
PORT JERVIS CITY SCHOOL DISTRICT    
 
 
 
 
 
 
 
 
 The Port Jervis School District welcomes you.  We are looking forward to helping prepare your 
student for an exciting educational experience.  Registration is held 8:00 A.M. to 11:00 A.M. Monday 
through Friday, pre-school registration is held on Friday only 8:00 A.M. to 11:00 A.M.  The parent /legal 
guardian must be present at the time of registration.   The following documents are required at time of 
registration: 
     Proof of Residency 
 

• If you own your home, you must provide a current tax bill or mortgage statement (your 
names and address must appear on the bill) and two other proofs of address (license, 
utility bill, etc.) 

• If you rent your home, you must supply a copy of the signed lease agreement with the 
term listed, and two other proofs of address. 

• If you rent without a lease, you must fill out the landlord affidavit, have it notarized, and 
submit two additional proofs of physical address. 

  
In all cases above, a post office box is not an acceptable address. 
 

     Proof of Birth 
 

• You must provide an original (not copy) of a birth certificate, a passport or visa is also 
acceptable. 

 
     Proof of Immunization    (with official stamp or signature of health care provider) 
 
     Special  Circumstances 
 

• Custody issues – please provide appropriate documentation. * 
 

• Special needs – please bring a copy of I.E.P. 
 

• If you live with a district resident – and do not pay rent, you must complete a signed and 
notarized affidavit.  The affidavit must be completed as follows;  the first is to be signed by 
the parent or legal guardian registering the student.  The second is to be signed/notarized 
by the person you will be living with who must also provide proof of address (mortgage, 
deed, lease, and two additional proofs of address). 

 

 
*Lack of custody papers – you must fill out the affidavit of legal responsibility. 

 
 
 
 
 

WELCOME TO THE PORT JERVIS CITY SCHOOL 
DISTRICT 



PORT JERVIS CITY SCHOOL DISTRICT 
HEALTH HISTORY 

 
Student name __________________________________________________________        M or F  Grade_____________ 
      (Last Name, First Name, Middle Name)           (circle one) 
 
Date of Birth______________________   Birthplace____________________________Home Language____________________ 
   
Date entered USA, if born in foreign country_______________________________________   U.S. Citizen   (  ) YES     or    (  ) NO 
 
Ethnic (choose one)  (  )  White    (  )  Black     (  )  Hispanic    (  )  American Indian/Alaskan Native    (  )  Asian/Pacific Islander 
 
Home Address__________________________________________________________________________  Apt. # ___________ 
                       (number)      (street) 
_____________________________________________________TELEPHONE NUMBER________________________________ 
  (city)      (state)      (zip) 
Mailing address_(if different)________________________________________________________________________________ 
 
Previous School District Attended____________________________________________________________________________ 
 
Previous School Address___________________________________________________________________________________ 
Has child ever attended Port Jervis Schools?    Yes   or   No      If Yes, When?_________________________________ 
 
Name of Brothers and Sisters 
Name (Last, First, Middle)      School 
______________________________________  _____________________ 
______________________________________  _____________________ 
______________________________________  _____________________ 
______________________________________  _____________________ 
 
Child lives with: Both Parents______ Mother______Father_____Guardian______Step‐Parent_______Other________ 
 
Parent / Guardian Name___________________________________________________________________________________ 
Address (if different)______________________________________________________________________________________ 
Relationship to student ____________________________________________   
Employer’s Name_________________________________________________________________________________________ 
Work Phone________________________________Cell Phone____________________________________________________ 
Email______________________________________________________________________________ 
Parent / Guardian Name___________________________________________________________________________________ 
Address (if different)______________________________________________________________________________________ 
Relationship to student ___________________________________________ 
Employer’s Name_______________________________________________________________________________________ 
Work Phone_______________________________Cell Phone____________________________________________________ 
Email_________________________________________________________ 
If parent / guardian cannot be reached: 
Emergency Contact _______________________________________________________________________________________ 
Address_________________________________________________________________________________________________ 
Relationship_________________________________________________ 
Home____________________________  Cell__________________________________ Work____________________________ 
 
Are there any CUSTODY issues we should be aware of?  Be specific_________________________________________________ 
 
 
 
 



 
Does your child have –OR‐ has your child ever had any of the following (check all that apply): 

�  Eating issues    � weight issues    � head injury / concussion 
�  eye injury    � vision problems  � glasses / contacts 
�  seizures    � hearing problems  � speech problems 
Does your child have FREQUENT: 
� colds    � sore throats    � sinus infections  � tonsillitis 
� headaches  � migraines    � ear infections   � bronchitis 
� eczema  � rashes    � other: __________________________________ 
Does your child have a history of –OR‐ currently being treated for any of the following:(Please indicates dates, current 
treatment or medication) 
� ADHD___________________________  � Scoliosis_______________________________ 
� Diabetes__________________________  � Thyroid problems________________________ 
� Toileting problems__________________   � Kidney/Urinary problems__________________ 
� Heart murmur_____________________   � Heart Disease____________________________ 
� Blood Disorder____________________  � Operations______________________________ 
� Hospitalizations___________________  � Broken bones/fractures____________________ 
� Osgood Schlatter Syndrome_________  � Other: _________________________________ 
When was the last time your child went to the dentist: _________ 
ASTHMA:  Does your child have asthma that has been diagnosed by a doctor?   �  Yes     � No 
If YES, what type:  � chronic       � bronchial       � exercise       � other: __________________________________ 
ASTHMA MEDICATION**:  What type of asthma treatment ** does your child use?  * Be Specific * 
� INHALER       � NEBULIZER       � PILL: _____________________ � OTHER_________________________ 
ALLERGIES:  Does your child have ANY allergies?  � Yes     � No known allergies 
Which allergies have been diagnosed / confirmed by a doctor? __________________________________________ 
Please list ALL allergies and your child’s REACTION (Be specific) 
FOODS_________________________________ LACTOSE INTOL_______________________________ 
BEES __________________________________  INSECTS ______________________________________ 
ANIMALS___________________________________________________________________________________ 
ENVIRONMENTAL/SEASONAL________________________________________________________________ 
DRUGS/ANTIBIOTICS_______________________   OTHER________________________________________ 
What medication** / treatment does your child take for allergies?_____________________________________________ 

Do you have any OTHER HEALTH CONCERNS about your child? __________________________________________ 

** MEDICATION NOTE**In order for a child to receive ANY medication in school, over the counter or prescription, the following is required: 
1. MEDICATION FORM COMPLETED BY DOCTOR AND SIGNED BY PARENT 
2. MEDICATION MUST BE IN ORIGINAL CONTAINER 
3. CONTAINERS MUST HAVE STUDENT’S NAME ON IT 
4. MEDICATION MUST BE BROUGHT TO SCHOOL BY AN ADULT.  STUDENTS ARE NOT PERMITTED TO CARRY MEDICATION. 

NEW YORK STATE MANDATED PHYSICALS AND SCHOOL HEALTH SCREENINGS: 
PHYSICALS are required as follows: 
→ All new entrants    → Kg, grade 2, and grade 4, grade 7, grade 10    → participation in sports   → working papers 
The district supplies the examinations, at no charge, for students who have their physicals done in school. 
_______  I request the School Doctor/Nurse Practitioner do the Physical.  
_______  My child’s physical will be done by our private physician:  ____________________________________ 
* Proof of physical or appointment date must be provided within 30 days.  If no response is received within 30 days, the 
student will have a physical with the school doctor/nurse practitioner.  
SCREENINGS are done by school personnel as follows: 
→ Scoliosis, grades 5 through 9        → Vision: Grades Kg, 1, 2, 3, 5,7, 10  
→ Height and weight:  Grades Kg, 2 and 4, 7, 10   → Hearing: Grades Kg 1, 3, 5,7,10 
⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗⊗ 
I understand confidential and discreet use of the above information as well as any health evaluation by the school nurse 
practitioner will be shared as needed to meet my child’s health and educational needs. 
 



_______________________________________________________________  _________________________________ 
Parent / Guardian Signature                  Date 

PORT JERVIS CITY SCHOOL DISTRICT 

CONSENT TO RELEASE GRADES 

 

Previous School District_______________________________________________________________________________ 

I have enrolled my child, ________________________________________________DOB__________________________ 

In the Port Jervis City School District, I hereby authorize you to release any grades or partial grades for this school year, 
grades from previous school years, standardized test results, medical and health records, and all other information 
considered part of the child’s permanent record to the school checked below: 

_______________________________________________      _________________________________ 

Signature of Parent or Guardian              Date 

� Port Jervis High School 
Guidance Office 
10 Rt. 209 
Port Jervis, NY 12771 
(845) 858‐3104    FAX (845) 858‐3239 
 

� Port Jervis Middle School 
Guidance Office 
118 East Main Street 
Port Jervis, NY 12771 
(845) 858‐3153   FAX (845) 858‐2761 
 

   
� Anna S. Kuhl Elementary School 

10 Rt. 209 
Port Jervis, NY 12771 
(845) 858‐3135   FAX (845) 858‐2894 
 

� Hamilton Bicentennial Elementary School 
929 Rt. 209 
Cuddebackville, NY 12729 
(845) 754‐8314   FAX (845) 754‐7355 
 

� For Special Education Students:  Please also release all special education records including current IEP, social, 
educational, psychological and medical in information to: 
Port Jervis City School District 
Committee on Special Education 
118 East Main Street 
Port Jervis, NY 12771 
 
______________________________________________________________  

         Parental consent to release confidential special education records to the Committee on Special Education 

 

 



 

 
 
 
 
 

PORT JERVIS CITY SCHOOL DISTRICT  

RELEASE FROM SCHOOL AUTHORIZATION 

PLEASE PRINT CLEARLY 

 

STUDENT: _________________________________________________________________________ 
                            Last Name               First Name                 Initial               Age             Grade          School 

 

Listed below are those people authorized to pick up my child at the school office: 

 

  Name        Address          Phone # 

1. _______________________________________________________________________________ 
 
2. _______________________________________________________________________________ 
 

3. _______________________________________________________________________________ 
 

4. _______________________________________________________________________________ 
 

5. _______________________________________________________________________________ 
 

6. _______________________________________________________________________________ 
 

 

 

_____________________________________________    _______________________________ 

  Parent / Guardian  Signature              Date 

                             
 
 
 
 
 
 



 
 
                                                                                     
                                            

 
 
 
                                 
 
 
COMPLETE THIS FORM ONLY IF (1) IT REFLECTS YOUR CHILD’S 
CURRENT LIVING SITUATION; OR (2) YOUR LIVING SITUATION IF 
YOU ARE A YOUTH NOT LIVING WITH A PARENT OR LEGAL 
GUARDIAN. 
 
Name of School: ____________________________________________ 
 
Name of Student: ____________________________________________ 
 
Gender:  ם  Male                 Date of Birth: ____________________       Grade: _________ 
 

     Female      ם      
 
Address:__________________________________________________Phone:__________________       
           
             __________________________________________________  Cell: ___________________      
 
(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) 
 
Check one box if you are living:       

    in a shelter      ם

    in a hotel/motel due to lack of alternative, adequate housing      ם

   at a train or bus station, in a car, or at a campsite ם    

   awaiting permanent foster care placement ם    

 with relatives or others due to loss of housing, economic hardship, or similar reason     ם
          Is this living arrangement with relatives or others temporary or permanent? (please circle one)  

 ______________________________________________________  :other – please describe     ם
 

         

                               Confidential Housing Questionnaire  

                      PORT JERVIS CITY SCHOOLS 



Parent Name:  ___________________________________________             
                                      (Please print)      

STUDENT RACIAL AND ETHNIC IDENTIFICATION 
PORT JERVIS CITY SCHOOL DISTRICT 

 
Student Racial and Ethnic Identification: 
 
ANSWER BOTH QUESTIONS 1 AND 2.  PLEASE READ THE QUESTIONS BEFORE RESPONDING. 
 

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

 
PLACE AN “X” ON THE LINE THAT BEST DESCRIBES YOUR CHILD, 
 
___________YES, Hispanic                          ___________NO, not Hispanic 
 
 
 

2.  What is the student’s race? 
Select ONE OR MARE races from the following five racial groups. 
Place an “X” ON ALL LINES THAT DESCRIBE YOUR CHLD.  You must mark at least one line. 
 
 
______AMERICAN INDIAN OR ALASKA NATIVE:  A person having origins in any of the original peoples of 
North and South America (including America), and who maintains 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 the 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 1 (Relationship:_________________)  Parent 2  (Relationship:_____________)  LEGAL GUARDIAN: (_____________)   
 
_____________________________________   ________________________________   
_______________________________ 
Name:  Last, First, Middle                                        Name:  Last, First, Middle                          Name:  Last, First, Middle 
 
____________________________________   ________________________________   
________________________________ 
Address (if different from student)                           Address (if different from student )             Address (if different from student) 
 
____________________________________   ________________________________   
________________________________ 
Home Phone (if different from student)                     Home Phone (if different from student )    Home Phone (if different from 
student) 
 
(___) ____________ (___)____________        (___) ____________ (___)____________  (___) __________ 
(___)____________             
Work Phone                     Cell Phone                     Work Phone                     Cell Phone        Work Phone                     Cell Phone         
 

          

PARENT/GUARDIAN INFORMATION 




