BERLIN TOWNSIIP SCHOOL DISTRICT
125 GROVE AVENUE, WEST BERLIN, NJ 08091
Phone: (856) 767-9480 Fax: (856) 767-8235

Student Name: Date;

In order that the requirements of various State and Federal faws are

met, the following information is necessary for the registration of
students in the Berlin Township School District:

1. RESIDENCY REQUIREMENT

If the student is the child of a parent or suardian, or an adult student, whose permanent home is in the Berlin
Fownship School District or if the student is living with a parent or guardian temporarily residing within the

Berlin Township School District, even if the parent has a domicile elsewhere — please provide, if possible,
I'YWVO or more of the following:

Property tax bills, deeds, contracts of sale, leases, mortgages, signed letters trom landlords and other evidence of
property ownership, tenancy or residency.

Voter registrations, licenses, permits, financial account information, utility bills, delive

personal attachment to a particular location.

Court orders, State agency agreements and other evidence of court or agency placements or directives.

*  Recepts, bills, cancelled checks and uther evidence of expenditures demonstrating personal attachment to a particular
location, or, where applicable, 1o support of the student.

Medical reports, counselor or social worker assessments, employment documents, benefit statements, and other evidence

ot vircurnstances demonstrating, where applicable, tamily or economic hardship, or temporary residency.

¢ Affidavits, certitications and swom attestations pertaining to statutory criteria for school attendance, from the parent,

yuardian, person keeping an “affidavit student,” adult student, person(s) with whom a family is living, or uthers as
ippropriate.

*  Documents pertaining to military status and assignment,
*  Any husiness record or document 1ssued by a governmenial entity,
*  Any other torm ot documentation relevant to demonstrating entittement to attend school.

ry receipts, and other evidence of

Please Note: [he forms of documentation may demonstrate your student’s eligibility for enrollment in the district.
['he totality of information and documentation you offer will be considered in evaluating an application, and, unless
cxpressly required by law, the student will not be denied enroliment based on your inability to provide certain form(s)
of documentation where other acceptable evidence is presented. You will not be asked tor any information or
Jocument protected from disclosure by law, or pertaining to criteria which are not legitimate bases tor determining
cligibility to attend school, You may voluntarily disclose any document or information you belicve will help establish
that the student meets the requirements of law for entitlement to attend school in the district, but we may not, directly

or indirectly, require or request: income tax retums, documentation/information  relating to citizenship or
iminigration/visa stalus or social security numbers.

It the student’s parents are domiciled in different districts, recardless of which
copy of a court order or wnitten
Mtendance,

parent has custody, please provide a
agreement between the parents of the student designating the district tor school

If the student resides with a Berlin Fownship School District resident (other than a parent or guardian),

please provide ALL of the following:
*  Student Residency Form tineluded in this registratton packet).

*  \swom satement from the student's parent or quardian, together warh documentation 1o support ity vahdity, that he or

he 15 not capable of supporting or providine care for the student due to famuly or economic hardship and the student is

not residing with the Berlin Townsiup School Distnet resident solely tor the purpose of recerving i Iree public cducanon.
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* A sworn setemient {rom the person keeping the swudent hat he or she s domicied within the school district, is

upporting the child wathout remuneration and intends 1o do <o for a time fonger than the school term, and will assume
1 personal obligations for the student pertaining to school requirements and a copy ot his or her lease 1f 3 tenant, a
sworn landlord’s stalement if residing a3 o tenant without written fease, ora mortgage or tax bl if an owner,

Please Note: A student will not be considered ineligible because required swom statements(s) cannot be obtained, so
long as evidence is presented that the underlying requirements of the law are being met. A student will not be
constdered ineligible when evidence is presented that the student has no home or possibility of school attendance
other than with a non-parent district resident who is acting as the sole caretaker and supporter of the student. A
student will not be considered ineligible solely because a parent or guardian provides gilfts or limited contnbutions,
financial or otherwise, toward the welfare of the student, provided that the resident keeping the student receives no
payment or other remuneration from the parent or guardian tor the student’s actual housing and support. Receipt by
the resident ot social security or other similar benetits on behalf of the student do not render a student ineligble. 1t is

not necessary that guardianship or custody be obtained before a student will be considered for enrollment on an
“attidavit” basis.

DOCUMENTATION OF RELATIONSIHIP TO STUDENT

¢ Parent - Provide a cernlied copy of the student’s birth certificate (within thirty days ot registration)
e [egal Guardian - Provide otticial records appointing the student’s legal yuardian

Foster Parent - Provide oificial records from the agency appointing the student’s foster parent

s Domicile Affidavit (signed by Berlin [ownship resident)

e Affidavit of Non-Support { signed by Parent - corresponds with above)

DOCUMENTATION OF GRADE PLACEMENT

Please provide one or more of the following items as documentation of grade placement:
¢ Transfer Card

e Current Report Card
+  (ficial Transcript

Please Note: Absence of a student’s prior educational record does not aftect a student’s eligibility to enroll in school,

although the initial educational placement of the student may be subject to revision upon receipt of records or turther
assessment by the District.

DOCUMENTATION OF HEALTH

Please provide one of the tollowing items as documentation of health:
¢ lmmunization Regord

¢ Religious Exemption Letter

Please Note: \bsence ol student iedical information does not atfect a student’s cligibility to enroll in school,

although actual attendance at school may be deterred as necessary in compliance with rules regarding imumunization
of students.

Anv persun who frandulently allows u child of anatlier person to use his residence and is not the primary inancial supporter of that child .AND anv person
w he fraudulently ciaims to have viven up costody of his child (o a person in another district commits a disorderly person offense. 1t 15 illeanl for any person to
mike a false statement o this ferm i an aitempt to cause the Berlin Tawnship School Bisirict fa provide a tree education to 3 person uader Talse pretenses,

1t is illegal tar any person (o otfer o written iostrnment that containg a lalse statement or Talse inlorniation 1o the Derlin Towaship School Distriet in an
dtempt to secnre a bree educiation.,
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TR STUDENT REGISTRATION FORM

{For office use only)
LID Number: SID Number:

School Start Date:

S BASIC INFORMATION - PARENTS/GUARDIANS - PLEASE COMPLETE

STUDENT NAME (as it appears on birth certificate):

L ast First Middle

2. GENDER (circle one): MALE I'EMALE

3. DATE OF BIRTH:

Sulfix

4. CITY OF BIRTI:

5. STATE OF BIRTH:

6. COUNTRY OF BIRTH:

7. PRIMARY LANGUAGE SPOKEN IN HOME:

3. HOME PHONE NUMBER:

9. CELL PHONE NUMBER:

i0. HOME ADDRESS:

ti. MAILING ADDRESS (if different from above):

12. STUDENT'S PREVIOUS MAILING ADDRESS:

i3, FATIHER'S FULL NAME:

4. MOTHER'S FULL NAME:

15, MOTHER"S MAIDEN NAME:

16, GUARDIAN'S FULL NAME (if applicable);

17, IE GUARDIAN, WHAT IS YOUR RELA TIONSTIP TO THE STUDENT?

18, LEGAL OR CUSTODY PAPERWORK INVOLVED FOR STUDENT {vircle one):




. NAME OF PREVIOUS SCIIOOL ATTENDED:

i~
.

ADDRESS OF PREVIOUS SCUOOL ATTENDED:

3. PHONE NUMBER OF PREVIOUS SCHOOL ATTENDED;

4. IS YOUR CHILD CLASSIFIED BY THE CIILD STUDY TEAM? (circle one)

YES NO

5. IEYOU ANSWERED YES TO THE ABOVE, WHAT IS THEIR CLASSIFICATION?

OTHER (The information that is requested below is required by the State Department of Education. The State
Depastment of’ Education has started a new initiative to track background information and test scores for each child
enrolled in public schools across the state, NJ Standards Measurement and Resource for T eaching (NJSMART)
mformation will be collected by the State each year. {t is pertinent that we have this information for the completion of
our reports. )

l. CHILD'S ETHNICITY:

HISPANIC OR LATINO (circle one): YES NO

2. CHILD'S RACE (please circle all that apply):

American Iadian or Native BBlack or African American
\sian Caucasian
Native American or Other Pacific Islander Other;

3. HEALTH INSURANCE:

Does your child(ren) have any health insurance meluding NJ FamulyCares Medicaid, Medicare, private or other?
YIS NO

II'so, who 1s your insurance provider (1 ActnarHorizon, cte):

I"no". may a representative of NJ FamilyCare contact you? YES N()

Written consent required purswant to 20 VLS C1232¢b) 1) and 12 C.E.R. 9y by,
NI FamilvCare provides free or low cost health insurance tor uninsured children and certain low income parents.
or more mtormation visit sy Lty wste org wo apply online or il 1-800- 01-H710,



4+ MILITARY CONNECTED STUDENT INDICATOR:

Please check the appropriate description below, please only check ONE description:

Not Military Connected - Student ts not military connected

Active Duty - Student is a dependent of a member of the Active Duty Forces
(tull time} Army, Navy, Air Force, Marine Corps, or Coast Guard

National Guard or Reserve - Student is a dependent of a member of the

National Guard or Reserve Forces {Army, Navy, Air Force, Marine Corps
ur Coast Guard)

Please PRINT your name here:

Please SIGN your name here:

Date:

Berlin Township Before and/or After School Childcare Program
C.A.R.E. {Children’s Afterschool Recreation Education)

C.A.R.E. Is a convenient and reasonably priced before/after school program for ages PK - 8" grades
located in the John F. Kennedy School,

C.A.R.E. provides a healthy snack, homework time and help, age appropriate games, ocutdoor activities,
crafts, trips and more.

If interested, please call: Charlotte Cohen, C.A.R.E. Supervisor — [609) 929 -4271



Dear ParentGuardian,

Please answer the following questions so we may better meet your child’s individual needs.

Child” Name Feacher
Family Doctor Telephone Number
I. Does your child take medication on a regular basis? 1o yes If yes, please indicate the

[

0.

L

exact name of the medication, reason it was prescribed and by whom:

Does your child wear any corrective devices? Eye glasses contacts
dental retainers braces other
Does your child have any hearing problems or hearing loss __hearing aid?

[{as your child had tubes inserted into the ears by a physician to alleviate tluid and ear infections?
no yes
It yes, when? Doctor’s Name

Is your child allergic to:

pollen reaction
{plant)
_____insect sting reaction
(insect)
food products reaction
{food)
_____medication reaction
(medication)
other reaction
(describe)
Does your child react severely to any ot the above? no yes, explain
[t an cpi-pen may be needed, will you give permission for this to be delegated? no yes
Does your child have asthma, diabetes, seizures,  anxiety, _ depression?
Will your child require any medication during school for any of the above no yes!

If yes, explain

Does your child have any medical condition(s) that would limit normal school activity, including
physical education and play periods? no yes, explain

Please list any other medical problems of which I should be aware of

10. Has your child had any broken bones? Please state what bone and year of break.

-

WUST BE RETURNED ON THE FIRST D.1Y OF SCHOOL (OVER)



Berlin Township Schogls
Yearly Medical Update

Child's Name: Grade/Teacher:
Family Doclor: Office #:
1. Does your child take medication on a regular basis? Yes No. If yes, please

indicate the exact name and reason:

Does your child wear glasses? Yes No.

PLEASE LIST ANY MEDICAL PROBLEMS, INCLUDING
ALLERGIES:

Does your child have specific food allergies? Yes No. If yes, please
describe:

Does your child require an epi-pen for any allergies? Yes No., If yes, please
explain:

Does your child have any physical limitations? Yes No. If yes, please
explain:

Please list the telephone numbers in order of importance to call between 8:00am and 3:00pm in
case your child is sick and needs to be picked up from school. These are the 1* numbers we will
use in case of an emergency.

Name/Relationship Phone Number

| GIVE PERMISSION FOR PERTINENT MEDICAL INFORMATION TO BE SHARED WITH
APPROPRIATE STAFF IN ORDER TO ENHANCE YOUR CHILD'S EDUCATION AND SAFETY.

YES NO Parent/Guardian Signature:

**Please see other side {over)



Health Screening Permission Form

The State of NJ requires schools to perform yearly health screenings. The
purpose of these screenings is for early detection of problems which may affect your
child’s health and/or learning. Listed below are the screening services that are provided
at each grade level. Please inform the school nurse in writing if you do not wish for your
child to participate in these services.

Height/weight/Blood Pressure — Grades K-8"
Vision Screening — Grades K, 2,4,6, & 8
Hearing Screening — Grades K,1,2,3,&7

Scoliosis Screening - Grades 5 & 7

Please contact your school nurse if any of the above information has changed.
We look forward to a happy and healithy year with your student. By signing below, |
agree all medical information is up to date and give permission for my student's yearly
screening.

Parent/Guardian
Signature Date

(OVER)



Child’s Name:

U LROUNAL MEALLH HISTORY

IlIness of mother during
pregnancy

Birth Weight

Complications of delivery
ex, Cesarean section

Difficulty soon after birth
Walked alone when
Said a few words when
Has child had?
Measles

Mumps

Rubella

Chicken Pox
Rheumatic Fever
Asthma or wheezing
Pneumonia/bronchitis
Frequent sore throats
Frequent ear infections
Trouble with hearing

Trouble with speech

Allergies

[requent vomiting/diarrhea
T'endency to bleed easily
Eczema or hives

(Convulsions or other seizures

[nusual nervousness

NO
lbs
months old.
months old.
NO
NO

Date of Birth:
YES
02
YES DATE
YES



Nail biting or Mumb sucking
Nightmares or trouble sleeping

Breath-holding or temper tantrums

Difficuity with toilet training or bed wetting

Any severe injury or operations (specify)

History of heart murmur

Other (please specify):

Relation:

Father

Mother

Brother(s)

Sister(s)

HISTORY

Has any relation ever had?

Significant allergy
Rheumatic fever
Heart disease
Diabetes
Tuberculosis
Convulsive disorder
Mental illness

Cancer

RL0

Year of Birth:

180

State of Health:

NO YES

RELATIONSHIP

(over please)



NOTE: PLEASE REMOVE ALL INFORMATION IN THIS BOX BEFORE USING THIS FORM; UPDATE THIS FORM TO
REFLECT THE NEEDS AND SPECIFICS PERTAINING TO YOUR DISTRICT. This form is an example of what most districts in
Texas have found useful to include in their student enroliment packets to help identify students in homeless situations as required by
the McKinney-Vento Homeless Assistance Improvements Act, 42 U.8.C.11435. Answers to this residency information help
determine the services the student may be eligible o receive. This form is adapted from one developed by Cypress Fairbanks ISD.

Name of School
Name of Student: Sex: O Male
Last First Middle {1 Female
Birth Date / / Age:
Month / Day / Year NISMART Student Identification Number

Supplied by Schoo! District

This questionnaire is intended to address the McKinney-Vento Act 42 U.S.C. 11435, The answers to this
residency information help determine the services the student may be eligible to receive.

1. Is your current address a temporary living arrangement? Yes No
2. Is this temporary living arrangement due to loss of housing or economic hardship?
Yes No

H you answered YES to the above questions, please complete the remainder of this form.
If you answered NO, you may stop here.

Where is the student presently living? (Check one box.)

O Inamotel

O In ashelier

[ With more than one family in a house or apartment

O Moving from place to place

O Inaplace not designed for ordinary sleeping accomodations such as a car, park, or campsite

Name of Parent(s)/Legal Guardians(s)

Address Zip Phone

Presenting a false record or falsifying records is an offense under Section 3 7.10, Penal code, and enrollment of the child
under false documents subjects the person to liability for tuition or other costs. TEC Sec. 25.002(3)(d).

Signature of Parent/Legal Guardian Date

Please send a copy to at the Central Office,
Fax: @xx-xxXX-XXIX

I certify the above named student qualifies for the Child Nutrition Program under the provisions of the
McKinney-Vento Act.

Date McKinncy-Vento Liaison Signature

Resource Packet - page 47




Yledicaid Notification
Regarding Parental Consent

Background: The State of New Jersey las participated in a Federal program, Special Education Medicaid Initiative
(SEMD, since 1994, The program assists school districts by providing partial reimbursement for medically-related
-ervices listed on a student’s Individualized Educational Program (IEP).

['he SEMI program is under the auspices of the New Jersey Departinent of the Treasury through its collaboration with the
New Jersey Department of Education and New Jersey Division of Medicaid Assistance and Health Services.

In 2013, the regulstions regarding Medicaid parental consent tor school-based services changed. Now the regulations
yequire that, prior to accessing a chitd’s public benetits or insurance for the first time, and annually therealter, school
districts must provide parents/suardians written notitication and obtain a one-time parental consent.

Is there a cost lo you?
No. TEP services are provided (o students while at school at ne cost to the parentsuardian.

Will SEMI claiming impact your family’s ¥Medicaid benefits?
[ he SEMI program does not impact a family’s Medicaid services, tunds, or coverage limits, New Jersey operates the

school-based services program dilterently than the family’s Medicaid program. The SEMI program does not aflect your
Family’s Medicaid benetits in any way.

What type of services does the School-Based Services program cover?
* Evaluations

Speech Therapy

» Occupational Therapy

Physical Therapy

Psychulogical Counseling

« Audiology

= Nursing

Speciatized Transportation

What tvpe of informaiion abont your child will be shared?
L order o submit claims tor SEMI reimbursement, the lollowing types ol records may be required: Birst name, last name,
middle name. address, date ot birth, student 1D, Medicaid [D. disability, service dates and the type of services delivered.

Who will sce this information?

InJormation about your cild’s special education program may be shared with the New Jersey Division of Medicaid
Assistance and ealth Services and its alfiliates, including the Departiment of the Freasury and the Department of
Education for the purpose of verilfying Medicaid elizibitity and submitting claims.

What il you ¢change your mind?

You have the right to withdraw consent to allow tor Medicaid billing at any time by contacting the school in which your
chidd is eorolled,

Will your consent or refusal to consent affect your child's services?

Moo Your school district s stll requared to provide services to your chuld purswant 10 his or her 1EP, resardless of yvour
Medicad eligibility status or your wallineness to consent for SEMI billing,

What if vou have questions?

Please call your school district’s Special Education departinent with goestions or coneerns. or 1o obtain a copy ol the
parental consent form,

“Aethod of Delivery: {check one) ___Mailed to parent(s) Emared to parent(s) [EP meeting ¢ Hand Delivered



~—~_ BERLIN TOWNSHIP SCHOOL DISTRICT

FHuster Administrative Building

(‘__] 2235 (Grove Avenue
\ West Berfin, New Jersey 08091
i (856} 767-9480
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T e R “Fducating Uoday for Tomorrow’s Suceess”
SUPFRINIENDEN T OF SCHOOLS BUSINLSS ADMINISERATOR SUPTRVISOR OF SPECLAL SERVICES
U Lads the Austermuhl Sewan Stoddart

Rt Bradw ved
Special Education Medicaid Initiative (SEMI) Parental Consent form

Our school district is pacticipating 0 the Special Education Medicaid foitiative (SEMI) program that
Alows school districts to bill Medicaid for services that are provided to students,

L1 accordance with the Family Educational Rights and Privacy Act, 34 CFR §99.30 and Section 617 of
the TDEA Part 3, consent requirements in 34 CFR $300.622 require a ome-time consent before accessing
public beaeftits.

i his consent establishes that vour chifd's personally identiftable information. such as student records or
information about services provided to your child, including evaluations and services as specified in my
child's Individualized Education Program (1EP) (occupational therapy, physical therapy, speech therapy,
psychological counseling, audivlogy, nursing and specialized transportation.) may be disclosed to

Medicaid and the Department o' the Treasury for the purpose of receiving Medicaid reimbursement at the
school district.

\s parent/guardian ol the child named below, | give permission to disclose information as deseribed
ibove and 1 understand and agree that Medicaid may aceess my child's or my public benetits or insurance
to pay lor special education or related services under Part 300 (serviees under the IDEA),

{ understand that billing for these services by the district does not impact my ability o aceess these
ervices for my child ontside of the school setting, nor will any cost be incurred by my fanuly including
so-pays, deductibies, foss of eligibility or impact on liletime benetits,

{ hild's Name:

¢ hild's Date of Birth:

Parent/Ouaedian:

Pate:

I ave consent to bl for SEMT;

Yes
No

Hhis consent can be revoked atany time by contacting the admustestor at vour chald's schon,
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PERMISSION TO RELEASE ALL STUDENT RECORDS TO:

Berlin Township School District
Huster Administration Building
125 Grove Avenue
West Berlin, NJ 08091
ATTN: RECORDS

[Last Schoul Attended:

Schoot's Mailing Address:

City, State, Zip

['he foltowing student has enrolled in Berlin Township School District on:

NAME:

GURADE

DATE OF BIRTH

1 give permission for you to release the records tor the student indicated above. (Nute permission is not required under
NIAG)

| understand under the Federal No Child Left Behind requirements, { must now also authorize the release of my
child’s discipline records to be included with the release of my child’s permanent records, and my signature below
ndicates my authorization and permission 10 release the records to the above-mentioned school as soon as possible.

Parent Cruardian Hignature | Yt

e Aecording to New Jersey Adminisirative Code 6:3-2.1 10 2.8, “Mandated puptl records shail be jorwarded 1o the recerving
fnerict.... . Cumulative Folder, Health Records, Grade-to-date, Chitd Study Team Records, Test Results and uany ether
mandated records on the pupil listed above us soom as possible.

“Educating Toduay For Tomorrow's Success :



