
AUBURN ENLARGED CITY SCHOOL DISTRICT 
Registration Process and Parent Checklist for the Universal  
Pre-Kindergarten (3PK / UPK) and Kindergarten Programs   

 
2018-2019 School Year 

 
 

A.  Is your child eligible for our 3PK, UPK or Kindergarten programs? 
 _____ My child is a RESIDENT of the Auburn Enlarged City School District (AECSD) 
 _____ My child MEETS the age requirements.  On or before December 1st, my child will be  
  3 years of age for participation in our 3PK program or 4 years of age for participation in our UPK program 
  5 years of age for enrollment in Kindergarten 
 

B.  Complete the Enrollment and Registration Forms.  Submit these forms with the required supporting 
documentation (see C. and D. below) to the AECSD by:     

 ____ Mail to Attn: Mary Cregg, Registrar, AECSD, 78 Thornton Avenue, Auburn, New York 13021 
 ____ Fax to Attn: Mary Cregg, Registrar at (315) 255-8858 
 ____ Email to mary_cregg@auburn.cnyric.org or 
 ____ In person.  Contact Mary Cregg at (315) 255-8825 to schedule a quick appointment 
  

C.  Items 1 – 5 below MUST be submitted with your completed Enrollment and Registration Forms.  We CANNOT 

ACCEPT your application without this supporting documentation.   NO EXCEPTIONS!  
	 1. ___ Proof of Residence in the AECSD (Must submit one of the following). 
  *  Notarized Affidavit of Residency 
  *  Mortgage statement 
  *  Lease agreement showing address and parent/guardian name(s) and signatures 
  *  Notarized letter from landlord 
  *  Utility bill; tax bill for residence in parent/guardian name; landline phone bill  
   (Cell phone bill is not acceptable); TV/cable receipt; or furniture rental receipt  
   *  Paycheck dated within the last two weeks showing address  
  *  Auto insurance ID with address  
  *  Social Security statements or DSS documentation 

2. ___ Copy of child’s Birth Certificate 
3. ___ Immunization Record (signed by a physician or clinical staff / baby books not acceptable proof) 
4. ___ Custody papers, if applicable 
5. ___ Special Education records, if applicable 
 

D.  Complete the Medical Packet.  Submit this packet with the required supporting documentation (see items 6 – 8 
below), prior to the first day of classes if registering for 3PK or UPK*. 

   +Our forms are attached.  Present to your Physician/Dentist for him/her to complete! 
 

6. ___ Physical Exam+ (dated within one year of scheduled school start date)  
7. ___ Proof of Lead Screening 
8. ___ Proof of Dental Screening+  

 
 *If you are registering your child for Kindergarten, upon receipt of your completed Enrollment and 

Registration Forms, you will be supplied with information regarding the next step of the registration 
process, which involves a visit to your child’s new school.  You must present your completed Medical 
Packet to Health Services staff for review at that visit. 

	



 
E.  Applies to 3PK and UPK Registration ONLY.   Keep this page affixed to the Enrollment Form.  DO 

NOT DETACH. 
 

 

	

 
DO NOT DELAY!  APPLICATIONS ARE ACCEPTED ON A FIRST COME, FIRST SERVED 
BASIS – SLOTS ARE LIMITED!!  No applications will be accepted without the required 
documentation.  Should you have any questions, please feel free to contact Mary Cregg, at 255-
8825 or Michelle Kolceski at 255-8613. 

SELECTION CRITERIA: This program is open to all children who turn three years old (3 UPK) or four years old 
(UPK) on or before December 1st, and who live in the Auburn School District. If we receive more applications than 
we have slots available prior to the application cutoff date, children will be randomly selected. Site placement will be 
determined on the basis of daycare, financial income, and parental choice.  
 
INELIGIBILITY:  A child is ineligible for this program if he/she is enrolled in another pre-kindergarten program 
that is supported by public funds, such as a preschool special education program.  Students who are unable to attend 
Pre-Kindergarten 5 days per week, 2 ½ hours	per	day	(half-day	program)	or	5	hours	per	day	(full-day	program),	
for	the	entire	school	year	are	also	ineligible.	

PREFERENCE	FOR	PROGRAM	LOCATION:		
	
The	Pre-Kindergarten	program	will	be	held	at	the	 locations	listed	below.	 	Due	to	 limited	space	at	some	 locations,	the	
District	CANNOT	GUARANTEE	your	choice.			
	
PLEASE	 INDICATE	YOUR	First	 (1st)	and	Second	 (2nd)	CHOICE	ONLY.	 	Also,	please	note	if	 the	site	is	also	the	site	of	
your	child’s	daycare.	

PARENTS/GUARDIANS ARE ENCOURAGED TO VISIT THE SITES BEFORE MAKING 
YOUR SELECTION, AS ALL PLACEMENTS ARE FINAL. 

	

3-YEAR-OLD	Program		

		

Full-Day	Options	

	

____	 Cayuga	Community	College	
____	 Cayuga-Onondaga	BOCES	
____	 Cayuga-Seneca	Community	Action	Agency		
	 (CSCAA)		
____	 E.	John	Gavras	Center	
____	 Montessori	School	of	the	Fingerlakes	
____	 YMCA	
	
Half-Day	Options	

____	 E.	John	Gavras	Center	
____	 YMCA	
	

4-YEAR-OLD	Program		

	

Full-Day	Options	

	

____	 Cayuga	Community	College	
____	 Cayuga-Onondaga	BOCES		
____	 Cayuga-Seneca	Community	Action	Agency		
	 (CSCAA)		
____	 Early	Childhood	Center	
____	 E.	John	Gavras	Center	
____	 Montessori	School	of	the	Fingerlakes	
____	 YMCA	
	

Half-Day	Options	

____	 Westminster	Nursery	School	
	

For	Office	Use	Only	
	
Student Last Name: ______________________    
Student First Name: ______________________ 

3PK     UPK	
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AUBURN ENLARGED CITY SCHOOL DISTRICT 
Universal Pre-Kindergarten and Kindergarten Enrollment Form 
Form 1 of 2 

CHILD MUST BE A PERMANENT RESIDENT OF THE AUBURN ENLARGED CITY SCHOOL DISTRICT 
I. STUDENT INFORMATION (For Student Being Enrolled) 
Grade (circle one):  3 PK    4 UPK     K      
 

Last Name: ________________________ First Name: ________________________ Middle Name: _______________ Suffix: _____ 

Sex: ☐ Male   ☐ Female         Date of Birth: _________________ Proof of Birth submitted with application:  ____________________ 

Address (must be street address): _________________________________________ Apt, Bldg., Other:  _______________________  

City, State, Zip Code: __________________________________________________ Telephone No.:  _________________________  

In which elementary school attendance area does this child reside?  
☐ Casey Park                        ☐ Genesee                            ☐ Herman                 ☐ Owasco       ☐ Seward 
 

II. FAMILY INFORMATION  
PARENT/LEGAL GUARDIAN  

 
PARENT/LEGAL GUARDIAN  

 
Name: ___________________________________________ 
                  First                         Middle                         Last 
Relationship (to child): ______________________________ 
Address (must be street address): 
___________________________ 
Apt., Bldg., Other:  _________________________________ 
City: __________________ State: __________ Zip: ______ 
Home Phone:(     ) ____________ Cell:(     ) _____________ 
Employer: ________________________________________  
Work Phone: (     ) _________________________________ 
Email Address: ___________________________________ 
Authorized to Pick Up:  ☐ Yes         ☐ No 
 

Name: ___________________________________________ 
                  First                         Middle                         Last 
Relationship (to child): ______________________________ 
Address (must be street address): 
___________________________ 
Apt., Bldg., Other:  _________________________________ 
City: __________________ State: __________ Zip: ______ 
Home Phone:(     ) ____________ Cell:(     ) _____________ 
Employer: ________________________________________  
Work Phone: (     ) _________________________________ 
Email Address: ___________________________________ 
Authorized to Pick Up:  ☐ Yes         ☐ No 
 

EMERGENCY CONTACT 1 
(List a person who will assume temporary care if parent/legal guardian is not reachable) 

 
Name: ___________________________________________ 
                  First                         Middle                         Last 
Relationship (to child): ______________________________ 
Address (must be street address): 
___________________________ 
Apt., Bldg., Other:  _________________________________ 
City: __________________ State: __________ Zip: ______ 
Home Phone:(     ) ____________ Cell:(     ) _____________ 
Employer: ________________________________________  
Work Phone: (     ) _________________________________ 
Email Address: ___________________________________ 
Authorized to Pick Up:  ☐ Yes         ☐ No 

EMERGENCY CONTACT 2 
(List a person who will assume temporary care if parent/legal guardian is not reachable) 

 

Name: ___________________________________________ 
                  First                         Middle                         Last 
Relationship (to child): ______________________________ 
Address (must be street address): 
___________________________ 
Apt., Bldg., Other:  _________________________________ 
City: __________________ State: __________ Zip: ______ 
Home Phone:(     ) ____________ Cell:(     ) _____________ 
Employer: ________________________________________  
Work Phone: (     ) _________________________________ 
Email Address: ___________________________________ 
Authorized to Pick Up:  ☐ Yes         ☐ No 

 
PLEASE NOTIFY THE SCHOOL DISTRICT OF ANY CHANGES AS SOON AS THEY OCCUR.  THANK YOU! 

 

 
For office use only 
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III. OTHER FAMILY INFORMATION 
LIST ALL FAMILY MEMBERS LIVING IN THE CHILD’S HOME, INCLUDING ANY CHILDREN NOT YET OLD 
ENOUGH TO ATTEND SCHOOL: 
 

Name        M/F      DOB     AGE   Relationship to Child 
                
                     
                
                 

                
 

HOUSEHOLD TYPE: (Please check the choice that best describes the household situation) 

☐ Single Parent/Female (F)  ☐ Single Parent/Male (M)  ☐ Two Parent Household (T) 

☐ Foster Parent (E)   ☐ Teen Parent (17 years old or younger) (TP) 

☐ Other, please specify: __________________________________________________________________________________ 
 

IV. GENERAL PERMISSIONS 

☐ Yes     ☐ No My son/daughter is permitted to attend all field trips, provided I am informed about them in advance. 

☐ Yes     ☐ No My son/daughter may be pictured in the school newsletter, school brochures, newspaper articles, videos, web, etc. 

V. ADDITIONAL ENROLLMENT INFORMATION 

Do you suspect your child has an educational disability or learning problem?   ☐ Yes         ☐ No 

If yes, please explain _____________________________________________________________________________ or 

Has a Committee of Special Education (CSE) identified the student with an educational disability?  ☐ Yes         ☐ No 
If yes, please explain ____________________________________________________________________________ 

Does the student have a 504 Plan?   ☐ Yes         ☐ No 
If yes, please explain ____________________________________________________________________________ 
 

Is your child enrolled in the Dolly Parton Imagination Library?   ☐ Yes         ☐ No   
If yes, please circle years enrolled:      1 2 3 4 
 

VI. ACADEMIC HISTORY 

The questions below also refer to Pre-School experience.  Please include Pre-School and childcare programs. 
Has the child ever attended an Auburn School?   ☐ Yes         ☐ No 
If yes, which school(s) and in what grade(s)?  School: _______________________________       Grade: ___________ 
Date(s) attended: _____________________________________________________________ 
Name of last school child attended: ________________________________ Name of School District:   _______________ 
School Address and Telephone: ________________________________________________________________________ 
Date(s) last attended: ___________________________________________ Present Grade: ____________________ 
Note: It is no longer necessary to obtain written consent from parents/guardians to request records from other schools. 

★ I attest that the information completed by me on pages 1 – 2 of this enrollment form is    
current, true and accurate. 
 
_____________________________________________  ____________________ 

Signature of Parent/Guardian    Date 

CONFIDENTIALITY PROCEDURES AND REGULATIONS - This 
form will be filed in the student’s permanent record as confidential 
information. The information which has been provided on this form 
is protected by the Confidentiality Regulations cited below:  “The 
family Educational Rights and Privacy Act (1974) prohibits 
unauthorized access to student records and unauthorized release 
of any student record information identifiable by either student 
name or student identification number.” 
 



1 

AUBURN ENLARGED CITY SCHOOL DISTRICT 
Universal Pre-Kindergarten and Kindergarten Registration Form 
Form 2 of 2 

CHILD MUST BE A PERMANENT RESIDENT OF THE AUBURN ENLARGED CITY SCHOOL DISTRICT 
I. STUDENT INFORMATION (For Student Being Registered) 
 

Last Name: ________________________ First Name: ________________________ Middle Name: _______________ Suffix: _____ 

Sex: ☐ Male   ☐ Female         Date of Birth: _________________  

II. STUDENT RACIAL AND ETHNIC IDENTIFICATION  
Directions for Parent/Guardian: 

 
The Auburn Enlarged City School District has adopted a procedure, which requires the collection and 
recording of the ethnic identity of students in the district in accordance with the Federal categories, and 
definitions the information will be used to: 

 
• Report information to the State and Federal Education Departments 
• Plan educational programs and make sure that they are readily available to all students  
• Analyze differences in academic performance, attendance, and completion of school 

 

We need your help in order to accomplish this task.  Please review the Racial/Ethnic definitions listed below.  Put 
a check in the box for the category, or categories, which best describe your child.  We understand the sensitive 
nature of this information and wish to assure you that it will be kept secure and confidential in accordance with all 
State and Federal student privacy laws and regulations.  If the information requested is not provided on this form 
on behalf of your child, a student records officer from the school or district will be required to identify the group to 
which the student appears to belong, identifies with, or is regarded in the community as belonging.  Thank you for 
your cooperation. 
 

Directions for Parent/Guardian: Please answer questions (1) and (2).  Please read them before you respond.  For question 
(1), check the box that best describes your child. 
 

(1)  Is the student Hispanic, Latino, or of Spanish origin?  Hispanic, Latino, or of Spanish origin means a person of 
Cuban, Mexican, Puerto Rican, Central or South American, or other Spanish culture or origin, regardless of race. 

 ☐ YES, Hispanic  ☐ NO, not Hispanic 
  

(2)  Select on or more races from the following five racial groups.  For question (2) check all groups that apply to your 
child; check at least one box. 

☐  American Indian or Alaskan Native: A person having origins in any of the original peoples of North or South 
America (including Central America), and who maintain tribal affiliation or community attachment. 

☐  Asian: A person having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian 
subcontinent (including, for example: Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine 
Islands, Thailand and Vietnam). 

☐  Native Hawaiian or other Pacific Islander: A person having origins in any of the original peoples of Hawaii, 
Guam, Samoa or other Pacific Islands. 

☐  Black or African American:  A person having origins in any of the black racial groups of Africa. 

☐  White:  A person having origins in any of the original peoples of Europe, North Africa or the Middle East. 
______________________________________________  ___________________________ __________ 
Parent/Guardian Signature     Relationship (to registering child) Date 
 
The Family Educational Rights and Privacy Act (1974) prohibits unauthorized access to student records and unauthorized release of any student record 
information identifiable by either student name or student identification number. 

 
For office use only 
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III. STUDENT FOSTER CARE INFORMATION 

Is the student in a foster care placement?   ☐ Yes         ☐ No    
If yes, continue below.  If no, move on to section IV. 

Foster Care 
(Copy of DSS 2999 Form must be supplied at registration) 

 
___________________________________________________________________________  ____________________ 
Case Worker (Name & Contact Information)            County 
 

____________________      ___________________________________________________________________________  
Date of Placement      School District of Residence at Time of Foster Care Placement 
IV. STUDENT HOMELESS INFORMATION 
The answer you give below will help the district determine what services 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 certificates.  Students who are protected under the McKinney-Vento Act may also be entitled to free 
transportation and other services. 

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

 In a motel/hotel 

 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) 

 
PLEASE NOTE:  If ANY box other than “In Permanent Housing” is checked, then the student/family should be immediately 
referred to the MV Liaison.  In such cases, proof of residency and other documents normally needed for enrollment are not 
required and the student is to be immediately enrolled.  After the student has been enrolled, the district/school must contact 
the previous district/school attended to request the student’s educational records, including immunization records, and the 
enrolling district’s LEA liaison must help the student get any other necessary documents or immunizations. 
V. HOME LANGUAGE QUESTIONNAIRE 

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 
English.  Your assistance in answering these questions is greatly appreciated. 
 

1. What language(s) is spoken in the student’s home or residence? _____________________________________ 

2. What language(s) are spoken in most the time to the student in the home? _____________________________ 

3. What language(s) does the student understand? __________________________________________________ 

4. What language(s) does the student speak? ______________________________________________________ 

5. What language(s) does the student read? _______________________________________________________ 

6. What language(s) does the student write? ______________________________________________________ 

7. In your opinion, how well does the student: understand, speak, read and write English? 

                        Understands English:                 Very well _____ Only a little _____ Not at all _____  
                        Speaks English:  Very well _____ Only a little _____ Not at all _____  
                        Reads English:  Very well _____ Only a little _____ Not at all _____  UPK Student _____ 
                        Writes English:  Very well _____ Only a little _____ Not at all _____  UPK Student _____ 
 

★ I attest that the information completed by me on pages 1 – 2 of this registration form is    
current, true and accurate. 

 
_____________________________________________  ____________________ 

Signature of Parent/Guardian    Date 

 

  
 
 
 

CONFIDENTIALITY PROCEDURES AND REGULATIONS - This 
form will be filed in the student’s permanent record as confidential 
information. The information which has been provided on this form 
is protected by the Confidentiality Regulations cited below:  “The 
family Educational Rights and Privacy Act (1974) prohibits 
unauthorized access to student records and unauthorized release 
of any student record information identifiable by either student 
name or student identification number.” 
 



 
 
AUBURN ENLARGED CITY SCHOOL DISTRICT 
Universal Pre-Kindergarten and Kindergarten MEDICAL PACKET 
 
This packet contains the following forms: 
 
For your information . . . . 
 
*  Letter to Parents/Guardians from AECSD Nursing Supervisor 
*  District Medication Policy 
 
To be completed by Parent/Guardian . . . .  
 
*  Pre-Kindergarten and Kindergarten Registration Health Form  
*  Health Insurance Coverage Form  
*  HIPPA Form 
 
To be completed by Physician and Dentist and submitted by Parent/Guardian . . .  
 
*  Health Appraisal Form (Physical Form) 
*  Dental Health Certificate 
 
IF YOUR CHILD IS REGISTERING FOR UNIVERSAL PRE-KINDERGARTEN (3PK / UPK) 
 
Please complete the forms referred to above, and along with the items listed below, return to the District with 
your completed Enrollment and Registration Forms or at least prior to the first day of classes: 
 
Physical Exam 
Proof of Lead Screening 
Proof of Dental Screening 
 
 
IF YOUR CHILD IS REGISTERING FOR KINDERGARTEN  
 
Upon receipt of your completed Enrollment and Registration Forms, you will be supplied with information 
regarding the next step of the registration process, which involves a visit to your child’s new school.  You must 
present your completed Medical Packet to Health Services staff for review at that visit. 
 
The Medical Packet includes: the forms referred to above, along with the items listed below: 
 
Physical Exam 
Proof of Lead Screening 
Proof of Dental Screening 
 
 
 
 
 
 
 

 



 
 
Dear Parents/Guardians of Pre-Kindergarten and Kindergarten Students: 
 
Welcome to the beginning of an exciting adventure – the start of your child’s formal education!  New York 
State Public Health Law, Section 2164 mandates that schools shall not permit a child to be admitted to school, 
unless the parent provides the school with a certificate of immunization or proof from a physician that their 
child has been immunized.  Immunizations must be documented and signed by a health care provider or health 
department.  Baby books are no longer accepted as proof of vaccination.  All documentation must specify the 
exact date each immunization was administered.  Your child will not be permitted to attend school without the 
necessary verification of immunizations. 
 
Most Pre-Kindergarten students will require additional vaccinations prior to the start of Kindergarten.  Please 
contact your health care provider to make these arrangements. 
 
In addition to vaccinations, New York State Law also requires the parent/guardian of any child entering a Pre-
Kindergarten/Kindergarten program to provide the school district with a report of a medical examination, 
signed by a licensed health care provider.  This exam must be current and not done more than twelve months 
prior to the commencement of the school year.  Proof of lead testing and a dental health certificate containing a 
report of a comprehensive dental examination are also required.   
 
Thank you for your attention in this matter.  Have a wonderful school year! 
 
Sincerely, 
 

 
 
Caren Radell, RN 
Supervisor of Nursing and Health Services 
 
 

 
 
 
 
 

Updated: 01/24/2017 

 



 

AUBURN ENLARGED CITY SCHOOL DISTRICT 
School Health Services 

 
 
To:  Parent/Guardian 
 
From:  School Health Services 
 
Re:  Administration of Medication in School 
 
The policy for students receiving medication in school is as follows: 
 

1.  NO MEDICATION WILL BE GIVEN IN SCHOOL WITHOUT A 
WRITTEN PHYSICIAN’S ORDER.  This order must include the student’s 
name, name of medication, dosage, time and dates to be given.  The label on the 
medicine bottle is not sufficient. 

 
2.  A WRITTEN REQUEST FROM THE PARENT FOR THE SCHOOL 

HEALTH OFFICE TO ADMINISTER THE MEDICATION MUST BE 
PROVIDED. 

 
3.  Medicine arriving in school in unmarked containers, baggies, etc., will not be 

given.  The medication must be in its original container. 
 

4.  The medication should be delivered to the school by the parent/guardian. 
 

5.  Do not send aspirin or other single dose medication to school with your child.  
These medications will not be administered without fulfillment of the 
requirements stated above.  This also includes cough drops. 

 
6.   The medication will be kept in the school health office throughout the time it is to   

be administered.  
 

7.    Parents will be contacted to make arrangements to pick up discontinued or unused  
   medication.           
            
 8. Medications must be picked up at the end of the year or they will be discarded. 
 

9. New physician orders for medication administration are required for each school 
year. 

 
If, at any time, you have questions or concerns regarding the administration of medication, or 
this procedure, please contact your school health office. 
 
Thank you for your cooperation. 
Updated 10/2009 



AUBURN ENLARGED CITY SCHOOL DISTRICT 
SCHOOL HEALTH SERVICES 

Pre-Kindergarten and Kindergarten Registration Health Form 
 

 
Student Last Name: __________________________ 
 

Student First Name: __________________________ 

Date of Birth: _______________________________ Place of Birth: _______________________________ 
 

Sex:     M____      F____ Grade: (circle one)    3PK       UPK       K School: ______________________ 
 

Student Address: __________________________________________________________________________ 
 
In case of accident or illness, it is mandatory that you provide the following information for emergency calls: 
Name Last First Address Home/Cell Phone Work Name Work Phone 

Mother       
Father       
Step Parent       
Step Parent       
 
List TWO persons (relatives/babysitter/neighbor) who will assume temporary care of your child if you cannot be reached: 
Name Relationship Address Home/Cell Phone Work Name Work Phone 
      
      
 
Physician Name: ______________________________  Dentist Name: ______________________________ 
 
MEDICAL HISTORY  
Has child, or any immediate family member (Parents/Grandparents) had a history of:      
 
Diabetes ________________________________________________________________________________ 
Heart Disease ____________________________________________________________________________ 
Seizures ________________________________________________________________________________ 
Sickle Cell Trait __________________________________________________________________________ 
Sudden Cardiac Death _____________________________________________________________________ 
 
Has child had: (Provide dates) 
 
RSV ______________________________________  Scarlet Fever ______________________________ 
Chicken Pox ________________________________ Rheumatic Fever ___________________________ 
Pneumonia _________________________________ Pertussis _________________________________ 
 
Surgery ____________________________________ Serious Injury _____________________________ 
Broken Bones _______________________________ Head Injury _______________________________ 
Loss of Consciousness ______________________________________________________________________ 
 
Does child have any problem with: 
 
Constipation ___________________  Diarrhea ________________  Bedwetting ______________  
Frequent Urination ______________  Is your child potty trained_________________________________  
 
Does child contract frequent: (More than 4-5 per year) 
 
Sore Throats/Strep Infections _________________________________________________________________ 



Earaches/Ear Infections _______________________________  Under care of Dr. ______________________ 
 Tubes in ears __________________________________ Date of insertion ______________________ 
Skin Rashes/Eczema _______________________________________________________________________ 
Headaches __________________________________________ Stomachaches ________________________ 
 
Does child have: 
 

Asthma/Wheezing ________________________________________________________________________ 
Under care of Dr. ___________________________________   Medication _____________________ 

 

Allergies: (circle all that apply) Food  Insect bites   Medications  Other 
Describe allergens/reactions: ________________________________________________________________ 
Has child ever been stung by a bee?  Yes ____ No ____   
If yes, describe reaction: ____________________________________________________________________ 
 

Heart Murmur ______________________________ Under care of Dr. _________________________ 
 

Seizure Disorder ____________________________  Under care of Dr. _________________________ 
 Medication __________________________  Date of last seizure _______________________ 
 

Vision Problems _________________________________________________________________________ 
 Under care of Dr. _____________________  Glasses: Yes ____ No ____   
 Last appointment _____________________ 
 

Hearing Problems _________________________________________________________________________ 
 Under care of Dr. _____________________  Hearing aids: Yes ____ No ____   
 Last appointment _____________________ 
 

Are there any other medical problems or concerns that the school should be aware of: ___________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 

Does child take any medication on a regular basis? _______________________________________________  
________________________________________________________________________________________  
 
In case I cannot be reached, I authorize the Auburn School District to render such treatment as may be necessary in an emergency for 
the health of my child.  I give my permission to the school official in charge to obtain the services of the nearest ambulance, rescue 
service, family physician on record, or other physician if my own is not available, to provide immediate and necessary care.  This form 
will be utilized for the current school year.  The information will be shared with appropriate instructional staff, the transportation 
department, and Health Services.  It will also be available on field trips and in the event of an emergency will be given to emergency 
personnel. 
 
Date: ____________ Signature of Parent/Guardian X _________________________________________________________ 
 
* If any of the above information changes during the course of the school year, please notify the School Nurse, as soon as possible.  NYS Education Law requires 
school districts to have on file signed instructions for emergencies from parents/guardians. 
 
For Office Use Only Reviewed by: (Nurse) ___________________________ 

Date of Interview/Form Completion:   _____________ If Kindergarten Registrant, did parent/guardian provide: 

Physical Exam   
Dental Certificate 
Immunizations 

___ 
___  
___ 

Date of Exam:_________________ 
Date of Exam: ________________ 
Up to date: ___________________ 

___ 
___  
___ 
___ 

Release of Information signed 
Renewed-Received Emergency Action Plan (date: ____) 
Reviewed and Received Medication Policy and Order Sheet 
Reviewed Immunizations, Physical and Dental requirements 

Revised: 01/24/2017 



 
 

NYSED requires an annual physical exam for new entrants, students in Grades K, 2, 4, 7 and 10, sports, working permits and  
triennially for the Committee on Special Education (CSE) 

AUBURN ENLARGED CITY SCHOOL DISTRICT HEALTH APPRAISAL FORM 
 

Name: __________________________________________ Date of Birth _____________________________ 
 
School: ______________________ Gender:         M         F    Grade: _________________________________ 
 
 
 
     Immunization record attached   Sickle Cell Screen:       Positive      Negative       Not done   Date: ________  
    No immunizations given today   PPD:                Positive      Negative       Not done   Date: ________ 
     Immunizations given since last Health Appraisal: Elevated Lead          Yes  No         Not done   Date: ________ 
       Dental Referral          Yes  No         Not done   Date: ________ 
____________________________________________________________________________________________________________ 
 
Significant Medical/Surgical History:           See attached ______________________________________________________________ 
____________________________________________________________________________________________________________ 
 
Specify current diseases:  Respiratory Diabetes:        Endocrine            Cardiac                   Neurological 
     Other: _____________________________________________________________________________ 
       See attached 
Allergies:       LIFE THREATENING  Food: _____________ Insect: ____________ Other: _____________ 
         Seasonal    Medication:____________________________________________________ 
         NKDA 
 
 
 
Height: ____________  Weight: __________  Blood Pressure: ____________ Pulse: ___________Date of Exam __________________ 
                       Referral 

             
             
             
             
             
   

      EXAM ENTIRELY NORMAL    Tanner:    I.     II.     III.     IV.     V.     Scoliosis:      Negative      Positive: ________________ 
Specify any abnormality (use reverse of form if needed): ________________________________________________________________ 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
 
 

 
Medications (list all):                  None             Additional medications listed on reverse of form 
 
Name: _____________________________________________________  Dosage/Time: ______________________________________ 
 
Name: _____________________________________________________ Dosage/Time: _______________________________________ 
 
I assess this student to be self-directed        Yes        No   Student may self carry and self administer medication          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. 
 
 
    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-county, 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: ______________________ 
Provider’s Signature ___________________________________________________  Phone: _____________________ 
Provider’s Name/Address: ______________________________________________   Date: ______________________ 

Provider’s Stamp                                                                                            This exam complies with NYSED requirements above and is valid for twelve months,  
with the exception of any illness or injury lasting more than  five days that will require  

review by private healthcare provides and the school medical director. 

IMMUNIZATIONS / HEALTH HISTORY 

PHYSICAL EXAM 

Body Mass Index:  ____ _____ . ____ 
Weight Status Category (BMI Percentile): 
         less than 5th                   5th through 49th              50th through 84th  
          85th through 94th         95th through 98th         99th and higher 

Vision – without glasses/contact lenses  
            - with glasses/contact lenses 
 
Hearing          Pass 20 db sc both ear or:  

R 
 
 
R 

L 
 
 
L 

 
 
 
 
 
  

MEDICATIONS 

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



 
 



 
 
 
 
 
 

RELEASE OF INFORMATION FORM TO ASSIST PARENTS IN OBTAINING 
HEALTH INSURANCE COVERAGE FOR THEIR CHILDREN ATTENDING AUBURN ENLARGED CITY 

SCHOOL DISTRICT 
 
 
The purpose of this release is to allow the Cayuga County Health and Human Services (CCHHS) 
Department, Auburn Enlarged City School District (AECSD), and the Cayuga-Seneca Community Action 
Agency (CSCAA) to better assist you and your children to get and maintain health coverage through the 
Marketplace. 
 
By signing this release you will be allowing CCHHS, AECSD, and CSCAA to share the confidential 
information listed below.  This information may be further disclosed to the Cayuga County Health and 
Human Services Department and navigators at CSCAA so they can also assist in ensuring your 
child(ren)’s uninterrupted coverage.  A navigator is someone who can assist you to enroll in a health 
insurance plan. The information will only be shared to the extent that it is necessary or helpful to 
achieve this goal. 
 
The information disclosed will be limited to: 
 

• My name and names of persons living in the household. 
• Phone number 

 
Child’s Name:  _______________________________  School:  __________________________ 
 
Child’s Name:  _______________________________  School:  __________________________ 
 
Child’s Name:  _______________________________  School:  __________________________ 
 
 

 
My child(ren) have health insurance at this time:  ❑ Yes ❑ No 

 
 
 

RELEASE 
 

I hereby give CCHHS, AECSD, and CSCAA permission to share the above information between 
themselves on my behalf.  I also give my permission to the AECSD to share this information to CCHHS 
and CSCAA, only to the extent of helping me get or maintain my health insurance coverage.  I understand 
that any information released on my behalf may not be further disclosed without my written permission. 
 
I may revoke (cancel) this release at any time by writing AECSD, Caren Radell, Nurse Supervisor, 78 
Thornton Ave., Auburn, NY  13021.  Such revocation will not affect any previous actions already taken. 
 
 
_________________________________________ ______________   __________ 
(Signature of Parent/Guardian or Student over 18) (Phone Number)   (Date) 
 
_________________________________________ ______________________________ 
(Print Name)      (Relationship to student) 
 
 
!  I do not wish to participate in this insurance program.  (Optional) 
 
 

For Office Use Only   Attn: Health Services Department – please forward 
completed document to Central Registrar, District Offices. 
 
_____ Reviewed by Registrar 
  
 Forwarded to Student Services:  Yes _____     No _____ 



 

 



 


