTATIVE   DATE 

16. PLACEMENT COUNTY _____________________________________
 Local DSS use only AREA CODE      TELEPHONE NUMBER 

------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

REVISED 05/15 

STAC ID

 |     |     |     |     |

WE ASK THAT ALL PARENTS COMPLETE THIS FORM. THANK YOU.              _____ Assistant Superintendent's Office

Cory
Typewritten Text











GOUVERNEUR CENTRAL SCHOOL DISTRICT 

Rev. May 2010 

HEALTH CERTIFICATE / APPRAISAL FORM 

Name:   Date of Birth: _____________________   Age: _______________ 

School:  Gender:    M    F Grade: 

IMMUNIZATIONS / HEALTH HISTORY 

 Immunization record attached Sickle Cell Screen:   Positive   Negative   Date: _____  not done

 No immunizations given today PPD:  Positive   Negative   Date: _____  not done  
 Immunizations given since last Health Appraisal: Elevated Lead:   Yes   No  Date: ____    not done

Dental Referral  Yes     No    Date: ____   not done
 ___  ___ 

Significant Medical/Surgical History:   See attached

_________________________________________________________________________________________________________________________ 

Allergies:   LIFE THREATENING   Food:  Insect:  Other:

 Seasonal  Medication:

PHYSICAL EXAM 

Height:  _______________   Weight:  _____________    Blood Pressure:  ____________   Pulse: ________  Date of Exam: 

Urinalysis:  Protein _________   Glucose ___________ Referral 

Body Mass Index:   ____ ____ . ____    Vision - without glasses/contact lenses 
 R  L 

Weight Status Category  (BMI Percentile):  Vision - with glasses/contact lenses  R  L 

 less than 5th
 5th through 49th

 50th through 84th  Vision - Near Point  R  L 

 85th through 94th
 95th through 98th 

 99th and higher  Hearing   Pass 20 db sc both ears or:  R  L 

  EXAM ENTIRELY NORMAL  Tanner: I. II. III. IV. V. Scoliosis:    Negative   Positive:

Specify any abnormality (use reverse of form if needed): 

MEDICATIONS 

Medications (list all):  None       Additional medications listed on reverse of form

Name:  ____________________________________________________   Dosage/Time:  _________________________________________________ 

Name:  ____________________________________________________   Dosage/Time:  _________________________________________________ 

Students who are capable should be encouraged to carry and self administer emergency medications, such as rescue inhalers, glucagon and 
epinephrine, under the supervision of an adult. 

*Student may self carry and self administer medication   Yes     No

* Student may self administer with adult supervision   Yes     No

* Student will need medication when on field trips   Yes     No

Note: Nurse will also assess self-direction for the school setting.   Please advise parent to send in additional medication in the event that
emergency sheltering is necessary at school or if the morning medication has not been given. 

PHYSICAL EDUCATION / SPORTS / PLAYGROUND / WORK QUALIFICATION / CSE CONSIDERATION 

   Free from contagions & physically qualified for all physical education, sports, playground, work & school activities OR only as checked:

___   Limited contact:  cheerlead, gymnastics, ski, volleyball, cross-country, handball, fence, baseball, floor hockey, softball. 
___  Non-contact:  badminton, bowl, golf, swim, table tennis, tennis, archery, riflery, weight train, crew, dance, track, run, walk, rope jump. 

   Specify medical accommodations needed for school:   None

    Known or suspected disability:   Please monitor

    Restrictions:   Please monitor

    Protective equipment required:     Athletic Cup       Sport goggles/impact resistant eyewear       Other:

OPTIONAL INFORMATION, if known 

Specify current diseases:  Asthma    Diabetes:    Type 1     Type 2   Hyperlipidemia   Hypertension
 Other: 

Provider’s Signature:   Phone: (Stamp below) 

Provider’s Name/Address:   Fax: 



NEW STUDENT ATHLETIC PARTICIPATION FORM

Student: _______________________________________________________________Date: ________________

Entering Grade: ________________ Male/Female Date of Birth: ____________ Age____________________

Date of last Health Examination (Physical) _________________________________________________________
Attached documentation

New Address: ________________________________________________________________________________

Parents’ Name: _______________________________________________________ Telephone: _____________

With Whom Are You Living in This District: ________________________________________________________

******************* PREVIOUS SCHOOL INFORMATION *********************

Previous School: _____________________________________________________________________________

Sports Played in Previous School Level & Number of Years Played

Fall Sport _________________ _____ Modified ____ JV _____Varsity

Winter Sport _________________ _____ Modified ____ JV _____Varsity

Spring Sport _________________ _____ Modified ____ JV _____Varsity

Previous Address: ____________________________________________________________________________

With Whom Did You Live: ______________________________________________________________________

Reason For Leaving Previous School: _____________________________________________________________

Were you subject to the APP Process as a 7th or 8th grader? _____ Yes _____ No

*********************** ACADEMIC INFORMATION *************************

Year Entered 9th Grade: ___________ Verification: ________________________________________

Counselor’s Initials

Have You Repeated a Grade in JR High or High School: _________ Yes __________ No

If Yes, which grade: _________

Date of the student’s registration accepted: ________________________________________

Guidance Department should forward this form to the Director of Athletics when student has

been accepted for registration. Please list any other high school attended on back.
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LEAD POISONING INFORMATION 

Christine Sitts, RN 

Middle School 

Kylynne Stamper, LPN 

High School 

• Lead is an element that has no useful purpose in the body and is known to
cause harmful effects, including, the neurological, hemato-poietic and renal
systems. The effects can by insidious or acute.

• The likelihood that lead will cause harmful effects and the nature of these
effects is related to the extent and duration of exposure.

RISK FACTORS FOR LEAD POISONING: 

• 

• 

• 

• 

• 

• 

Exposure to contaminated dust, soil, and water . 

Living in housing built prior to 1950 . 

Poverty, race and ethnicity . 

Occupational exposure of the parent. Jobs involving exposure to lead are: 
refinishing furniture, welding, battery recycling, construction & pottery 
making. 

Exposure to parental hobbies that use leaded products. Loading 
ammunition stained glass, fishing sinkers etc. 

Exposure to folk remedies such as pay-loo-ah, greta, azarcon, bali gala, 
coral and several others. 

LEAD POISONING PREVENTION TIPS FOR PARENTS: 

• 

• 

• 

• 

Use unleaded paints in the home, on furniture and children's toy 

Wash your child's hands frequently. Dirt tracked into the home may contain 
lead. Young children do a lot of hand to mouth activity and will decrease 
exposure with clean hands 

Encourage a diet adequate in calcium, iron and vitamin C. Lead is less likely 
to absorb if the intake of these vitamins and minerals is adequate. 

Know your child's blood lead level. 



Important Phone Numbers for Gouverneur Central School District

Assistant Superintendent – (315) 287-4870 

Bus Garage – (315) 287-0650 

Central Registration – (315) 287-4914 

Committee on Special Education Office – (315) 287-4972 

Elementary School – (315) 287-2260 

High School Guidance Office – (315) 287-4914 

Health & Athletics – (315) 287-1902 

High School – (315) 287-1900 

Middle School – (315) 287-1903 

School Lunch Office – (315) 287-4870 

PARENTAL RIGHTS REGARDING THE REFERRAL AND EVALUATION OF 
CHILDREN FOR THE PURPOSES OF SPECIAL EDUCATION SERVICES OR 

PROGRAMS 

Upon a child’s enrollment or attendance at a public school in New York State, the child’s parent, 
guardian, or person in parental relation to that child has the right to refer the child to the school 
District’s Committee on Special Education to have the child evaluated and a determination made 
whether the student is a student with a disability and therefore eligible for special education 
and/or related services. 

For additional information regarding this process, please visit the State Education Department’s 
website and review “A Parent’s Guide to Special Education,” 
http://www.p12.nysed.gov/specialed/publications/policy/parentsguide.pdf 

You may also contact the District’s Committee on Special Education (“CSE”) Chairperson, 
Mrs. Kimberly Richards, at 315-287-4972 

Thank you. 

REF: Chapter 434, Laws of 2014, eff. July 1, 2015 

http://www.p12.nysed.gov/specialed/publications/policy/parentsguide.pdf
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