FORIMMEDIATE RELEASE

Wachusett Regional School District Kinder garten Registration
For the 2009-2010 School Y ear

January 7, 2009

Dear ParentsGuardians:

Kindergarten registration for the 2009-2010 school year has begun in the Wachusett Regional School District.
Parents of children who will reach their fifth birthday on or before August 31, 2009, should contact the
appropriate school as soon as possibleto arrange for aregistration appointment.

Kindergarten registration materials are now available at the District website (www.wrsd.net). Parents who
cannot access Kindergarten registration forms by visiting the District website may call the school where their
child will enroll to request a packet of materials. Parents are strongly encouraged to compl ete the entire
Kindergarten registration packet prior to their appointment. Please remember to bring the completed
Kindergarten registration forms to the appointment.

At the time of registration, parents are required to bring their child's notarized birth certificate, an updated list
of immunizations and proof of vision, hearing and lead screenings. Please request these screenings at your
child’s pre-enrollment physical. The enclosed Massachusetts School Health Record-Health Care Provider’s
Examination form includes an area for physicians to record the results of vision, hearing and lead screening
tests. Parents who have questions should call the main office of the appropriate school or the District’s Central
Office.

Please contact the school nurse if your child has specific medical conditions or concerns that may require a
parent conference.

For your convenience, alisting of the schools in the Wachusett Regiona School District, along with their phone
numbers, is provided below:

Jeffer son School
1745 Main Street, Jefferson, MA 01522
Telephone: (508) 829-1670 Facsimile: (508) 829-1680
www.wrsd.net

HOLDEN



Davis Hill School
508-829-1754

PAXTON
Paxton Center School
508-798-8576

RUTLAND
Naguag Elementary School
508-886-2901

STERLING
Houghton Elementary School
978-422-2333

Dawson School
508-829-6828

PRINCETON
Thomas Prince School
978-464-2110

Glenwood Elementary School
508-886-0399

WRSD DISTRICT OFFICE
Jefferson School
508-829-1670 X 237

Mayo School
508-829-3203



Please bring the following completed documents with you when you bring your child to
register for kindergarten:

A completed Kindergarten Registration Form;

A completed Home Language Survey, if applicable;
The Home Language Survey should be completed only if one of the
following criteriais met:
(1) Thestudent was born outside of the United States;
(2) Thelanguagethe student first learned to speak was other
than English (Native L anguage); or
(3) A language, other than English, is spoken by the student or
in the home (Home Language).

A completed Assignment to Kindergarten Sessions/Transportation
Information Form;

Completed Kindergarten Developmental History Form,

A completed Massachusetts School Health Record Form (to be completed
by student’s physician), which includes:

0 Health Care Provider’s Examination Form

0 Certificate of Immunization Form

A copy of the student’s Birth Certificate

At the time of registration, the Emergency Information Form will be completed.

January 31, 2008

Jeffer son School
1745 Main Street, Jefferson, MA 01522
Telephone: (508) 829-1670 Facsimile: (508) 829-1680
www.wrsd.net



WACHUSETT REGIONAL ScHOOL DISTRICT
KINDERGARTEN REGISTRATION FORM
2009/2010 ACADEMIC YEAR

The information requested below mirrors infor mation managed by the District’ s Sudent Information System, and is used
to generate state and federal demographic and statistical reports.

Student | nfor mation

Student Name: Preferred Name:
(Lagt, First, Middle)

Street Address:

Mailing Address:

Age: Date of Birth:

Birthplace: Gender:

Ethnicity: Home Language:

Parent Name: Parent Name:

Parent Home Phone: Parent Home Phone:

Parent Cell Phone: Parent Cell Phone:

Parent Employer: Parent Employer:

Parent Work Phone: Parent Work Phone:

Parent Email: Parent Email:

Student Resides With:

Emer gency | nformation

Emergency Contact 1. Relationship:

Emergency Contact 1 Phone: At: ] Work ] Home ] CHl
Emergency Contact 2: Relationship:

Emergency Contact 2 Phone: At: [ Work ] Home ] CHl
Emergency Contact 3: Relationship:

Emergency Contact 3 Phone: At: ] Work ] Home ] CHl
Doctor: Phone:

Dentist: Phone:

Medical Conditions:




WACHUSETT REGIONAL SCHOOL DISTRICT
KINDERGARTEN REGISTRATION FORM
2009/2010 ACADEMIC YEAR

ConnectEd Information (ConnectEd is an automated telephone notification system used by schoolsto contact parentsin the
event of inclement weather cancellations or delays, aswell asimportant events happening in the school or District.)

ConnectEd Preferred Phone Number:

Demogr aphic I nfor mation

Student’s Ethnicity (select one):

[]  Hispanic or Latino (Cuban, Mexican, Chicano, Puerto Rican, Southern or Central American, or other Spanish
culture or origin, regardless of race)

]  Not Hispanic or Latino

Student’s Race (select one or moreraces):

White (having originsin any of the peoples of Europe, the Middle East or North Africa)

Black or African American (having originsin any of the black racial groups of Africa)

Native Hawaiian or Other Pacific Islander (having originsin any of the original peoples of Hawaii, Guam, Samoa or other
Pacific Ilands)

American Indian or Alaska Native (having originsin any of the original peoples of North or South Americaincluding Central
Americaand who maintains tribal affiliation or community attachment)

Asian (having originsin any of the peoples of the Far East, Southeast Asia or the Indian subcontinent including Cambodia,
China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand and Vietham)

O O Ood

If the student was born outside the US:
Is the child’ s first language English? [lYes [INo

If “No,” what was the child’s first language? Language used by parent with child?

Are other languages spoken in the home? If so, please list:

Education History:

Name and Address of Previous School (if applicable):

Additional Infor mation:
I's the student a foster child under the M assachusetts Division of Social Services? [] Yes [] No
Isthe student a“Ward of the Court?’ ] Yes ] No




WACHUSETT REGIONAL SCHOOL DISTRICT
HOME LANGUAGE SURVEY

M essage to Par ents
Thissurvey will be used to determine whether or not your child iseligiblefor English Language L earner (ELL) servicesfrom thedistrict. Your child may be
eligible because: (1) the student wasborn outside of the United States; (2) the language the student first learned to speak was other than English (Native
Language); or (3) alanguage, other than English, is spoken by the student or in the home (Home L anguage).
Please complete this form and return it to school promptly. It will then be placed in the child’s cumulative folder. Thank you for your cooperation.
Sudent Information

NAME: DATE:

SCHOOL.: DATE of BIRTH GRADE:

l. Student’ s Place of Birth:

If not in US, date of first entry to a US school:

. Other than English, are other languages spoken by student or in the home: L1YES LCINO

If “YES’, what are they?

1 What language did the student first learn to speak?

2. What language does the parent/guardian most often use when speaking to the student?

3. What language does the student most often use when speaking to her/his parent/guardian in the home?
4. What language does the student most often use when speaking to other family members?

5. What language does the student most often use when speaking to friends?

6. In what language would the parent/guardian like to receive notices from school ?

| understand that my child will be given an initial assessment to determine eligibility for ELL services. The assessment will take place
at the child’ s school during school hours.

Parent Signature Date
After an initial assessment, the District will determineif further testing is needed. If the District determines that further assessment is
not necessary, parents who wish additional testing may indicate this below:

| request an additional language assessment be completed for my daughter/son.
Parent Initials Date

To be completed by the English Language L ear ner Specialist:

Initial assessment completed by:

Name Date
Based on initial assessment, additional assessments are needed: []Yes [INo

If Yes, date on which additional assessments will be completed:

Based on assessments, are additional services needed? []Yes [INo

If Yes, date on which plan was completed (attach copy):

Signature of English Language Learner Specialist Date

cc: Curriculum Specialist-EL L, Supervisor of Pupil Personnel Services, Student File Revised 10/05



Assignment to Kindergarten Sessions/Transportation | nformation

Children are assigned to sessions according to the neighborhood in which they reside.

For transportation purposes, please indicate where your child will be picked up or dropped off, if other than
at home.

Child’'s Name

Babysitter/Childcare Name

Address

Telephone Number

Thank you for taking the time to supply us with thisinformation. If thereis any other
information you fedl the school should know, please note it at the bottom of this sheet.

January 31, 2008

Jefferson School
1745 Main Street, Jefferson, MA 01522
Telephone: (508) 829-1670 Facsimile: (508) 829-1680



Wachusett Regional School District

KINDERGARTEN DEVELOPMENTAL HISTORY

Student’s Name Male [[] Female []
Last First Middle

Home Address Telephone No.

Birth Place Birth Date

Do you feel that your child was delayed in any of the following:

Sitting Yes[] No [] Toilet training Yes[] No []
Crawling Yes[ ] No [] Feeding self Yes[ ] No []
Walking Yes[] No[] Premature birth Yes[] No [ ]
Using simple words Yes[] No [] Normal delivery Yes[] No []
Using full sentences Yes[ ] No [] Comments:

Hasyour child attended nursery school? Yes[ ] No[] Where? For how long?

The following questions refer to problems in such areas as hearing, vision, speech, language, and physical, intellectual, social and
emotional development.

Do you have any reason to suspect your child might bein need of any special servicesor considerationsin hisher school
setting or curriculum?  Yes[] No[] If Yes, please explain:

Hasyour child ever been evaluated for any condition or problem which might have a bearing on school perfor mance?
Yes[] No[] If Yes, please explain:

Wer e the recommendations carried out? Yes[ ] No [] Please explain:

Would information regarding this evaluation and/or treatment be available for the appropriate school personnel?
Yes[] No []

If Yes, please give name(s) and address(es) of person(s) or agency(ies) from whom thisinfor mation may be obtained:

Isyour child presently enrolled in any special school program? Yes[] No[] If Yes, please explain:

What words best describes your child?

] shy [] self-confident [] cooperative
] happy [] jealous [] affectionate
[] excitable ] nervous ] other
] negative [ talkative
Which hand does your child prefer? L] right ] left
What words best describe your child’s feelings about coming to school ?
[] enthusiastic ] eager [] other
] fearful ] happy
O] indifferent [ apprehensive

Isyour child's speech easily understood by strangers?

Does he/she have a speech difficulty?

Does your child have any fears, such as:
[] thunderstorms [] being alone
] thedark [] dogsor other animals
[] noises ] other




Does your child have any special problems?

Wachusett Regional School District

[] vision

[] nail-biting

[] speech

[] “accidents’ in pants
] other

[] hearing
[] finger-sucking
[1 stubbornness

[] eating
[] bed-wetting
] temper-tantrums

] environmental alergies (pollen, etc.)

If so, please list

Does your child have any physical condition that would prevent him/her from participating in an active kindergarten program?

Yes[]

No [] If Yes, please explain:

Does your child play with:

Has your child had any of the following experiences?

[] brother/sister
[] older children

L] library

L] airplanetrip

] camping

Can your child: ] zip

L] snap
[] tie shoes

Does your child use at home:

[] scissors
[] puzzles
] clay

Previous School experiences:

Please describe briefly your child's nursery/preschool experience:

May we have permission to contact your child’s preschool ?

[] Head Start

] nursery school-where & for how long?

Isyour child able to:

Thank you for taking the time to supply us with this information. Your cooperation is much appreciated. |If thereis any other

[] identify colors

] count higher than 10

[ identify numbers 10-20

[] listento and follow directions
] complete tasks begun

[] occupy self with quiet play
] tell his/her address

[] aone
] neighborhood children

] public park
] bustrip
L] traintrip

[] button
[] dressself
[] take care of toilet needs

[] crayons
] pencils
[] blocks

] religious school

] younger children
[ 1 oneclosefriend

[1 beach
[] bank
[] other

[] stay willingly with a babysitter
L] stay willingly with arelative
L] stay willingly with others

[] pasteor glue
] paint
[] books

[] None

] print his’/her name

[ identify numbers 1-10
[ identify alphabet letters
[] identify shapes

] tell his/her full name
[ tell left from right

[] countto 10

] count objectsto 10

] count objects to 20

[] pick up after him/herself
[ tell his’/her phone number
[] sitandlistento astory

Children are assigned to sessions according to the neighborhood in which they reside.

information you feel the school should know, please note it at the bottom of this sheet.

Information supplied by

Signature

Date Relationship to Child

DO NOT WRITE BELOW THISLINE

GRADE

BIRTH CERTIFICATE VERIFIED

NURSE INITIALS DATE




Wachusett Regional School District
HEALTH HISTORY

Student’s Name Class

Dear Parent/Guardian:

In order to provide better health servicesto your child, we ask that you complete the following health history. Please give datesiif
possible.

Date of last physical examination: Physician’s Name:

Date of last dental examination: Dentist’s Name:

Hearing/Vision Problems:

Allergic reactions:

Asthma Attacks:

Bone/Joint disease/injury:

Hospitalizations:

Operations:

Other respiratory:

Please give dates of Immunizations:

Other: DPT: 1 2 3 4 5
Communicable Diseases: Oral Palio:1 2 3 4 5
Convulsiong/seizures: Hep B: 1 2 3
Diabetes: MMR: 1 2

Dental Problems: Hib: 1 2 3 4
Ear Infections: TB test: 1 2

Throat Infections: LeadPaint Test: 1. 2

Frequent headaches? Results of examination by physician for:
Kidney problems:; Hearing: Date:
Heart Problems/Murmur: Vision: Date:

Currently under treatment:

Does your child take medication for any reason?

NOTE: No medication can be given at school without written orders from your MD

Does your child have physical limitations that may require program modifications or restrictions?

Please add any other comments you would like to bring to the attention of the school nurse or physician:

Parent/Guardian signature; Date:




MASSACHUSETTS SCHOOL HEALTH RECORD
Health Care Provider’s Examination

Name [ Mae[] Female Date of Birth:
Medical History

Pertinent Family History

Current Health Issues
N
] Allergies: Pleaselist: Medications Food Other
History of Anaphylaxisto Epi-Pen : []Yes []No
[] Asthma:  AsthmaAction Plan [] Yes [] No (Please attach)
[] Diabetes: [ Typel [ Typell
[] Seizure disorder:

o000 O~

[] Other (Please specify)

Current Medications (if relevant to the student®health and safety) Please circle those administered in school; a separate medication order
formis needed for each medication administered in school.

Physical Examination Date of Examination:
Hgt: ( %) Wagt: ( %) BMI: ( %) BP:
(Check = Normal / If abnormal, please describe.)
[] General ] Lungs [] Extremities
[] Skin [] Heart [] Neurologic
[] HEENT [] Abdomen [] Other
[] Dental/Ora ] Genitdia
Screening: (Pass) (Fail) (Pass) (Fail)
(Pass) (Fail)
Vision: Right Eye[ ] [ Hearing: Right Ear [] [ Postural Screening: [] [
LeftEye[] [ Left Ear [] [ (Scoliosig’Kyphosis/Lordosis)
Stereopsis[ | []
Laboratory Results: ] Lead Date ] Other

The entire examination was normal: [

Targeted TB Skin Testing: [ | Med-to-High risk (exposure to TB; born, lived, travel to TB endemic countries; medical risk factors): Date of
PPD: ; Results: mm.

Referred for evaluation to: ] Low risk (no PPD done)

This student has the following problems that may impact his’her educational experience:

[ Vision [] Hearing [] Speech/Language [] Fine/Gross Motor Deficit
[] Emotional/Social [] Behavior [] other

Comments/Recommendations:

1Y [ N This student may participate fully in the school program, including physical education and competitive sports. If no, please list
restrictions:

] Y ] N Immunizations are complete: If no, give reason: Please attach Massachusetts Immunization Information System Certificate or
other complete immunization record.

Signature of Examiner Circle: MD, DO, NP, PA  Date Please print name of Examiner.
Group Practice Telephone
Address City State Zip Code

Please attach additional information as needed for the health and safety of the student ~ MDPH 01/25/07



Name:

Massachusetts Department of Public Health
CERTIFICATE OF IMMUNIZATION

Date of Birth:

/ /

Sex:

[]emale [[Imale

If combination vaccine is administered, please indicate vaccine type (e.g., DTaP-Hib, etc.)

Vaccine Date/Vaccine Type Vaccine Date/Vaccine Type
Hepatitis B 1 Haemophilus 1
(e.g., HepB, HepB-Hib, influenzae type b
DTaP-HepB-IPV) | 2 (e.g., Hib, HepB-Hib, | 2
3 DTaP-Hib) 3
Diphtheria, Tetanus, 1 4
Pertussis
(.., DTaP, DT, 2 Measles, Mumps, 1
. Rubella
DTaP-Hib, 3 (MMR) 2
DTaP-HepB-IPV, Td) -
4 Varicella 1
Var
5 (var) 2
6 Hepatitis A 1
HepA
. (HepA) 5
Polio 1 Pneumococcal 1
(e.g., IPV, Polysaccharide
DTaP-HepB-IPV) | 2 (PPV23) 2
3 Influenza 1
Inactivated
4 (Intramuscular) or 2
Pneumococcal 1 Live (Intranasal) 3
Conjugate -
(PCV7) 2 Other:
3
4

Serologic Proof

Chickenpox History

* Must also check Chickenpox History box.

of Immunity Check One
Test (if Date of Test Positive Negative Check the box if this person has a physician-certified
done) |:| reliable history of chickenpox.
Measles / / Reliable history may be based on:
Mumps / / - physician interpretation of parent/guardian description of
Rubella / / chickenpox
Varicella* / / - physical diagnosis of chickenpox, or
Hepatitis B / / - serologic proof of immunity

| certify that this immunization information was transferred from the above-named individual's medical records.

Doctor or nurse’s name (please print)

Date: / /

Signhature:

Facility name:

Certificate of Immunization

June 2004




Massachusetts School Immunization Requirements 2008*

A Child Care/Preschool! Kindergarten Grades 1-6 Grades 7-12 Collage? Ty
3 doges for all health sclence
Hepatitis B3 3 doses 3 doses 3 doses 3doges gudents and all full-ime undargrad-
uate and graduste sudents
4 doses DTaP/DTP or
DTaP/DTPOT/Td? | =4 doses DTaFDTF 5 doses DTaPDTP =4oses DRPDTRor | 5 \ioses Td; plus 1 Td booster within last 10 years
=3 doges Td 1 Td booster
Polio® = doses 4 doses =3 doges =3 doses A
Hib® 1 1o 4 dossa’ MiA M M (AT
MMRT 1 dose 2 doses meashas, 2 doses measles, 2 doges maadias, % dosen meades,
1 mumps, 1 ubslis 1 mumps, 1 rubelia 1 mumps, 1 nuibelia 1 mumps, 1 rubslla
8 =13 years -1 dogsa
Varicella 1 doss 1 dosa 1 doge =13 .2 d MWiA
1 dosge for all new full-fme 1 dose for all new full-ime
iﬂﬁﬂ.ﬂﬁl?dﬂ WA MiA A (sea fooinode 10 residential studends residantial students
__I.r {=ea fooimote ¥) (asea fooinote ¥) l.\__

*These requirements also apply 1o 8l new “enterers.”

Tonild Care/Press oo l: Minimum requiremans by 24 menthe; younger childran should ba

immunized accondng o schedube for their aga.

2College: Requirements apgy to: 1) 8l lull4ime undengraduste and graduate studerts; 2) al
- and part-irms haath scance sludents; and 3) any Wll-mes or pan-lime sludent amandng
any postsacondary insSiution while on a studert or ofiar visa, including lamign students aflend-

N/A means thers ks no vaccing requirement for the grades indicated,

ing o visiing classes a5 part of a formal academic ViSRalion o exchangs program. n
IHepatitis B: 3 doses are required for child cam aflendance and enty nto reschool, kinder-  “Meningococcal: Meningococsal immurizaon s required fer: 1) newly enrolled full-fme siu-

garen-128h grade, and colege ful-fme undergmduate and gradusie sludenis, as well as al
lill- and part-Eme undergmduate and graduale health scence sludents). Labomiory prodl of

imemunity s acceplabba.

A DTaP/DTPOT Td: =4 doses am mquired lor child care aflendence and ey inlo preschoal. 5
doses of DTaP/DTP are requined lor schod amry uniess Te Touh doss is gven on or after he
4m birhiday. DT is only asceptabla Whan accampaniad by a lener sasng a medical conrandica:
5on to DTAPDTR A single booster dose of Td is mquired lor all sludents entering grades 7-12
{Tdap & also acceptabia). Plaass note: Td is nol required if it has Deen <5 years since har Bl

dose of DTaF/DTPDT.

SPolio: 23 doses are required lor child cam alendance and enty nio reschod. 4 doses are
required for school entry, unless the find dose of an al-IPV or al-OPV schadule is gvan on of
afer the 4ih birthday, in which case only 3 doses are neaded. However, il fhe sequeniial or a
mixad IPVIOPY schadule was used, 4 doses are always required o complete e pdmary series.
SHib: Hib wactine is required for child care anendance and praschool entry. The number of pri-

mary doses is determined by vacdne pmduciand age e seres begins.

TIRAR: 1 dose is required tor child cam alendance and ety i peschool. A second dose of
measies vaccne, gven & least 4 weeks alter the first, is mquined lor ey 1o al grades K-12, and

eolage. Laborlory proot of imeruniy is scoapiatie.

Missachu sem s Departmant of Public Haalsh 2008

Byaricella: 1 dose is mquired for child care atendance and for all Sludems & emry o peschod

and kindenyaden-121h grade, unkess hey have a physican-cerilied relisbbs hisory of dhicken-

iy

pe. If fe child i =13 years of age a1 §rel vaotination, 2 doses are requind.
A miliable history of chickenpox is defined as: 1) physician imerpretation of parentiguardian

descipSon of chickenpax; 2) physician diagnosis of chickenpox; or 3) labomiory proof of imemu-

dents anendng a secondary school with gmdes 8-12 §in hié case of Ungmded dassrooms, hose
Wilh slUdents 13 years o ddad who will Ba living in & donmitory oF com parab b congregate

Hvimg arrang ement icensed or apgroved by 1he secondary schodl; and 2) newly enrdled lull-

gradi and yesar of study.
10a) revsidenfial schools with lower grades: (he Mmqunements apply 1o residensal sludens in

grades pre-K through 8 only if the school combines hese grades in the same school or part of a
schod with studens in grades 9-12.

nnnnn

e undergraduate and graduale siudenis in a degres graning program a1 a posisecmdany
ins@lufion {a.g., colages) who will be Eving in a dormibory or comparshle congregate living
arrangement licensed o approved by he posisacondary insiuion. These insMUbns &e akeo
requined 1o supply &l newly enrdlad lull-Erms studants (or their parentlegal guandian) who wil ba
living ina dormibory or com parab e congregate 1v ng anang amaen i with the MOPH devel-
aped Maningocoocal Informalion and Waiver Forrm.

Al alfecied studens must: 1) moaive inlormation aboul meningoooccal disease and vaccine,

and 2) provide documentation of reseip! of 1 dose of meningooootal polysaccharids vaotine
wilthin Ta last 5 yeams (or a doss of meningocoocal conjugale vacdns at anylims in fe pasi).

A5 an allemaive, silecked studens or their pareniflegal guardian may sign e Meningocoosal
Information and Waiver Form devalopad by MOFH 0 indcale hat thay read and undarstasd the
requined information relsled fo the risks of meningococcal disesse and: a) elecled o
vaccing; or b) could nod obdain meningococcal vaccing dua 1o a shoaga, bul wish 10 receive il
Thes e requiremans apgly o all newly ennolied full-lime residential students, regardiess of




