PRE-KINDERGARTEN & KINDERGARTEN ENROLLMENT &
SCREENING FOR 2021-2022 SCHOOL YEAR

The information below is related to upcoming screening and enrollment for
Fort Ann Central School District's pre-kindergarten and kindergarten
programs. Pre-kindergarten screening appointments are tentatively
scheduled for June 28th & June 29th. Kindergarten screening
appointments are tentatively scheduled for June 30th & July 1st.

All Children must be residents of the district and meet age guidelines to
attend. Children must turn 4 by December 1, 2021 to be eligible for the
pre-kindergarten program. Children turning 5 by December 1, 2021 are
permitted to enter kindergarten.

Enroliment requirements include original birth certificates, immunization
records, recent physical, proof of residency and current custody orders, (if
applicable).

Enroliment packets for incoming pre-kindergarten and kindergarten children
can be picked up in person at the elementary office, downloaded on our
website or can be mailed to you. If this is your first child entering the
district, please call the elementary office to ensure that you are on the
mailing list. (518-639-5594, ext. 52078)



Fort Ann Elementary School

One Catherine Street.
Fort Ann, NY 12827

518-639-5594
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KINDERGARTEN REGISTRATION
The following information must be completed and submitted:

Kindergarten Questionnaire

Student Information Sheet

Student Racial and Ethnic Identification Form

Eligibility Screen for Migrant Education Services

Housing Questionnaire along with two Proofs of Residency (see list)
Kindergarten Pick up Authorization Form

Speech and Language Questionnaire

Do Not Photograph Form (if applicable)

Internet Use Agreement Form

Transportation Form

Student Health History Form (completed by parent/guardian)
Copy of Immunization Record (from doctor)

NYS Health Examination Form (to be completed by doctor)*
Dental Health Certificate (to be completed by dentist)
Physician’s Authorization for Admin. of Medication

Custody Papers, Orders of Protection, ancl:l Guardianship Docs (if
applicable)

Proof of Identity (birth certificate, baptism certificate, or passport)

*Must be dated within the last 12 months/Can be faxed directly to 518-639-4341



Fort Ann Central Elementary School

Parent Questionnaire
For Kindergarten Screening

Dear Parents:

Please take a few moments to introduce your child to us through this questionnaire. The completed guestionnaire is due at the time

f r child’s screening.

Please read through the form and respond to all items as carefully as you can. You are an important source of information about
your child. The information and answers that you provide enable us to better understand the whole child. Information shared on
this questionnaire will remain confidential and will only be shared with your child's teacher and specialist teachers. We greatly
appreciate your time in completing this form and look forward to working with you and your child.

Child’s Full Name: Date of 8Birth:

What name will your child be using in school:

Who does your child live with:

Does your child have any siblings (inside household or outside):

Has your child attended preschool or daycare?

If yes, where?

Primary language spoken at home:

Health
1. Does your child wear glasses?

2. Do you suspect your child has a vision or hearing problem?

3. Has your child ever had an evaluation for any of the following difficulties: (please circle if applicable)
Learning Speech/Language Psychological
Fine/Gross Motor Skills Social/Emotional Daily Living Skills

If your child has had an evaluation for any of the above areas, what is the name and location of the
person(s) who administered the evaluation?

What was the outcome of the evaluation(s)?

4. Has or does your child receive any of the following:
Speech/Language Therapy oT/PT Psychological Counseling
IEP 504 Plan Any Special Education Services



Child’'s Name:

5. Please circle the skilis your child is able to do or demonstrates:

Dress himlhe-rself {zip, button, tie shue.s, etc) . - Able to také turns

Hang up coat Able to write his/her name

Put shoes on correct feet Write/read/recite the letters of the alphabet
Toilet independently Write/read/recite numbers 1-20

Puts toys/items away when asked Demonstrates self-control

Cleans up a spill Actively participate in group activities
Feeds him/herself independently Works independently

Follow a 2-step direction Knows first and last name

Blow/wipe nose without being asked Knows parents first and last names
Hold/use crayons or pencils Cooperates with others

Hold/usa scissors Separates easily from parents

Initiate/play with children his/her own age

6. Which adjectives would you use to describe your child: (please circle the top 5)

Anxious Cheerful Funny
Friendly Considerate Strong-Willed
Shy Enthusiastic Patient

Quiet Kind Positive
Boisterous/Loud Outspoken High-Energy
Careful Stubborn Honest
Cooperative Talkative Persistent
Respectful Mischievous Sensitive
Adventurous Determined Impulsive Fearful
Affectionate Feisty

What would you like us to know about your child (strengths, areas of concern, personality, etc)?




FORT ANN CENTRAL SCHOOL DISTRICT

STUDENT INFORMATION SHEET

 STUDENT'S FULL NAME:

First Middie Last
Date of Birth: - Teacher- : Grade )

Home Address:

Mailing Address:

Primary Phone (This number will receive the District's Emergency Notifications):

Student Lives With (Circle One):  Both Parents Mother Father Other

Parent/Guardian Name: Relationship:

Mailing Address:

Contact Email;

Place of Business;

Phone Numbers: Home _Cell: Work:

Custodial Parent: Yes No Emergency Contact?: Yes No

Is this parent active duty military or a veteran?

Parent/Guardian Name: Relationship:

Mailing Address:

Contact Email:

Place of Business:

Phone Numbers: Home Cell: Work:

Custodial Parent: Yes Na Emergency Contact?: Yes No

is this parent active duty military or a veteran?:

Do you have or have there been any changes to any custodial agreements? (If yes, please provide an updated
custody order)




Parents/Guardians listed above will be contacted FIRST in the event of emergency. Please list
additional emergency contacts below in the order you would like them contacted:

EMERGENCY CONTACT #1

Name:

Daytime Location Address: Relationship:

Daytime Phone; Cell:

EMERGENCY CONTACT #2

Name:

Daytime Location Address: Relationship:

Daytime Phone: Cell:

EMERGENCY CONTACT #3

Name:

Daytime Location Address:.__ Relationship:

Daytime Phone:___ Cell:

Does your child have any medical conditions, illnesses or allergies? Yes No If yes, our School
Nurse will contact you for details

Does your child have an IEP or 504 Plan, or has he/she been referred for evaluation (Speech, OT, PT, etc)? If
yes, please provide a copy of the IEP/504 Plan or provide name of tests, dates and location of any testing:

Other siblings (Both in household or out of household) Date of Birth:

What schoot district is your child transferring from if any?:

Signature of Parent/Guardian Today's Date



‘Student Racial and Ethnic Identification

Fort Ann Central School District

T e e E Tl

All students between § and 21 years of age have the right to a free public education,
Children may not be refused admission because of race, color, creed or national origin, sex,
citizenship, handicapping condition, or immigration.

English Only

iName of School:

rSchooI District Student Identification Number:

Date of Birth (Month/Day/Year):

Student Name;
Last, First, Middle:

Grade Level:

DIRECTIONS TO PARENT/GUARDIAN

PLEASE ANSWER QUESTIONS (1) AND {2). PLEASE READ THEM BEFORE YOU RESFOND. [For question (1),
check (v} the box that best describes your child.] Check (+) only ONE box.

race?

D YES, Hispanic

D NO, not Hispanic

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 cuiture or origin, regardless of

that apply to your child; check (/) at least ONE box.}:

r
I

Inuit.

Thailand, and Vietnam.

Hawaii, Guam, Samoa, or other Pacific Islands,

Select one or more races from the following five racial groups [For question (2), check (v) all groups

AMERICAN INDIAN OR ALASKA NATIVE: A person having origins in any of the original peoples of North America
and who maintains eultural identification through tribal affiliation or community recognition. E.g. Cherokee, Mohawk,

__ ABJAN: A person having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian
i | subconfinent including for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands,

i NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER: A person having origins in any of the original peoples of

BLACK: A person having origins In any of the black racial groups of Afiica.

D WHITE: A person having origins in any of the original peoples of Europe, North Africa, or the Middie East.

3. D is there a language other than English which Is spoken In
your home?

Is yes, what language?

] ves ] no

Signature of Parent/Guardian

Retationship to Student

Date




See reverse for important messages to Parents/Guardians
and Confidentiality Procedures and Regulations.

FORT ANN CENTRAL SCHOOL DISTRICT
STUDENT RACIAL AND ETHNIC IDEIICATION

To the Parent/Guardian: THE FORT ANN CENTRAL SCHOOL DISTRICT has adopted a policy that

requires the collection and recording of the ethnic identity of students within the district in accordance
with the federal categories and definitions. The information will be used:

- Report information to the State and Federal Education Departments.

-Plan educational programs and make sure that they are readily available to all students.

- Study the movement of students in different ethnic groups as they move from school to school.
- 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 on the back of this page. 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.

To Schoo Staff: This form will be filed in the student's permanent record as confidential information.

To the Parent/Guardian: The information that you have provided on this form is confidential. It is
protected by the confidentiality regulation cited as follows:
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.




Herldmer-Folton-Humiltun-Disegn BOCES 352 Groz Bonlevard
Migrint Education Tutarial & Support Services Herfimer NY 13350
Mary Kifae, Migrant Edocation Director JIEBET-2070

Eligibility Screen for Migrant Education Services

*43 Migrant Education Program services are free of charge and may include tutoring, assistance with health ;
needs, educational field trips, summer programs, parent involvement activities, aduit education, emergency |
: assistance end referrals to other services ag needed, ¥4+ |

| Has your family moved to & different school district in the last 3 years? YES NO

el o i

(Did they worlk on a dafry farm, planting, pickin g/harvesting fruits or yegetables, food processing or
packaging, logging or tree farmuing?) YES NO,

In the last three years, 225 $- gy st 2o yua vz of the child enrplling #2508 ©vw v ol sy a il Jn?

:173 of the ahove questions,
Education services. To be contacted by o Migrant Eduea
below.

Child's nare D.OB. Grade
Child’s name D.O.B. Grade
Child’s name . D.O.B. Grade
Child’s name D.0OB. Grade

Parents/ Guardinns
Mother's name Father's Nama

Home Phone #

— - Work or Message #
(city, town or village) (Zip)

{Strest Address)

Schoo! Boilding

School Contact Person Contact Number

: Other Usaful information (directions, tiarm names, best time to contact, etc.)

= -

To submit this referral please fax to the Herkimer BOCES at (315) 867-2087 or mail to the
address above. For more information please call the Migrant Program at (315} 867-2079.
Thank you for your assistance.




Heridmer-Folion BOCES 351 Gros Boulevard
Migtant Ednestios Tutorfal & Sappart Services Herldmer NY 13350
bfary Klive, Migrant Educztlon Director JIEJGT26TY

Cuestionario de Elegibilidad para Servicios de Educacién Migrante

*#* Servicios del Programa de Educacién Migrante son gratuitos y pueden incluir tutocta, gyudz con
necesidades de salud, visjes educacioneles, programas del verano, actividades de involcrar a los padres,
educacién para adultos, ayuds de emergencia y referidos a otros serviclos come necesario, #+#

LHa mudado so familia a un distrito escolar diferente en los filtimos 3 afios® SF NO

¢En los (Himos 3 affes ha trabajadc un padre o guardifiv en granjs como: Iecherfa, plantando,
cosechando frutas ¢ legumbres, el procesamiento o empacar de comida, coriz de dcboles o cultivo de
| drboles? Sf NG

¢{Donde?

Si Usted contest6 que i g 257200 % preguntas de arriba, su familia 5 (7. ... ealificar para servicios de

Educaciin Migrante, Pare estur contactado por nnz reclutadora del Programa de Educaciin Migrante, i
favor deliepar Ie informacién de abajo,
Nombre de! niflo(g) Fecha de Nacimiento Giradn
Nombre del nifio(a) ___ . FechadaNacimiento Grado
Nombre del pifio(a) Fecha de Nacinuento Grado
Nombre del nifio(s) Fecha de Nacimiento Grado

Padres/ Guardianes
Nombre dela Mami Nombie del Papd

Direccién de la Casa _ Numero de teléfono cn casa
(Direccidia de b Calle)

# de teléfono del trabajo o de Mensaje
(Ciudad o Pueblo} (Cédigo Postal)

Distrito escolar edificio escolar
Persona para commelar TUKNEr0 PAra, COntACtar
Otra informacion Ut (direcciones. nombres de pranjas, mejor hora de Hamar. ete.)

Para someter este referido, favor de mandarlo por fax al Herldmer BOCES &
(315) 867-2087 o mandar por correo al direcciér de arriba.
Para mas informactén, favor de lamar al Programa Migrante a (315) 867-20789. Gracias.

Rt EE!




RESIDENCY QUESTIONNAIRE

Name of LEA: Fort Ann CSD

Name of School: W
Name of Student A,
Last First Middle
Gender: 0 Male DateofBirh: ____ / I Grade: ID#:
0 Femele Month Day  Yeas {preschool-12} {optionalj

Address: o Phone: 1N
|
| The auswer you give below will help the district detertnine what seryices you or your child may se able to

| receive under the McKinney-Vento Act. Stadents who are protected under the McKinney-Vente Act are

{ catitled to imxnediate enrollment jn school even if they don't have the documents normahly needed, such
as proof of residency, school yecords, immunization records, or birth certificate. Students who are

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

Yhere isthe student currently Living? (Please check one box.)

In a shelter

With another family or other person because of loss of housing or as a result of economic hardship
(sometimes referred to as “doubled-up™)

In a hotel/motet

Ina car, park, bus, train, or campsite

Other lemporary living situation (Please describe):

Q Qoo Qo

In permanent housing

Print name of Parent, Guardian, or Signature of Parent, Guardian, or
Student (for unaccompanied homeless youth) Student (for unaccompanied homeless youth)

Date

Ifthe studentis NOT living in permanent housing, proof of residency and other documents normally needed

for enrollment are not required and the student Is to be Immediately enrolled. The district’s LEA linison is

required to assist the student in obtaining any necessary documents, including immunization or school records
after the student has been enrolled.

NOTE TQ SCHOOLS/LEAS: If the student is NOT living in permanent housing, please ensure that a
Designation Fotm is completed.



Fort Ann Elementary School

One Catherine Street
Fort Ann, NY 12827

. Phone 518-639-5594 Fax 518-639-4341

To enroll your child/children in Fort Ann Central School District, you must
provide two proofs of residency:

Preferred:;

» |ease Agreement or notarized statement from landlord - must include
tenants’ names and physical address

Copy of deed

Driver’s license or NYS Identification card issued by DMV

State or Government issued identification card with name and address
Voter Registration card

Homeowner’s Insurance Policy (active) with name and full physical address
Income Tax Form - maost recent year

School Tax bill - most recent year

Mortgage Statement*

Pay Stub* - must include name and full physical address of parent/guardian
Utility Bifl* - National Grid, Local water/sewer, cable

Notices/Award Letters from DSS, OTDA, SSA*

Accepted only if none of the above are available and with approval of the District:
* Notarized statement from a third party which must include all tenants’ names
and the full physical address as well as the date tenancy began

o Copy of proof of purchase contract with a letter from an attorney listing the
expected closing date/time

*Proof of Residency with * must be within 30 days of receipt by district.

*All above documents must include name of parent/quardian or child’'s name and
the full physical address.

*Call Krista Crosbie, Guidance Secretary, with questions. 518-639-5594



Fort Ann Central School DlStl‘lCt

. 1 Catherine Street
Fort Ann, NY 12827

Telephone: (518)639-5594 Fax: (518)639-8911
www. fortannschool.org

PICK UP AUTHORIZATION

Student name

Address

Parent/guardian

Contact number

The following list of people has my authorization to pick my child up from school. |
understand that these people must show identification each time they pick my child up

at the elementary entrance of the building or cafeteria at dismissal time. All others will
NOT be permitted to pick up my child.

NAME HOME PHONE CELL PHONE

q\lﬂ/

WAy
Signature of parent/guardian Today's date ng A N }}q}{
| Ve




SPEECH AND LANGUAGE QUESTIONNAIRE

Student

Birth date Grade entering

Parent/Guardian with whom student lives

Siblings and their ages

Address
Home phone, Celt Work
My child is currently receiving speech and language therapy

Agency name

My child was but is no longer receiving speech and language therapy.
Agency name

My child has never received speech and language therapy.
My child says all speech sounds correctly.
My child does not say all speech sounds correctly

To the best of your knowledge, please list all the speech sounds which
your child does not say correctly.

How well do you understand your child's speech?
Notwellatall 1 2 3 4 5 Very Well

How well do you think others understand your child's speech?
Notwellatall1 2 3 4 5 Very Well

Please comment on your child's general communication skills. Include any medical
information which may be relevant.




DO NOT PHOTOGRAPH FORM

Dear Parents/Guardians,

We like to promote Fort Ann Central School events and activities through publishing
photographs of students on our website, district newsletter, or in other locations. At
times, we have also have the opportunity to have photographs of students included in
the local newspaper. We would appreciate your permission to publish photographs of
your child, should the occasion arise.

Please return this form by 09/18/21 ONLY if you DO NOT wish to give permission for
your child to be photographed. Thank you.

( ) 1 DO NOT give permission for my child/children to be photographed or have their
photo released to the media for educational purposes.

Parent/Guardian Signature:

Child's Name;

Child's Grade:

Date:




FORT ANN CENTRAL SCHOOL
ACCEPTABLE USE AGREEMENT: INTRANET/INTERNET
Grades K- 2
Including Summer School
{Renewable In Grades 3, 6 & 9)
As a part of my schoolwork, my school gives me the use of computers and storage space on the server for
my work. My behavior and language are to follow the same rules I follow in my class attd in my school. To
help myself and others, | agree to the following promises:

1. I'will use the computers only to do school work, and not for any other reason. | will not store material that
is not related to my schoolwork,

Z. | will use the Internet only with my teacher's permission.

3. Fwill not give my password to anyone else, and | will not ask for or use anyone else's password.

4. | will not put on the computer my address or telephone number, or any other personal information about
myself or anyone else.

5. | will not upload, link, or embed an image of myself or others without my teacher's permission.

6.1 will not play games that a teacher has not approved.

7.1 will be polite and considerate when | use the computer; | will not use it to annoy, be mean to, frighten,
threaten, tease, bully, or poke fun at anyone; | will not use swear words or any other rude language.

8. I will not try to see, send, or upload anything that says and/or shows bad or mean things about anyone's
race,religion or gender.

9. | wilt not damage the computer or anyone else's work.

10. [ will not take credit for other people's work.

11. If I have or see a problem, | will not try to fix it myself but | will tell the teacher.

12. 1 will not block or interfere with school or school system communications.

13. My teacher may look at my work to be sure that | am following these rules, and if | am not, there will be
consequences which may include not being able to use the computer.

14. | know that the conduct that is forbidden in school is also forbidden when | use computers outside of

school if it interferes with other students’ education, and if | break the rules there will consequences in
schaool.

Print Student's Name: Grade:

Student's Signature: Date:

Parents: / have read and discussed with my child the Acceptable Use Agreement, and | give permission for
his or her use of the resources. /understand that computer access is conditional upon adherence to the
agreement. Although students are supervised using computers, a11d their use is electronically monitored, |

am aware of the possibility that my child may gain access to materials that school officials and | may
consider inappropriate or not of educational value.

Print Parent's Name:

Parent's Signature; Date:

*STUDENTS MAY NOT USE COMPUTERS UNLESS
THIS AGREEMENT IS SIGNED AND RETURNED TO THE TEACHER.



20/21 FORT ANN CENTRAL SCHOOL
TRANSPORTATION INFORMATION FORM

FORT ANN SCHOOL DISTRICT TRANSPORTATION POLICY :

1. Students who are in Kindergarten MUST be met by their parent/guardian, if a parent/guardian is
not there to meet their child, they will be taken back to school.

2. Transportation information forms must be completed every school year, even if the information
is the same as the previous year.

3. Transportation information forms should be completed any time there is a change in your child’s
bus route,

4. If this form is not returned, we will schedule your child’s bus route from our most current HOME
address.

NOTE: REQUEST FORMS MUST BE FILLED OUT PRIOR TO CHANGE. PLEASE ALLOW FOR3TO §
DAYS FOR PROCESSING.

Today's Date Effective Date

Student’s Name Grade

Parent/Guardian Name

Primary Home Address

Home Phone Work Phone Cell Phone

Please put a check if your child is a walker, parent drop off AM or parent pick up PM
AM Alternate Child Care Provider:

Address

Sitter Home Phone Sitter Cell Phone

Please circle which days your child(ren) will be PICKED UP at daycare:
MON TUES WED THURS FRI

PM Alternate Child Provider:

Address

Sitter Home Phone Sitter Cell Phone

Please circle which days your child(ren) will be DROPPED QFF at daycare:
MON TUES WED THURS FRI

Parent/Guardian Signature




FORT ANN CENTRAL SCHOOL DISTRICT

STUDENT HEALTH HISTORY

——

Name: _ _ DOB: : Age: .| Gender:
Bl Grade: COm OdrF
Parent/Guardian: : * | Home Phone: - Date:
{person completing this form) Cell Phone:
Has your child ever: YES | NO If Yes, please explain and include date:
Had an ongoing medical condition O |0
Seen a medical specialist E0{EE
Had allergies: O | O | Ofood Oenvironmental Cinsect Cimedication Oother
Been hospitalization O O
Had an operation O | a
Had an injury requiring an Emergency Room visit O O
Missed 5 days of school in a row due to illness/injury | O | O
Had a bone/muscle injury O |0
Passed out, had a concussion or serious head injury O |
Had a convulsion/seizure O O
Had a vision problem or condition O (W] O glasses [ contacts
Had a hearing problem or condition O a O hearing aid [ cochlear implant
Worn dental bridge, braces or mouthpiece o0
Have any family members under the age of 50 ever: | YES | NO If Yes, please specify:
Had a heart attack O |
Had other serious health problems O O
CHECK ALL THAT APPLY TO YOUR CHILD:
0 ADHD 0 G! Conditions {ulcer, reflux, IBS) anxiety, OCD, DD, etc.}
O Asthma/trouble breathing O Headaches/migraines 0 scoliosis
O Autism/Asperger [ Heart Conditions O Single Organ {Okidney, Otesticle)
O vental Injuries O High Blood Pressure 03 Skin Condition
3 Diabetes B Mental Health Condition O Speech Condition
O Ear Infections (depression, eating disarder, [ Urinary Condition
CURRENT MEDICATIONS | YES | NO Please list name, dose, time(s)
Given at school a4
Taken at home oo
ASSISTIVE EQUIPMENT | YES | NO Please check all that apply
During or outside of school | O | OO | Ocrutches Owalker Owheelchair Dother:
TREATMENTS YES | NO
During or outside of school a O | Oinsulin/blood glucose monitoring  Dlinhaler/nebulizer/peak flow monitoring
Ospecial diet

Is there any condition that would prevent your child from participating in physical education or sports?
ONo Oves:

Please list any additional concerns: (use back of sheet if necessary)

Parent/Guardian Signature; Date:




REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED IN ENTIRETY BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
Note: NYSED requires a physical exam for new entrants and students in Grades Pre-K or K, 1, 3, 5, 7,9 &11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or
Committee on Pre-School Special education (CPSE).
STUDENT INFORMATION

Name: Sex: OM OF DoB:
School: Grade; Exam Date:
> HEALTH HISTORY
Allergies [TNo [0 Medication/Treatment Order Attached O Anaphylaxis Care Plan Attached
M VYes, indicate type O Food  [Jinsects [latex [ Medication O Environmental
Asthma [No  [J Medication/Treatment Order Attached O Asthma Care Plan Attached
[ Yes, indicate type [ Intermittent [ Persistent O Other:
Seizures [MNo Medication/Treatment Order Attached O Seizure Care Plan Attached
(3 Yes, indicate type O Type: Date of last seizure:
Diabetes {ONo [ Medication/Treatment Order Attached O Diabetes Medical Mgmt. Plan Attached

I~ Yes, indicate type " Type1 I~ Type2 OO HgbAlc results: Date Drawn:
Risk Factors for Diabetes or Pre-Diabetes:

Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors: Family Hx T2DM, E thnicity, Sx Insulfin Resistance,
Gestational Hx of Mother; and/or pre-diabetes.

BMI kg/m2 Percentile (Weight Status Category): [J<5* [ 5%-49% [ 5g%.g4t [ 85%-94™ [] 9598 [ 99t ande
Hyperlipidemia: ONo [JYes Hypertension: TONo [JYes

PHYSICAL EXAMINATION/ASSESSMENT

Height: Weight: BP; Pulse: Respirations:
TESTS Positive Negative Date Other Pertinent Medicat Concerns

PPD/ PRN C O One Functioning: Ol Eye OKidney [ Testicle

Sickle Cell Screen/PRN O T O Concussion - Last Occurrence:

Lead Level Required Grades Pre- K & K Date |[J Mental Health:

OTestDone [OLead Elevated >10 pg/dL I Other;

[ system Review and Exam Entirely Normal

Check Any Assessment Boxes Qutside Normal Limits And Note Below Under Abnormalities

[ HEENT O Lymph nodes O Abdomen 3 Extremities O Speech
J Dental {J Cardiovascular O3 Back/Spine £ skin O Social Emotional
) Neck . O Lungs O Genitourinary 1 Neurological O Musculoskeletal

D) Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list) 1CD-10 Code

(J Additional Information Attached




Name: DOB:

SCREENINGS
| Vision : . Right Left Referral .Notes

Distance Acuity 20/ 20/ dvYes TINo
Distance Acuity With Lenses 20/ 20/
Vision — Near Vision 20/ 20/
Vision—Color [T Pass [J Fail
Hearing ' Right da Left d8 Referral
Pure Tone Screening ; [ Yes 7 No
Scoliosis Required for boys grade 9 Negative Positive Referral

And girls gradesS & 7 (. ] I” Yes [T No
Deviation Degree: Trunk Rotation Angle:

Recommendations:

RECOMMENDATIONS FOR PARTICIPATION IN PHYSICAL EDUCATION/SPORTS/PLAYGROUND/WORK
T Full Activity without restrictions including Physical Education and Athletics.

[C Restrictions/Adaptations Use the Interscholastic Sports Categories (below) for Restrictions or modifications
["1 No Contact Sports Includes: baseball, basketball, competitive cheerleading, field hockey, football, ice
hockey, lacrosse, saccer, softball, volleyball, and wrestiing
J No Non-Contact Sports Includes: archery, badminton, bowling, cross-cauntry, fencing, golf, gymnastics, rifle,

Skiing, swimming and diving, tennis, and track & field
L1 other Restrictions:

[0 Developmental Stage for Athletic Placement Process ONLY

Grades 7 &8 to play at high school level OR Grades 9-12 to play middle school level sparts
Studentisat TannerStage: (11 D Om JiviZ v
[J Accommodations: Use additional space below to explain

[ Brace*/Orthotic (] Colostomy Appliance* [l Hearing Aids
O Insulin Pump/Insulin Sensor* I Medical/Prosthetic Device* O Pacemaker/Defibrillator*
O Protective Equipment 0 Sport Safety Goggles O Other:

*Check with athletic governing body if prior approval/form completion required for use of device at athletic competitions.

Explain:

MEDICATIONS
O Order Form for Medication(s) Needed at School attached
List medications taken at home:

IMMIUNIZATIONS
O Record Attached (J Reported in NYSIIS Received Today: ClYes [ No
HEALTH CARE PROVIDER
Medical Provider Signature: Date:
Provider Name: {please print) ' Stamp:
Provider Address:
Phone:
Fax:

Please Return This Form To Your Child’s School When Entirely Completed.




Dental Health Certificate- Optional

Parent/Guardian: New York State law (Chapter 281) permits schools to request a dental examination in the following grades: school entry,
K, 2, 4, 7, & 10. Your child may have a dental check-up during this school year to assess his/her fitness to attend school. Please complete
Section 1 and take the form to your dentist for an assessment. If your child had a dental check-up before he/she started the school, ask your
dentist to fill out Section 2. Return the completed form to the school's medical director or school nurse as soon as possible.

Section 1. To be completed by Parent or Guardian (Please Print)

Child's Name: Lot First Middia
Birth Date: / I Sex: 0 Male Will this be your child's first visit to a dentist? Ovyes ONo

— 0 Female
School: "™ Grade

Have you noticed any problem in the mouth that interferes with your child's ability to chew, speak or focus on school activities? [ Yes [ No

i understand that by signing this form | am consenting for the child named above to receive a basic oral health assessment. | understand this
assessment is only a limited means of evaluation to assess the student’s dental health, and | would need to secure the services of a dentist in order for
my child o receive a complete dental examination with x-rays if necessary to maintain good oral health,

| also understand that receiving this prefiminary oral health assessment does not establish any new, ongoing or continuing doclor-patient relationship.
Further, | will not hold the dentist or those performing this assessment responsible for the consequences or results should | choose NOT to follow the
recommendations listed below.

Parent's Signature Date

Section 2, To be completed by the Dentist

I. The Dental Health condition of on (date of exam) The date of the
exam needs to be within 12 months of the start of the school year in which it is requested. Check one:

0 ves, The student listed above is in fit condition of dental health to permit histher altendance at the public schools.

[0 Ne, The student listed above is not in fit condition of dental health to permit his/her attendance al the public schools,

NOTE: Not in fit condition of dental health means that a condition exists that interferes with a studenl's ability to chew, speak or focus
on school activities including pain, swelling or infection related to clinical evidence of open cavities. The designation of not in fit
condition of dental health to permil attendance at the public school does not preclude the student from attending school,

Dentist's name and address (please print or stamp} Dentist's Signature

Optional Sections - If you agree to refease this information to your child's school, please Initial here.

Il. Oral Health Status {check all that apply).

OYes 00 No Carles Experience/Restoration History — Has the child ever had a cavity (treated or untreated)? [A filling {temporary/permanent) OR a
tooth that is missing because it was extracted as a result of caries OR an open cavity]

O Yes ONo Untreated Carles — Does this child have an open cavity? [At least % mm of tooth structure loss at the enamel surfzce. Brown to dark-
brown coloration of the walls of the lesion. These criteria apply to pils and fissure cavitated lesions as well as those on smooth tocth surfaces
If retained root, assume that the whole tooth was destroyed by caries. Broken or chipped teeth, plus teeth with temporary fillings, are
considered sound unless a cavitated lesion is also present).

OYes O No Dental Sealants Present
Other problems (Specify):

lil. Treatment Needs (check all that apply)
O No obvious problem. Routine dental care is recommended. Visit your dentist regularly.
O May need dental care. Please schedule an appointment with your dentist as soon as possible for an evaluation.

O mmediate dental care is required. Please schedule an appointment immediately with your dentist to avoid problems.




New York State Center for School Health
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Health Examination Overview
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**Health Examinations may be elther a Health Appraisai (health exam performed by the School Medical Director) er Health Certificata (heatth
axam performed by the studenl’s primary medicalprovider). They must be dated no more than 12 months ptior to the start of the school year
inwhich they are required, or the date of entrance o tive school for new entrants.

This sample resource was created by the New Yark State Center for School Health and s located at www.schoofhealthny.com in
the Laws| Guidelines| Memas - Effective July 2018 (revised 2/2018)




7513F.1
FORT ANN CENTRAL SCHOOL DISTRICT
SELF-MEDICATION RELEASE FORM

Date.:

Student's Narne;

has been instructed in the proper use of the following medication procedures:

Ve (Physician's signature) and

(Pavent or Person in Pavental Refation's signature)

request that (Student's name) _ be permitted to

———ad m——— - P,

carry the medication on his/her person or to keep same in his/her locker oi physical education locker,
as we consider him/her respousible, He/she has been instructed in and understands the purposs and
appropriate method and frequency of nse. He/she understands the impottance of immediately hotifying
the teachet or school registered professional nurse of the use of an angphylactic medication.

Note:  This form must be completed in gddition to the routine District medication form for those
students who request permission to carry their ownt medication on campus or keep this
medicalion in a school or physical education locker.



2020-21 School Year
New York State Immunization Requirements
for School Entrance/Attendance’

NOTES:

Children in a prekindergarten setting should be age-appropriately Inmunized. The number of doses depends on the schedule
recommended by the Advisory Committee on Immunization Practices (ACIP). Intervals between doses of vaccine should be in accordance
with the ACIP-recommended immunization schedule for persons O through 18 years of age. Doses received before the minimum age or
intervals are not valid and do not count toward the number of doses listed below. See footnotes far specific information for each vaccine

Children who are enrolling In grade-less classes should meet the Immunization requirements of the grades for which they are age
equlvalent.

Dose requirements MUST be read with the footnotes of this schedule

I ]

| Prekindergarten Kindergarten and Grades i Grades Grade [

Vaccines (Day Care, 1,2,3,4and 5 | 6,7.8,9,10 | 12 |
| Head Start, | [ and 1 [ !
[ ! Nursery |

' or Pre-k)

Diphtheria and Tetanus 5 doses

toxold-containing vaccine or 4 dases

and Pertussis vaccine 4 doses if the 4th dose was received 3 doses

(DTaP/DTP/Tdap/Td)* at 4 years or older or

3 doses
If 7 years or older and the series
was started at t year or older

Tetanus and Diphtheria

toxoid-contalning vaccine Not applicable 1dose

and Pertussis vaccine

adolescent booster (Tdap)®

Pollo vaccine {IPV/OPV)* 4 doses

3 doses or 3 doses
If the 3rd dose was recelved at 4 years or older
Measles, Mumps and 1dose 2 doses

Rubella vaccine (MMR)*

Hepatitis B vaccine® 3 doses 3 doses

or 2 doses of adult hepatitis B vaccine (Recombivax) for children who received
the doses at least 4 months apart between the ages of 11 through 15 years

Varicella (Chickenpox) 1dose 2 doses
vaccina”
Meningococcal conjugate Grades 2 doses
vaccine (MenACWY)" 7.8,8,10 or 1dose
Not applicable and 11: if the dose
1dose was received
at 16 years or
older
Haemophilus influenzae
type b conjugate vaccine 1to 4 doses Mot spplicable
{Hib)*
Pneumococcal Conjugate 1to 4 doses Not applicable
vaccine (PCV)®

(_"lm l MNamacbe o



1. Demonstrated seralogks evidence of measles, mumps or rubella antibodles
or lahoratory confirmation of these diseases is acceptable proof of immurnitty
to these diseases. Serologle tests for palio are acceptable proof of mmunity
only If the test was performed before September 1, 2019 and all three
serotypes were positive. A positive biood test for hepatitis 8 surface antibody
Is acceptable proof of Immunity to hepatitis 8. Demonstrated sarologic
evidence of varicelta antibodies, laboratoty confirmatlon of varicelia disease
or diagnosis by a physician, physiclan assistant or nurse practitioner thal a
child has had varicella disease is acceptable proof of Immunity to varkeella,

| N

Diphthetia and tetanus toxolds and acellular pertussis {DTaP) vaccine.
{Minlmum age; 6 weeks)

a. Children starting the serles on Ume should receive a 5-dosa series of
DTaP vaccine at 2 months, 4 months, 6 months and at 15 through 18
months and at 4 years or older. The fourth dose may be received as early
8s age 12 manths, provided st least 6 months have elapsed since the
third dose. Howevar, the fourth dose of DTaP need not be repeated K it
wa’s sdministered at least 4 months after the third dose of DTaP. The final
dose in the seres must be recelved on or afier the fourth birthday and at
fwast & months efter the previous dose

b. i the fourth dose of DTaP was administered at 4 years or clder, and at
least & months after dose 3, the fitth {booster) dose of DTAP vaccine is
not required

c. For children bom before 1/1/2005, only immunity ta diphtherla is
required and doses of DT and Td can meet this requirement.

Chiidren 7 years and older who are rot fully immurnitzed with the chiidhood
DTaP vaccine series should receive Tdap vaccine as the first dose In the
catch-up series, if additional doses sre needed, use Td or Tdap vaccine.

if the first dose was recelved before their firs| bithday, then 4 doses are
requfred, as long as the firal dose was received at 4 years or older, f the
first dose was recelved on or after the first binhday, then 3 doses are
required, as long as the final dose was received ot 4 years or older.

=

3. Tetanus and diphtherla toxolds and accllular pertussis {Tdap) adoicscent
booster vaccine. (Minimum age for grade 6: 10 years; minimum age for
grades 7 through 12° 7 years)

a. Students 4 years or older entering grades 6 through 12 are required to
have one dose of Tdap

b. In addiion to the grade 6 through 12 requirement, Tdap may also be
given as part of the catch-up serlas for students 7 years of age and
older wha are not fully immunized with the childhood DTaP serles, as
described above. In schoal year 2020-2021, only doses of Tdap given
at age 10 years or clder will satisfy the Tdap reguirement for students
in grade &; however, doses of Tdap given at age 7 years or older will
satlsfy the requirement for students In grades 7 through 12.

¢. Students who are 10 years old In grade 6 and who have not yet recelved
a Tdap vaccine are in complisnce until they turn 11 years okd.

4. Inaclivated polio vaccine (IPV) or orat polio vaccine (OPV. {Minimum age: &
weeks)

8. Children starting the series on time shoukd receive a seres of IPV at 2
months, 4 months and at & through 18 manths, and at & years or alder,
The final dose In the serles must be recelved on or alter the fourth
birthday and at least 6 months after the previous dose.

b. For students who received their fourth dose before age 4 and prior to
August 7, 2010, 4 doses separated by at least 4 weeks Is sufficient.

c. I the third dose of polio vaccing was received at 4 ycars or older and at
least & months after the previous dose, the fourth dose of pollo vaccing
's not required.

d Only trivalent QPV {OPV} counts toward NYS school polia vaccing
requirements. Dases of OPV glven befare April 1, 2016 should be
caunted unless specifically noted as monavaient, bivalent or as given
duting a paliovlrus immunization campaign. Doses of OPV given on or
after Aprit1, 2016 should not be counted,

5. Measles, mumps, and rubetla (MMR) vaccing. {Minlmum age: 12 months)

a. The first dose of MMR vaccine must have been received on or after the
flrst birthday. The second dose must have been received at least 28
days (4 weeks) aRter the first dose to be considered valid.

b. Measles: One dosa Is required for prekindergarten, Two doses are
requlied for grades kindergarten thraugh 12

=~

¢ Mumps One doese s required for prekindergarten. Two doses are
required for grades kindergarten through 12

d. Rubella: At least one dose Is required for ol grades {prekindergarten
through 12).

. Hepatltis B vaccine

o Dose 1 may be given at birth or anytime thereafter Dose 2 must be
given at least 4 weeks {28 days) aftar dose 1, Dose 3 must be at least §
weeks after dose 2 AND at least 16 weeks aRer dose 1 AND no earlier
than age 24 weeks {when 4 doses are given, substittte "dose 4" for
“dose 3" [n these calculations)

b. Two doses of adult hepatitis B vaceine [Recomblivax) recelved at least 4
months dpart of age 11 through 15 years will méet the requirement.

Varfcella (chickanpox) vacclne, (MInimum sge: 12 months)

8. The first dose of varicella vaccine must have been received on or after
the first birthday. The second dose must have been recelved at least 28
days (4 weeks) after the first dose 1o be considered vakid,

b. For children younger than 13 years, the recommended minimum Interval
between doses s 3 months [if the second dose was administered
at least 4 weeks afler the first dose, i can be accepted as valid), far
persons 13 years and older, the minimum interval between doses is 4
weeks.

Meningococcal conjugate ACWY vaccine (MenACWY). (Minimum age for
grade 710 years; minimum age for grades 8 through 12: 6 weoks)

a. One dose of meningococcal conjugate vaccine {Menactra or Menveo) s
required for stedents entetlng grades 7, 8.9, 10 and 11,

b. For students in grade 12, If the first dose of meningococesl conjugate
vaccine was received at 16 years or older. the second (booster) dose is
not reguired.

¢ The second dose must have been recetved at 16 years o older. The
minimum interval between doses Is 8 weeks,

9. Haemophilus Influenzae type b (HIb} ¢o njugate vaccine. (Minlmum age: &

waeks)

a. Children starting the serles on time should receive Hib vaceine al 2
manths, 4 months, 6 months and at 12 through 15 manths, Children
older than 15 manths must get caught up according to the ACIP catch-up
schedule. The final dose must be recelved on or after 12 months.

b. If 2 doses of vaccine were received before age 12 months, only 3 doses
are required with dose 3 at 12 through 15 months and at least B weeks
after dose 2

¢ dose 1was received al age 12 through 14 months, only 2 dases are
required with dose 2 ot least B weeks ofter dose 1.

d If dose 1was recelved at 15 months or older, only { dose is required.
e. Hib vaccine is not required for children S years or older.

10. Pneumococcal conjugale vaceine (PCV), (Minlmum oge: & weeks}

a Children starting the series on time should recelve PCV vaccine at 2
mariths, 4 months, 6§ months and at 12 through 15 months. Children older
than 15 months must get caught up according to the ACIP catch-up
schedule. The final dose must be received on or atter 12 months.

b Unvaccinated children ages 7 through 11 months are required 10 receive
2 doses, at least 4 weeks apart, followed by & third dose at 12 through
1S moniths,

€. Unvaccinated children ages $2 through 23 months are requited to
receive 2 doses of vaccine at least B weeks apart,

d. If one dose of vacelne was recelved at 24 months or older, no further
dosas are required.

e. PCV is not required for children 6 years or older.

I. For further informatizn, refer to the PCV chart
available In the School Survey Instruction Booklet at:
www health.ny.gov/prevention/immunization/schoals

Far further Information, contaet

New York State Department of Health
Bureau of Immunization
Room 649, Corning Tower ESP
Albany, NY 12237
{518) 473-4437

New York City Department of Health and Mental Hygiene
Program Support Unit, Bureau of Immunization,
42-09 28th Street, 5th floar
Long Island City, NY 11101
(347) 396-2433



7313F
FORT ANN CENTRAL SCHOOL DISTRICT
PARENT AND PIIYSICIAN'S AUTIIORIZATION FOR ADMINISTRATION OF
MEDICATION IN SCHOOL AND SCIHOOL, ACTIVITIES

1) To be comgpleted by the parent or guardian:

{ request that my child, DOoB
GRADL receive the medication as prescribed beloy by our physician.

The medication is to be personally delivered by me (parent or guardian) in the original labeled pharmacy
container stating the specific name of the medication and dispensing orders.

Signature (Parent/Guardian):

Telephone: ome . Work _ Date
2} To be completed by physician
I request that my patient. as listed below, receive the following medication:
Name of Student; DOB:
Diagnosis: o
T EDICATION DOSAGE FREQUENCY/IINE |~ " ROUTEGF

TO BLE TAKEN ‘I ADMINISTRATION

- T AL . LI TR BRCNTS LMY . e 413

Duration of Treatment:
*Order may extend to a summer schoal session if needed [ JYes [ ]INo

Possible Side Effects and Adverse Reactions (ifany):

PLEASE CHECK ONE:;

[ ] I'deem this child to be self-directed and understand that the school nurse, or other designated person
in the case of the absence of the school nurse, will administer the medication, including field trips.

[ 1 I'deem this child to be non-self-dirceted and understand that administration of oral topical, inhalant
and injectable medications must remain the responsibility of the school nurse, licensed practical nurse
under the direction of a school nurse, physician. or parent.

Physician's Stenature: Date:

Address; Phone:

Plan reviewed with parcat(s)/guardian(s):

Parent Signature: Date;

*Parent’Guardian must submit written request to School Nurse prior to summer session,



7513F.1
FORT ANN CENTRAL SCHOOL DISTRICT

SELF-MEDICATION RELEASE FORM

Date;

Student's Name:

has been instructed in the proper use of the following medication procedures:

We (Physician's signature) et ] and

(Parent or Person in Parental Relation's signature)

Request that (Student's name) be
permitted to

carry the medication on his'her person or to kecp same in his/her locker of physical education
locker. as we consider him/her responsible. He'she has been instructed in and understands the
purpose and appropriate method and frequency of use. He'she understands the importance of

immediately notifying the teacher or school registered professional nurse of the use of an
anaphylactic medication.

Note:  This form must be completed in addition to the routine District medication form for those

students who request permission to carry their own medication on campus or keep this
medication in a school or physical education locker.



PARENT/GUARDIAN CONSENT TO RELEASE ELIGIBILITY INFORMATION
FOR FREE AND REDUCED PRICE MEALS OR FREE MILK

Date August 1, 2020
Dear Parent/Guardian:

If your child is efigible for free and reduced price meals or free milk, hefshe also may be eligible for other benefits. To receive
these benefits, you must provide written consent to permit school officials to give your name, address, and an indication that your
household is eligible for free and reduced price meals or free milk, to representatives of certain programs. Failure to sign a consent
statement that will allow disclosure of this information will not affect your child's eligibility or participation in the school meals
or milk programs.

Some of the programs that may request names and eligibility information to be used to provide benefits, and for which
parent/guardian consent s required, include: federal health insurance programs such as Medicaid or Children's Health insurance program
(CHIP), other federal programs, State programs, local health and education programs and other local activities. For example, the
disclosure of children's eligibility for free and reduced price meals or free milk to determine eligibility for free text books, free band
instruments, holiday baskets, school supplies, etc., or reduced fees for summer school or driver education programs, would require
written consent by the child's parent/guardian.

I you wish to provide consent to release information contained in your child's free and reduced price meal application, to receive
other benefits, please complete the attached consent statement.

Please call Mrs. Krista Crosbie at (518)639-5594 ext. 52101 if you have questions.

Sincerely,

Enclosure {consent statement)

Nondiscrimination Statement;

In accordance with Federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations and palicies the USDA, its Agencies offices, and
employees. and institulions participaling in or administering USDA programs are prohibited from discriminating based on race, color, national origin, sex, disability, age,
or reprisal or retalialion for prior civil rights activity in any program or activity conducted or funded by USDA.

Persons with disabililies who require aitemative means of communication for program information (e g Braille, large print, audiotape, American Sign Language, etc )
should contact the Agency (State or local) where they appled for benefits, Individuals who are deaf, hard of hearing or have speech disabilities may contact USDA
through the Federal Relay Service at (800) 877-8339. Additionally. program information may be made available in languages other than English

. (AD-3027) found onfine at
in the letter all of the information

M mai U.S. Depariment of Agriculiure
Office of the Assistant Secretary for Civil Rights
1400 independence Avenue SW
Washinglon. D C 20250-9410;

2) fax (202) 690-7442, or

(3 email: program.intzke@usda.gov.

This institution (s an equal opportunity provider



Letter to Parents for School Meal Programs

dear Parent/Guardian

shildren need healthy meals lo learn. Fort Ann Central School offers healthy meals every school day. Breakfast costs $1.25; lunch costs $2.65. Your
‘hildren may qualify for free meals or for reduced price meals. Beginning July 1, 2019, students in New York State that are approved for reduced price
neals will receive breakfast and lunch meals and snacks served through the Afterschool Snack Program at no charge.

1.

1

12

13

14

15

17

DO INEED TOFILL OUT AN APPLICATION FOR EACH CHILD? No. Complete the apptication o apply for free or reduced price meals. Use
ong Free and Reduced Price School Meals Application for alf students in your household We cannot approve an application that is not complele,
50 be sure lo fil out all required information Return the completed application to' Krista Crosbie 1 Catherine Str. Fort Ann. NY 12827, ( 518)639-
5594 ext. 52101

WHO CAN GET FREE MEALS? All children in households receiving benefits from SNAP, the Food Distribution Program on Indian
Reservations or TANF, can gel free meals regardless of your income. Categorical eligibility for free meal benefits is extended to all children in a
household when the application lists an Assistance Program's case number for any household member. Also, your children can get free meals if
your household's gross income is within the free limits on the Federal income Eligibility Guidelines. Households with children who are categoarically
eligible through an Other Source Categorically Eligible designation. as defined by law, may be eligible for free benefits and should contact the
SFA for assislance in receiving benefits.

CAN FOSTER CHILDREN GET FREE MEALS? Yes, foster children that are under the legal responsiblity of a foster care agency or court, are
eligible for free meals. Any foster child in the household is eligible for free meals regardless of income Foster children may aiso be included as
amember of the foster family if the foster family chooses to also apply for benefits for other children Including children in foster care as household
members may help other children in the household qualify for benefits If non-foster children in a foster family are not eligible for free or reduced
price meal benefits, an eligible foster child will still receive free benefits.

CAN HOMELESS, RUNAWAY, AND MIGRANT CHILDREN GET FREE MEALS? Yes, children who meet the definition of homeless. runaway,
or migrant qualify for free meals If you haven't been told your children will gel free meals. please call or e-mail {school, homeless liaisan or
migrant coordinator information] to see if they qualify.

WHO CAN GET REDUCED PRICE MEALS? Your children may be approved as reduced price eligible if your household income is within the
reduced-price limits on the Federal Eligibiity Income Chart, shown on this letter. Beginning July 1, 2019, students in New York State that are
appraved for reduced price meals will receive breakfast and lunch meals and snacks served through the Afterschoal Snack Program at no charge
SHOULD [ FILL OUT AN APPLICATION IF | RECEIVED A LETTER THIS SCHOOL YEAR SAYING MY CHILDREN ARE APPROVED FOR
FREE MEALS? Please read the letter you got carefully and follow the instructions Call the school at {518)639-5594 ext 52101 if you have
questions

MY CHILD S APPLICATION WAS APPROVED LAST YEAR DO I NEED TO FILL OUT ANOTHER ONE? Yes. Your child's application is only
good for that school year and for up to the first 30 operating days of this school year. You must send in a new application unless the school told
you that your child is eligible for the new schoot year.

| GET WIC. CAN MY CHILD(REN) GET FREE MEALS? Children in households participaling in WIC may be eligible for free or reduced price
meals. Please fill out a FREE/REDUCED PRICE MEAL application

WILL THE INFORMATION | GIVE BE CHECKED? Yes and we may also ask you to send written proof.

IF I DON'T QUALIFY NOW. MAY t APPLY LATER? Yes. you may apply at any ime during the school year For example. children with a parent
or guardian who becomes unemployed may become eligible for free and reduced price meals if the household income drops below the income
imit.

WHAT IF | DISAGREE WITH THE SCHOOL'S DECISION ABOUT MY APPLICATION? You should talk to schoo! ofiicials. You also may ask
for a hearing by calling or writing to- Mr. Justin Hoskins, 1 Catherine St. Fort Ann, NY 12827; (518)639-5594 ext, 52060
thoskins @fortannschool org

MAY I APPLY IF SOMEONE IN MY HOUSEHOLD IS NOT A U.S. CITIZEN? Yes. You or your child(ren} do not have to be U.S. citizens to
qualify for free or reduced price meals

WHO SHOULD | INCLUDE AS MEMBERS OF MY HOUSEHOLD? You must include all peaple living in your household related or not (such
as grandparents, other relatives or friends) who share income and expenses. You must include yourse!f and all children living with you. If you
live with other pecple who are economically independent (for example, people who you do not suppart, who do not share income with you or your
children. and who pay a pro-rated share of expenses), do not include them

WHAT IF MY INCOME 1S NOT ALWAYS THE SAME? List the amount that you normally receive For example if you normally make $1000
each month. but you missed some work last month and only made $300 put down that you made $1000 per month If you normally get overtime,
include it but do rot include it if you only work overtime sometimes. If you have lost a job or had your hours or wages reduced use your current
income

WE ARE IN THE MILITARY. DO WE INCLUDE OUR HOUSING ALLOWANCE AS INCOME? If you get an off-base housing allowance. it
must be included as income However, if your housing is part of the Military Housing Privatization Initiative, do not include your housing allowance
asincome

MY SPOUSE IS DEPLOYED TO A COMBAT ZONE IS HER COMBAT PAY COUNTED AS INCOME? No_ if the combat pay is received in
addtion to her basic pay because of her deployment and it wasn't received before she was deployed combat pay is not counted as income
Contact your schao! for more information.

MY FAMILY NEEDS MORE HELP. ARE THERE OTHER PROGRAMS WE MIGHT APPLY FOR? To find out how to apply for SNAP or
other assistance benefits, contact your local assistance office or call 1-800-342-3009.



2020-2021 INCOME ELIGIBILITY GUIDELINES
FOR FREE AND REDUCED PRICE MEALS OR FREE MILK

REDUCED PRICE ELIGIBILITY INCOME CHART

Fan.l'l—i?;aéiz o Annual i Monthiy Twice per Month Every Two Weeks Weekly

1 $ 23,606 $ 1,968 $ 984 3808 $ 454

2 $ 31,894 $2,658 $ 1,329 $1,227 $ 614

3 $ 40,182 $3,349 $1675 3 1,546 $773

4 548,470 $4.040 S 2,020 $ 1,865 5933

B 5 $ 56,758 $4730 $ 2,365 $2,183 $1,002
6 $ 65,048 5421 §2711 $ 2,502 $ 1,251

7 $73,334 $6,112 $ 3056 $2.821 $1.411

8 $ 81,622 $6,802 §3401 § 3,140 $1.570

_*Each Add'l person add $ 8,288 $ 691 $ 346 $319 $ 160

« lo Apply: To get free or reduced price meals for your children carefully complete one application following the instructions for your household and return it
he designated office iisled on the application. If you now receive SNAP, Temporary Assistance to Needy Families (TANF) for any children or participate in
Food Distribulion Program on Indian Reservations (FDPIR), the application must include the children's names, the household SNAP, TANF or FOPIR case
nber and the signature of an adult household member. All children should be listed on the same application. ¥ you do not list 8 SNAP, TANF or FDFIR case
nber for any household member, the application must include the names of everyone in the househeld, the amount of income each household member, and
v often it is received and where it comes from. it must inciude the signature of an adult household member and the last four digrts of that adult's social security
nber or check the box if the adult does nol have a social security number. An application for free and reduced price benefits cannot be approved unless
nplete eligibility information is submitted, as indicated on the application and in the instructions. Contact your local Department of Social Services
your SNAP or TANF case number or complete the income portion of the application. No application is necessary if the household was natified by the SFA
ir children have been directly certified. If the household is not sure if their children have been directly certified, the househald should contact the school,

sorting Changes The benefits that you are approved for al the time of application are effective for the entire schoot year and up to 30 operaling days into the
v school year {or untl a new eligibility determination is made, whichever comes first). You no longer need lo report changes for an increase m income or
:rease in household size, or if you no longer receive SNAP.

ome Exclusions: The value of any child care provided or arranged, or any amount received as payment for such child care or reimbursement for costs incurred
such care under the Child Care Development (Block Grant) Fund should not be considered as income for this program.

Juced Price Eligible Students: Beginning July 1, 2019, students in New York State that are approved for reduced price meals wili receive breakfast
1 lunch meals and snacks served through the Afterschool Snack Program at no charge.

he operation of child feeding programs, no child will be discriminated against because of race sex, color, national origin, age or disability

al Service to Children With Disabilities: Federal regulations require schools and insitutions to serve meals at no extra charge to children with a disability
ch may restrict their diet. A student with a disability is defined in 7CFR Part 15b 3 of Federal regulations, as one who has a physical or mental impairment
ch substantially imits one or more major life activities of such individual, a record of such an impairment or being regarded as having such an impairment
jor life aclivities include but are not limited to: functions such as caring for one’s self, performing manual fasks, seeing, hearing, eating. sleeping, walking
nding hfting. bending. speaking, breathing. learning, reading, concentrating, thinking, communicating, and working. You must request meal modifications
n the school and provide the school with medical statement from a State licensed healthcare professional  If you believe your child needs substitutions
:ause of a disability, please get in louch with us for further information, as there is specific information thal the medical statement must contain

1fidenbality. The United States Department of Agriculture has approved the release of students names and eligibility status, without parent/guardian consent.
1ersons direcly connected with the administration or enforcement of federal education programs such as Title | and the National Assessment of Educational
gress (NAEP), which are United States Depariment of Education pragrams used lo determine areas such as the allocation of funds to schools, to evaluate
ioecanomic status of the schoal's atlendance area, and to assess educational progress. Information may also be released to State health or State education
grams administered by the Stale agency or loca! education agency, provided the State or local education agency administers the program, and federal State
ocal nutrition programs similar to the National School Lunch Pragram. Additionally, all information contained in the free and reduced price application may
released lo persons directly connected with the administration or enforcement of programs authorized under the National School Lunch Act (NSLA) or Child
rition Act (CNA} including the National School Lunch and School Breakfast Programs. the Special Milk Program, the Child and Adult Care Food Program,
nmer Food Service Program and the Special Supplemental Nutrition Program for Women Infants and Children {WIC); the Comptroller General of the United
tes for audit purposes. and federal, State or local law enforcement officials investigating alteged violation of the programs under the NSLA or CNA.

application: You may apply for benefits any time during the school year. Also, if you are not eligible now, but during the school year become unemployed,
‘e @ decrease in household income, or an increase in family size you may request and complete an application at that time



The disclosure of eligibility information not specifically authorized by the NSLA requires a written consent statement from the parent/guardian. We will let you
tnow when your application is approved or denied.

Sincerely

Mrs Krista Croshie

londiscrimination Statement This explains what to do if you tiefeve you have been traated unfairiy

1 accordance with Federal civil rights law and U S Department of Agriculture (USDA) civil rights regufations and policies the USDA its Agencies, offices, and empioyses. and
istitutions partcipatng in or administenng USDA programs are prahibted from discrmiaatng basad on race celer ratenal orgn s2¢ disabily age or rerrisal or retaiaton
or prior civil ights activity in any program or activty corduciad ar funded by USDA

ersons with disablities who require alternative means of communicaton for program information {2 g Braille large print audiotape American Sign Language ele ), should
ontact the Agency (State or local} where they applied for benefits Individuals who are deaf hard of hearing or have speech disabilities may contact USDA through the Federa'
telay Service at (800) 877-8339 Addtionally. program information may be made available in languages other than English

o file a program complaint of discnmination complete the USDA am . mplaint _ Fo (AD-3027) found online at
ip-riwww ascrysda govicomplaind filing custhiml and at any USDA office or write a letler addressed to USDA and provide in the letter alf of the information requested in the
wm To request a copy of the complaint form calt 1855) 632-9592 Submit your completed form of letter 19 USDA By

1} mait US Depariment of Agrculture
Office of the Assistant Secratary for Civil Rights
1404 Independence Avenue, SN
Washingtcn D C 20250-0412

A fax (2021 690-7442 or

3} emsz| program iriake Dusda Jov

fus nsttuion is ar equal OpponLnily pravdsr



MEAL SERVICES TO CHILDREN WITH DISABILITIES
Dear Parent/Guardian:

The National School Lunch Program (NSLP) and School Breakfast Program {(SBP) aim to provide all participating children, regardless of
background, with the nutritious meals they need to be healthy. This includes ensuring children with disabilities have an equal opporiunity
to participate in and benefit from the NSLP and SBP.

Federal regulations require schools and institutions to serve meals at no extra charge to those children whose disability restricts their diet
in such a way that they cannot fully participate in the food service program without some modification to the foods offered or the scheduled
menu. If you believe your child needs substitutions because of a disability, please get in touch with us for further information. You must
request meal modifications from the school and provide the school with a medical statement from a State licensed healthcare
professional. This medical statement must contain but is not limited to the following:

= |nformation about the child’s physical or mental impairment that is sufficient to allow the school to understand how it restricts
the child's diet,

= An explanation of what must be done to accommodate the child’s special dietary need,
» The food or foods to be omitted and recommended alternatives, in the case of a modified meal

If you have questions regarding the need for meal modifications, contact Mrs. Krista Crosbie at (518)639-5594. Ext. 52101 for further
information.

Nondiscrimination Statement:

in accordance with Federal civil rights law and US Departmenl of Agriculiure (USDA) civil rights regulations and policies the USDA, its Agencies, offices, and
employees and institutions participating in or adrministering USDA programs are prohibited from discriminating based on race color, national origin, sex_disability. age
or reprisal or retaliation far prior civil rights activity in any program or activity conducted or funded by USDA

Persons wilh disabilties who require allerative means of communication for program information {e g Brarlle large print audiolape, American Sign Language elc )
should contact the Agency (Slate or local) where they appiied for benefits, Individuals who are deal, hard of hearing or have speech disabilities may contact USDA
thraugh the Federal Relay Service af {800) 877-8339 Additionaliy. program information may be made available in languages other than English

To file a program complamt of discrimination, complete the USDA Program Discrimination Complaint Form, (AD-3027) found online at
AW, aint fill himd, and at any USDA office or write a letier addressed ta USDA and provide in the Jefter all of the information

requested in the forrn To request a copy of the complaint form, call (865) 632-9992 Submit your completed form or letter to USDA by
(1} mail US Depanment of Agricuiture
Office of the Assistant Secretary for Civi! Righls
1400 Independence Avenue SW
Washington D C 20250-9410
i) fax (202)690-7442 or
{3 emall program.intake@usda.gov.

This institution is an equal opportunity provider



Date Withdrew F R D

2020-2021 Application for Free and Reduced Price Schoo! Meals/Milk

‘0 apply for free and reduced price meals for your children, read the instructions on the back, complete only one form for your
iousehold, sign your name and return it to the address listed below. Call (518)639-5594 ext. 52101, if you need help.
\dditional names may be listed on a separate paper.

Fort Ann Central School
1 Catherine Street
Fort Ann, NY 12827

teturn Completed Applications to:

. List all chiidren in your household who attend school

| Homeless
Student Name School Grade/Teacher Foster Child Migrant,
Runaway
O O
O a
O O
O O
O g
] a

_—_ e e —————————)

. SNAP/TANF/FDPIR Benelfits:
anyone in your household receives either SNAP. TANF or FDPIR benefils. list their name and CASE # here. Skip to Part 4, and sign the application.

lame CASE #

- Report all income for ALL Hausehold Members (Skip this step if you answered 'yves o step 2)

Il Household Members (including yourself and all children that have income).

ist all Household members not listed in Step 1 (including yourself) even if they do not receive income For each Household Member listed, if they do receive
icome repori total income for each scurce in whole dollars only. If they do not receive income from any other source. write 0 If you enter ‘0 or leave any fields
lank, you are certifying {promising) that there is no income to report.

Name of household member Earnings from work Child Support. Alimony Pensions, Retirement Other Income. Social No
before deductions Payments Security lncome
Amount/ How Often Amount/How Often Amount/ How Often Amount/ How Often
$ / 5 / 5 / 5 ! a
$ ! 3 { S / 5 / a
5 / 5 / 5 / 3 / O
5 / § / 5 / ] / m|
$ { $ / $ / $ / m]
otal Household Members (Children and Adults) : Pl
] *Last Four Digits of Social Security Number: XXX-XX- -0 ““"i":l
S58=

Ahen compieting section 3, an adult household member must provide the last four digits of the'r Social Security Number {SS#). or mark the *| do not have a S5
ox” beforz the application can be approved

Signature: An adult househeld member must sign this application before it can be approved
certify (promise) that all the information an this appiication i1s true and that all income is reported. | understand that the information is being given so the school

ill get federal funds. the school officials may verify the information and if | purpasely give false information. | may be prosecuted under applicable State and
wderal iaws, and my children may lose meal benefits

ignature: :
mail Address
ome Phane:

__Work Phone: _____

__ Date;

___ Home Address.

. Ethnicity and Race are optianal; responding to this section does not affect your children's eligibility for free or reduced price meals.

thnicity: OHispanic or Lating

ONot Hispanic or Lating

ace (Check one or mare} : [JAmerican indian or Alaskan Native ClAsian TiBlack or African American ONative Hawaiian or Other Pacific Island  [JWhite

DO NOT WRITE BELOW THIS LINE - FOR SCHOOL USE ONLY

Annuaj Income Conversion (Only convert when multiple income frequencies are reported on applicatien)
Weekly N 52: Evers Two Weeks (bi-weekly) X 26: Twice Per Month X 24: Monthly X 12

O 8% AP TANE Foater




APPLICATION INSTRUCTIONS

To apply for free and reduced price meals, complete only one application for your househald using the instructions below Sign the application and return
the application to Mrs. Krista Crosbie, Fort Ann Central School

if you have a foster child in your household, you may include them on your application. A separale apptication is nol reeded. Call the school if you need
heip (518)839-5594 ext 52101. Ensure that all information is provided Failure to do so may result in denial of benefits for your chid or unnecessary delay
i appraving your appiication

PART1 ALL HOUSEHOLDS MUST COMPLETE STUDENT INFORMATION. DO NOT FILL OUT MORE THAN ONE APPLICATION FOR YOUR
HOUSEHOLD,
{1) Print the names of the children. including foster children, for whom you are applying on one applicatian
{2) List their grade and school
{3) Check Ihe box toindicale a foster child living in your household or if you believe any child meets the description for homeless
migrant runawvay (a school staff will confirm this eligibifity)

PART2 HOUSEHOLDS GETTING SNAP, TANF OR FOPIR SHOULD COMPLETE PART 2 AND SIGN PART 4.

{1} Lista current SNAP, TANF or FDPIR (Food Distribution Program on Indian Reservations) case number of anyone living in your household
The case number is provided on your benefit lefter.

{2) An adull household member must sign the application in PART 4. SKIP PART 3 Do nat list names of household members or income if you list a
SNAP case number, TANF or FOPIR number

——— e e

PART3 ALL OTHER HOUSEHOLDS MUST COMPLETE THESE PARTS AND ALL OF PART 4.

(1) Write the names of everyone in your household. whether or not they gel income Include yourself the children you are applying far, all other children
your spouse, grandparents, and other relaled and unrelaled people in your household. Use another piece of paper if you need more space.

(2) Write the amount of current income @ach household member receives, before 1axes or anything else s taken out and indicate where it came from, such
as earnings welfare, pensions and other income  If the current income was more or less than usual write thal person's usual income Specify how
often this income amount is received: weekly, every other week (bi-weekly), 2 x per month, monthly. If no income, check the box. The value
of any child care pravided or amanaged. or any amount received as payment for such child care or reimbursement for costs incurred for such care under
the Child Care and Development Block Grant, TANF and At Risk Child Care Programs should not be considered as income for this program

(3) Enler the total number of household members in the box provided This number shoutd include alt aduits and children in the househoid and should
reflect the members fisted in PART 1 and PART 3

(4) The apphication must include the last four digits only of the social security number of the adult who signs PART 4 if Part 3 is completed i the adult does
nat have a social security number, check the box. If you listed a SNAP, TANF or FDPIR number, a social security number Is not needed.

(5} An adull househald member must sign the appfication in PART 4.

OTHER BENEFITS: Your child may be eligiblz far berefis such as Medicad or Childran's Health Insurance Frogram (CHP) To detzrmize f your child 's
ehgibie. program officials need informatian from your free and reduced price meal appiication. Your writien consent 1s regquired be‘ore any information may
be released Please refer o the attached parent Disclosure Letter and Consent Statement for infarmation about other benefits

USE OF INFORMATION STATEMENT

Use of Information Statement The Richard B Russell National School Lunch Act requires the infarmation on this application. You do nol have to give the
infarmatian, but if you do not submit al! needed information we cannot approve your child for free or reduced price meals. You must include the last four
digits of the social security number of the primary wage eamer or other adult household member who signs the application The sccial security number is
nol required when you apply on behalf of a foster child or you fist a Supplemental Nulrition Assistance Program (SNAP), Temporary Assistance for Needy
Families {TANF) Program or Food Distribution Program on Indian Reservalions (FODPIR) case number or other FDPIR identifier for your child or when you
indicate that the adult household member signing the applicalion does not have a social securily number We will use your information to determine if your
child is eligible for free or reduced price meals and for admenistration and enforcement of the lunch and breakfast programs

We may share your efigibility information with education health, and nutrition programs te help them evaluate fund or determine benelits for their programs
auditors for program reviews. and law enforcement afficials to help them look into viclations of program rules

DISCRIMINATION COMPLAINTS
In accordance with Federat civil nghts law and U S Department of Agriculture (USDA) civi nghts regulations and policies the USDA s Agencies offices and emplayees and institutions
participating in or administering USDA programs are prohibited from disciminating based on race color. national ongn sex disability age or reprisal or retaliation for prior civil rights
aclivity m any program or activity conducted or funded by USDA

Persons with disabilities whg requirs altemative means of communication for program information (e g Brafle large print audiotape American Sign Language elfc) showld contact the
Agency {State or local} where they applied for benefits  Indreduals who are deal hard of neanng or have speech d'sabiibes may contact USDA through the Federsal Re'ay Service a1 (800
877-8339 Addittonally program nformation may be made avatlable :n languages other than English

To file a program complaint of discrimination complete the LJSDA Proaram Discrimination Complaint Form (AD-3927) found onfine at hitp:

and at any USDA office or arile a lefier addressed to USDA and provide in the fetter all of the information requested ir: the form To request a copy of me. complaint fonn ca'FI |8:|o 532-
9992 Submit your completed form ar letter to USDA by

1 mail US Department of Agnculture
Dffice of the Assistant Secretary for Civi Rights
1400 Independence Avenue SN
Washington D C 20250-8410

{2) fax (202) 690-7442 or

13) email program intake@usda gov

This insttutton 1s an equal opportunity provider



CONSENT TO RELEASE FREE OR REDUCED PRICE ELIGIBILITY INFORMATION

School officials }nay release information that shows that my child/children are eligible for free or reduced price meals or frée milk to the
following programs. | understand that the information will only be provided to the program(s) checked.

(Check the box next to the program area(s) you wish to release infarmation to)

Federal health programs such as Medicaid or Children's Health Insurance Program (CHIP).
State or federal programs such as the Youth Summer Work program or the Educational Talent Search Program.

Local health and education programs and other local programs that provide benefits such as free textbooks or school supplies,
free band instruments, or reduced fees for summer school or driver education.
Community programs such as holiday baskets, summer aris and playground programs

O 0O 00O

I'understand that | will be releasing information that will show that my child/children are efigible for free and reduced price meals or free
milk. | give consent to release my confidential information for the above named uses

Child/Children:

| certify that | am the child's parent/guardian for whom the application was made.

Signature of Parent/Guardian;

Print Name:

Address!

Phone Number:

Dale:

Nondiscrimination Statement:

in accardar.ce with Faderal civil rights taw and U S Depariment of Agricuiture tUSDA  civil nahts regu'atiors and co'cies the USDA its Agerces offces ard smployees ard insttutions
part.cicatrg m or adminstenng USDA programs a% prehioted from discrmirasrg tasss on race caicr navora 2rgr sex asabliyy age or reonsal or reta.avon for pror ol mghts
actvity 5 any program or activity conductad or funded by USDA

Parscons with disatiditiss who requits alterratie means of communicause for program snfsrmaten j2 3 Sralle large prnt autictare Amercan Sign Larguage &%) should comact the
Agency [State of lccal) whers they applied for berefits Individuals who are deal hard 3 reanng or haue speech disabilites may cortact IS0 througn the Federa’ Relay Service 211800
877.8338 Advorally program infonaticn may be made availat e in languages sther than English

Ta fiz 3 pregram complant of dscrminatien complets e ; 1403027, found crine 3t hitpwwy ascr veda govicompiaint_filing custh
arg 2 any USDA cffice orweite 3 lehar addreszed ' USDA ard provide 'n the lstier all of the informatien requested n the form To request a copy of the compfant form call (555) 63

9552 Submit your complated form cr leter 1o USDE by

(1 ral U5 Depanment of Agricuiturs
Office of the Assistant Secrstary for Crvil Rights
1400 Indzpendence Avenue 8W
Viashington DG 202559410

(2 fax (2621 BEC-T42 or

13 eTar program.intzke@usda gov.

This msntuten 5 an equal opoeriur Ty grovder



FREE AND REDUCED PRICE MEAL APPLICATION FACT SHEET
When filling out the application form, please pay careful attention 1o these helpful hints,

SNAP/TANF/FDPIR case number: This must be the complete valid case number supplied to you by the agency including all
numbers and letlers, for example, E123456, or whatever combination is used in your county. Refer to a letler you received from
your local Department of Social Services for your case number or contact them for your number.

Foster Child: A child wha is living with a family but who is under the legal care of the welfare agency or court may be listed on your
family application. List the child's “personal use” income. This includes only those funds provided by the agency which are identified
for the personal use of the child, such as personal spending allowances, maney received by histher family, or from a job. Funds
provided for housing, food and care, medical, and therapeutic needs are not considered income to the foster child. Write “0" if the
child has no personal use income.

Household: A group of related or non-related peaple who are living in one house and share income and expenses.

Adult Family Members: All related and non-related people who are 21 years of age and older living in your house

Financially Independent: A person is financially independent and a separate economic unitthousehold when his or her earnings
and expenses are not shared by the family/household. Separate economic units in the same residence are characterized by prorating
expenses and by economic independence from one another

Current Gross Income: Money earned or received at the present time by each member of your household before deductions. Examples
of deduclions are federal tax, State tax, and Social Security deductions. If you have more than one job, you must list the income from all
jobs. If you receive income from more than one source {wage, alimony, child support, etc ), you must list the income from all sources.
Only farmers, self-employed workers, migrant workers, and other seasonal employees may use their income for the past 12 months

reported from their 1040 Tax Forms

Examples of aross income are;

» Wages, salaries, tips, commissions, or income from « Supplemental Security Income (SS) or Social Security
self-employment Survivor's Benefits
o Net farm income — gross sales minus expenses only - » Alimony or child support payments
not losses « Disability benefits, including workman's compensation
» Pensions, annuities, or other retirement income » Veferan's subsistence benefits
including Saocial Security retirement benefits * [nlerest or dividend income
» Unemployment compensation e Cash withdrawn from savings, investments, trusts, and
» Welfare payments (does not include value of SNAP) other resources which would be available to pay for a
» Pubiic Assistance payments child’s meals
¢ Adoption assistance o Other cash income

Income Exclusions: The value of any child care provided or arranged, or any amount received as payment for such child care or
reimbursement for costs incurred for such care under the Child Care Development (Block Grant) Fund should not be considered as

income for this program.
If you have any questions or need help in filling out the application form, please contact:
Name: Mrs. Krista Crosbie Title: Reviewing Official

Telephone Number: (518)639-5594 ext. 52101



Fort Ann Elementary School

One Catherine Street
Fort Ann, NY 12827
518-639-5594 Fax (518) 639-4341

www.fortannschool.org

PRE-KINDERGARTEN REGISTRATION

The following information must be completed and submitted:

Pre-Kindergarten Questionnaire

Student Information Sheet
Proof of identity (birth certificate, baptism certificate, or passport)
Student Racial and Ethnic Identification Form

Residency questionnaire

Two Proofs of Residency (see list)

Pre-Kindergarten Pick up Authorization Form

Speech and Language Questionnaire

Do not Photograph Form (if applicable)

Student Health History Form (completed by parent/guardian)
Copy of Immunization Record

NYS Health Examination Form (to be completed by doctor within 1yr)
Dental Health Certificate (optional))

Self medication release form (if applicable)

Proof of Identity (birth certificate, baptism certificate, or passport)
Free or reduced school lunch form (if applicable)

Custody Papers, Orders of Protection, & Guardianship Documents (if applicable)



Pre~Kindergarten Questionnaire

Famity InFormATION
Child’s Full Name:

Date of Birth:

Mother’s Name:

Email:

Mother's Address:

Father's Name:

Best Number to Reach Mom:

Email:

Father’s Address:

Best Number to Reach Dad:

Siblings (please include birthdate/grade/teacher as applies)

deAt & Heaurn History

Has your child attended school and/or daycare?

If yes, where:

Does your child have any health or social concerns? Allergies?

Does your child use the toilet/get dressed Yes Not yet Sometimes
independently?

Does your child use crayons/pencils/scissors? Yes Not yet Sometimes
How often do you read with your child? Daily Weekly Maonthly
Does your child play well/share with other Yes No Sometimes
children?

Is there anything else you wish to share about your child?

THanK You!

I know you feel like you have answered these questions a thousand times but | like to have a copy to
keep in the classroom. | am looking forward to a great year! ~Mrs. Hull, Pre-K Teacher



FORT ANN CENTRAL SCHOOL DISTRICT

STUDENT INFORMATION SHEET

STUDENT’S FULL NAME:

First Middle Last
Date of Birth: Teacher Grade

Home Address:

Mailing Address:

Primary Phone (This number will receive the District's Emergency Notifications);

Student Lives With (Circle One):  Both Parents Mother Father Other

Parent/Guardian Name: Relationship:

Mailing Address:

Contact Email:

Place of Business:

Phone Numbers: Home Cell: Work:

Custodial Parent: Yes No Emergency Contact?: Yes No

Is this parent active duty military or a veteran?

Parent/Guardian Name: Relationship:

Mailing Address:

Contact Email:

Place of Business:

Phone Numbers: Home Cell; Work:

Custodial Parent: Yes No Emergency Contact?: Yes No

Is this parent active duty mifitary or a veteran?:

Do you have or have there been any changes to any custodial agreements? (If yes, please provide an updated
custody order)




Parents/Guardians listed above will be contacted FIRST in the event of emergency. Please list
additional emergency contacts below in the order you would like them contacted:

EMERGENCY CONTACT #1

Name:

Daytime Location Address: Relationship:

Daytime Phone: Cell;

EMERGENCY CONTACT #2

Name:

Daytime Location Address: Relationship:

Daytime Phone: Cell:

EMERGENCY CONTACT #3

Name:

Daytime Location Address:: Relationship:

Daytime Phone: Cell:

Does your child have any medical conditions, illnesses or allergies? Yes No If yes, our School
Nurse will contact you for details

Does your child have an |EP or 504 Plan, or has he/she been referred for evaluation (Speech, OT, PT, etc)? If
yes, please provide a copy of the IEP/504 Plan or provide name of tests, dates and location of any testing:

Other siblings (Both in household or out of household) Date of Birth:

What school district is your child transferring from if any?:

Signature of Parent/Guardian Today's Date



Fort Ann Central School District
Student Racial and Ethnic ldentification

The Fort Ann Central Schoo! District has adopted a policy that requires the collection

and recording of the ethnig identity of students within 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 they are available to all students.

* Study the movement of students in different ethnic groups as they move from
school to school.

* Analyze the differences in academic performance, attendance, and completion
of school.

We need your help in order to accomplish the ahove tasks. Please review the
Racial/Ethnic definitions on the reverse side of this form. Place a v in the box that best
describes your child. We understand the sensitive nature of this information and wish to

assure you it will be kept secure and confidential in accordance with alf State and
Federal 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.

Confidentiality Procedures and Regulations

To School Staff: This form will be filed in the student's permanent record as
confidential information.

To the Parent/Guardian: The information you have provided on this form is
confidential. It is protected by the confidentiality regulation cited as follows:

The Family Educational Rights and Privacy Act (1974) prohibits unauthorized access to

students records and unauthorized release of any student record information identifiable
by either student name or student identification number.

Please complete the questions on the next page.

All students between 5 and 21 years of age have the right to a free public education. Children
may not be refused admission because of race, color. creed or national origin, sex, citizenship,
handicapping condition, or imrigration



Fort Ann Central School District
Student Racial and Ethnic |dentification

Name of School: .
Fort Ann Elementary School

| Student !dentification' Number (school staff to*fil) in):

Student Name (Last, First, Middle):

Date of Birth (Month/Day/Year):

Grade Level;

1. Is this student Hispanic, Latino, or or Spanish origin?

Please check only ONE box.

Hispanic. Latino, or of Spanish origin means a person of Cuban, Mexican Puerte Rican
Central or South American, or other Spanish culture of origin, regardless of race.

O YES - Hispanic 0 NO - Not Hispanic

2. Select one or more races from the following five racial groups.
Check ALL groups that apply to your child. Please check at least one box.

O American Indian or Ataska Native - A person having ongins in any of the onginal peaples
of North America and who maintains cultural identification through tribal affilation of community
recognition. E g Cherokee, Mohawk, lnuit

O Asian - A person having origins in any of the original peoples of the Far East, Southeast
Asia, or the Indian subcontinent including Cambodia, China, India, Japan, Korea Malaysia,
Pakistan, the Phillipine Islands, Thailand, and Vietnam,

O Native Hawaiian or Other Pacific Islander - A person having origins in any of the original
peoples of Hawaii, Guam, Samoa, or other Pacific Islands

O Black - A person having origins in any of the black racial groups of Africa

O White - A person having origins in any of the onginal peoples of Europe, North Afnca, or the

Middle East

3. Is there a language other than English which is spoken in your home?

O YES. The language is

3 NO. The only language spoken at home is English.

Signature of Parent/Guardian:

Relationship to student: Date:




Herldeer-Falto BOCES 352 Oros Bovlevard
Migrhut Bdseation Taaslal o S0t o ey Herkier NY

Mary Kiloe, Bligrant Educstion Director

Eligibility Screen for Migrant Education Services

| *** Migrant Bducation Program services are free of chazge and may include tutoring, essistanco with healt,
needs, educational field trips, summer programs, parent involvement ectivities, edulc educetion, emergency
: 4  Bssistnce and referrals tq other services oz pesded, ¥4+

Has your family moved to a different sckaol district in the last 3 years? YES NO

In the last three years, 2 35y rygaiviliis of the child enrolling. s e 2 oo a s e 4
(Did fhey worle on a dairy farm, planting, plcking/harvesting fiyits or yegetables, food processing or
packaging, Jogging or tree ferming?) YES NO

: * '
S d et
Sy Tg
AL Loy -. |
'."'_--"~.:\‘_ 2 1 i o
i)

| i yon can answer .t to 52573 of the above questions, iw fomily = . qualify for hﬁgﬁnt

Education services. To be contacted by a Migrant Education recruiter, please complete the information
| Below,

Child"s name DOB. Grade
Child"s name D.O.B. Grade
Child’spame . D.0.B. Grade
Child’s name _ D.OB. Grade

Parents/ Guardians
Mother's name Father’s Nama

Home Address Home Phone #
(Streec Address)
- Woik or Messoge #

(city, town or village} (Zip)
School District__ Seboof Boilding

School Contact Person Conract Nursber

Other Useful information (directions, farm names, best time to confact, etc.)

To submit this referral please fax to the Herkimer BOCES at (315) 8672087 or mat to the
address above. For more informstion please call the Migrant Program at (315) 867.2079.
Thank you for your assistance.




Herldmer-Folion-HamBtan-Oisegn BOCES 852 Grus Boulevard
Migtent Edneation Teiorial £ Sepport Servises Hecldmer NY 11350
8ary Klise, Migreot Eduction Dircetor 55472079

nemmadesdcﬂhﬂ,ﬁajmzduwdqnﬂw,pmmddmm,abﬁﬁdmdcmmlmahspadm
educacin para edultos, ayuda de emergeacia y referidos a otos serviclos coms necesario, *+#

|

|

|

’ 2Ha mudade sa famifia 2 un distrito escolsr diferente en los Gltinos 3 afios? & NO
J

| ¢En los dltintoy 3 afies ha trabajado un padre o gusrdifn en granja como: fecherin, plantando,

| cosechanda frutas o legumbres, ¢l procesamiento o empacar de comida, coris de drboles o cultivo de
érboles? Sf NO__

St UD dijo guesi, zen que granja? _ {Donde?

-

| 51 Usted contestd que 2ig 2.0020)x preguntas de arriba, su familia 12207 calificar para servicios de

Educacién Migrante. Para estar contactado por una reclutadora del Programs de Educacién Migrante,

favor de lienar Ia informacién de abajo.

|
|

i
r
|
r
|

Otra informacién Utit (direcciones. nombres de pranjas, mejor bora de Hamar, ete.)

|
Nombre de! nifio(g) Fecha de Nacimiento Grado
Nombre del nifio(a) . Fecha da Nacimiento __Grado -
Nombre del sifiofs) Fecha de Nacimiento Grado, H
' Nombee del rifio(s) Fecha de Nacimieato Grado
Padres/ Guardianes
! Nombre de la Mami Nombue del Papd
1
' Direeciénde laCasa —. Numero de teléfono on casa
’ (Direecitn de b Celle)
# de teléfono del teabajo o de Mensaje i
| (Ciadad o Puchio) (Codigo Fastal) |
Disteito escolar edificio escoler
|
Persona para conteeter - - EMero page contactar g
!
|
|
|

| Pars someter este referido, faver de mandarlo por fax al Herkimer BOCES
' (315) 867-2087 0 mandar por cotree al direcciée de arribs.
Para mis informaclén, favor de lamar al Programa Migrante & (315) 867-2079. Gracias,

NN 1Y



L

HOUSING QUESTIONNAIRE

 Name of LEA:
. Name of School:
Name of Student:
Last First Middle
Gender: ' Male  Date of Birth: / // Grads=: 1D#:
[l Female Month Day  Year (preschonl-12) foptional)
Address: i Phone:

The answer you give below will help the district determine what services You or your child may be able to
rcceive under the McKinney-Vento Act. Students who are protected under the McKinney-Vento Act are
cntitled to immediate enrollment in school even if they don’t have the documents normally neceded, such

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

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

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

{1 Ina shelter

{1 With another family or other person because of loss of housing or as a result
(sometimes referred to as “doubled-up”)

[3 In a hotel/motel

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

[J Other temporary living situation (Please describe):

{1 In permanent housing

of economic hardship

Print name of Parent. Guardian. or

Signature of Parent. Guardian, or
Student (for unaccompanied homeless youth)

Student (for unaccompanied homeless youth)

Date

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 nommally 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
Haison must help the student get any other necessary documents or immunizations.

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




CUESTIONARIO DE VIVIENDA

No.rnbre del Distrito Escolar:

Nombre de la Escuela;

Nombre del Estudiante:

Apellido Primer Nombre Segundo Nombre
Géncro: L Hombre Fecha de Nacimiento: il / Grado: 1D#:
D MH_] er Mes Dia Aflo {ferelin de tnfuntes - 12) (npeiénal)
Direccion: Teléfono:

Su respuesta abajo permitira al distrito escolar definir los servicios que puede aprovechar su
hijo/hija segin el Acto de McKinney-Vento. Les estudiantes clegibles tienen derecho a la
inseripeién inmediata en la cscuela, aun si ellos no ticnen los documentos necesarios tales como:
prucha de residencia, documentos escolares, documentos de inmunizaciéon, o partida de
nacimiento. Los estudiantes clegibles segiin el Acto de McKinney-Vento tienen ademis derecho
al transporte gratuito y otros servicios que ofrece ol distrito escolar.

.Donde esta el estudiante viviendo actualmente? (Por fovos nargie wia caja.}

En un refugio

Con otra familia o otra persona debido a la pérdida del hogar o a dificultades econdmicas
En un hotel/motel

En un carro, parque, autobis, ren, o camping
Otra vivienda temporal (Por favor describa):

oooooD

Q En un hogar permanente

a

Nombre de Padre. Guardién, o

Firma de Padre, Guardian, o
Estudiante (para jévenes sin acompafiamiento)

Estudiante (para jovenes sin acompafiamiento)

Fecha
St CUALQUIER caja que no sea “En un hogar permanente” esta marcada, no se requieren prueba de
domicilio u otros documentos normalmente requeridos para inscripcisn y el estudiante debe ser matriculado
inmediatamente. Después de que el estudiante sea matriculado, el distrito o la escuela debe pedir los documentos
escolares, incluyendo los documentos de inmunizacion, al distrito o la escuela anterior. El enlace del distrito debe ayudar
al estudiante conseguir cualquier otro documento necesario o inmunizacisn.

ATENCION ESCUELAS Y DISTRITOS: Si el estudiante NO vive en un hogar permanente, favor de aseglrese
que una Formulario de Designacion sea completado.



Fort Ann Central School District

One Catherine Street

Fort Ann, NY (2827
Telephone: (518)639-559.4 Fax: (518)639-33.41

PERMISSION TO PICK UP
Student Name Grade
Address
Parent/Guardian
Contact #

The following list of people has my authorization to pick my child up
from school. T understand that these people must show identification
each time they pick my child up at the elementary entrance of the
building or cafeteria at dismissal time or earlier if an appointment is
scheduled. All others will NOT be permitted to pick up my child.

NAME RELATIONSHIP CONTACT #

Signature of Parent/Guardian Today’s Date

More lines on back



SPEECH AND LANGUAGE QUESTIONNAIRE

Student

Birth date Grade entering

Parent(s) with whom student lives

Siblings and their ages

Address

Home phone Work phone

My child is currently receiving speech and language therapy.

Agency namc

My child was but is no longer receiving specch and language therapy.

Agency name

My child has never received speech and Janguage therapy.

My child says all speech sounds comrectly.

My child does not say all speech sounds correctly.

To the best of your knowledge, please list all of the speech sounds which your child does not say

correctly.

How well do you understand your child's speech?

Not wellatell 1 2 3 4 5 Very Well
How well do you think others understand your child’s speech?

Not wellatall 1 2 3 4 5 Very Well

Please comment on your child’s general communication skills. Include any medical information which may be
relevant,

THANK YOU FOR YOUR TIME.



DO NOT PHOTOGRAPH FORM

Dear Parents/Guardians,

We like to promote Fort Ann Central School events and activities through publishing
photographs of students on our website, district newsletter, or in other locations. At
times, we have also have the opportunity to have photographs of students included in
the local newspaper. We would appreciate your permission to publish photographs of
your child, should the occasion arise.

Please return this form by 09/18/21 ONLY if you DO NOT wish to give permission for
your child to be photographed. Thank you.

( ) 1 DO NOT give permission for my child/children to be photographed or have their
photo released to the media for educational purposes.

Parent/Guardian Signature:

Child's Name:

Child’s Grade:

Date:




FORT ANN CENTRAL SCHOOL DISTRICT

STUDENT HEALTH HISTORY
2021-2022
Student Name: Gender: M ¢ Fo
Date of éirth: Age: .
Parent/Guardian: Grade:
(person completing form)

Has your child ever: YES |NO If yes, please explain and include date
Had an ongeing medical condition o o
Seen a medical specialist o o
Had surgery/been hospitalized a o
Had a bone or muscle injury o o
Passed out or fainted o o
Had a concussion or head injury o =
Had a seizure o o
Worn glasses or contact lenses o o
Used hearing aids o o
Had braces, spacers or other orthodontics a a

PLEASE CHECK ALL THAT APPLY TO YOUR CHILD

0 ADHD/ADD 0 Anaphylaxis 9 Anxiety/Depression

0 Asthma 0 Autism o Diabetes

o Ear Tubes 0 Eating disorder © Headaches/Migraines
0 Heart Conditions o OCD/ODD o Scoliosis

e Seizures 0 Skin Conditions

o Single Organ (o kidney, o testicle) o Other:

Please indicate: YES | NO | Please specify:

Allergies o o Specify: Severity: omild osevere
Medication at Home o o Name: Dose:

Medig'tiun at School o o Name: Dose:

Dietary Concerns o o o Gluten Free o Lactose Free Other:

Any additional health concerns:

Parent/Guardian Signature:

Date:




REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
IF AN AREA IS NOT ASSESSED INDICATE NOT DONE
Note: NYSED requires a physical exam for new entrants and students in Grades Pre-KorK, 1,3,5,7,9 & 11; annually for
interscholastic sports; and working papers as needed; or as required by the-Committee on Special Education {CSE) or
Committee on Pre-School Special education (CPSE).
STUDENT INFORMATION

Narne Sex: OM [OF DOB:

School: Grade: Exam Date:

HEALTH HISTORY
Allergies [ONo Type:

O Yes, indicate type [0 Medication/Treatment Order Attached O Anaphylaxis Care Plan Attached
Asthma [INo O Intermittent O Persistent O Other:

O Yes, indicate type Medication/Treatment Order Attached O Asthma Care Plan Attached
Sefzures [ No Type: Date of last seizure:

[1Yes, indicate type Medication/Treatment Order Attached O Seizure Care Plan Attached

Diabetes O No Type: O1 O 2

[J Yes, indicate type | O Medication/Treatment Order Attached O Diabetes Medical Mgmt. Plan Attached

Risk Factors for Diabetes or Pre-Diabetes: Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors:
Family Hx T2DM, Ethnicity, Sx insufin Resistance, Gestational Hx of Mother, and/or pre-diabetes.

BMI kg/m2

Percentile (Weight Status Category): [ <S5%" [15%-4gth []5oth.gath []g85th.g4th []gsthggth 95" and>

Hyperlipidemia: [(ONo [OYes O NotDone Hypertension: CONo [OYes O NotDone
PHYSICAL EXAMINATION/ASSESSMENT

Height: Weight: 8P: Pulse: Respirations:

List Other Pertinent Medical Concerns

Testi Positive Negati D ioni
Laboratory Testing U LI e (e.g. concussion, mental health, one functioning organ)

TB-PRN O B
Sickle Cell Screen-PRN O El
Lead Level Required Grades Pre- K & K I Date

D TestDone [ lead Elevated >5 pg/dL !
1 System Review and Abnormal Findings Listed Below

] HEENT 0 Lymph nodes [J Abdomen [J Extrerities [J Speech

0 Dental O Cardiovascular O Back/Spine [ skin [ Social Emotional

O Neck O Lungs O Genitourinary {0 Neurological 0 Musculoskeletal

O Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list) ICD-10 Code*

[ Additional Information Attached *Required only for students with an IEP receiving Medicaid




Name: DOB:

SCREENINGS
Vision (w/correction if presc;ibed) ~ Right T Left ~ Referral NotDone |
Distance Acuity : 20/ .20/ O Yes O No [
Near Vision Acuity 20/ 20/ O
Color Perception Scr.eening Opass O Fail - 1 B]

Notes
Hearing Passing indicates student can hear 20dB at all frequencies: 500, 1000, 2000, 3000, 4000

Hz; for grades 7 & 11 also test at 6000 & 8000 Hz. fotbone
Pure Tone Screening Right (0 Pass (O Fail Left O Pass [J Fail  Referral O Yes [JNo d
Notes

Scoliosis Screen Boys in grade 9, and Girls in Negative Paositive Referral Not Done
grades5 & 7 O O ClYes [ No ®

RECOMMENDATIONS FOR PARTICIPATION IN PHYSICAL EDUCATION/SPORTS/PLAYGROUND/WORK
O Student may participate in all activities without restrictions.
O student is restricted from participation in:

U] Contact Sports: Basketball, Competitive Cheerleading, Diving, Downhill Skiing, Field Hockey, Football, Gymnastics, Ice
Hockey, Lacrosse, Soccer, and Wrestling.

[J Limited Contact Sports: Baseball, Fencing, Softball, and Volleyball.
O] Non-Contact Sports: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimming, Tennis, and Track & Field.
O Other Restrictions:

Developmental Stage for Athletic Placement Process ONLY required for students in Grades 7 & 8 who wish to play at
the high school interscholastic sports level OR Grades 9-12 who wish to play at the modified interscholastic sports level.

TannerStage: Ot O O Ow Ov Age of First Menses (if applicable) :

O Other Accommodations®: (e.g. Brace, orthotics, insulin pump, prostectic, sports goggle, etc.) Use additional space
below to explain.  *Check with athletic governing body if prior approval/form completion required for use of device at
athletic competitions.

MEDICATIONS
[J Order Form for Medication{s) Needed at School Attached

IMMUNIZATIONS
OJ Record Attached [ Reported in NYSIIS

HEALTH CARE PROVIDER
Medical Provider Signature:

Provider Name: (please print)
Provider Address:

Phone: Fax:

Please Return This Form To Your Child’s School When Completed.




New York State Center for Schocl Health

Fuppeeitong $oidens Lueee

NYS
Required

NYC
Required

e

n liad

X

NYS
Optional

Hoared Bl

NYC
Optional

X

NYS and NYC Screening & Health Exam Requirements

New |Pre K | Grade | Grade | Grade | Grade | Grade | Grade | Grade | Grade | Grade | Grade | Grade | Grade
Entrant| or K* 1 2 3 4 5 [ 7 -] 9 10 11 12
HEARING SCREENING:
Pure Tone| 1. X ] X [_x_l I X l ]_x [ J_X 1 | ] J X }
SCOLIOSIS SCREENING
Boys i | | X
Girls i X | X I|
VISION SCREENING
| x | |
Color Perception; =
Fusion X X
X X£alra X X X X X
Near Vision— . 2
XX | x X X
X XER] X X X X X
Distance Acuity - =
|5aX X X X X
Hyperopia| X |
*Determine if your Kindergarten or Pre K students are your district's new entrants.
Health Examination Overview
New | Pre K |Grade|Grade|Grade | Grade | Grade | Grade | Grade | Grade | Grade | Grade | Grade| Grade
Entrant | or K 1 2 3 4 5 6 7 B 9 10 11 12
X |wxooX X X X X X
Health Examination** [— -
X
Dental Certificate X X X X X X X X

**Health Examinalions may be either a Health Appraisal (health exam performed by the Schoo! Medical Director) or Health Certificate (heaith
exam performed by the student's primary medicalprovider). They must be dated no more than 12 months pricr to the start of the schooi year
in which thay are required, or the date of entrance to the school for new entranis.

This sample resource was created by the New York State Center for School Health and is located at www.schoothealthny.com in
the Laws| Guidelines| Memos - Effective July 2018 (revised 2/2018)




Dental Health Certificate- Optional

Parent/Guardlan: New York State law (Chapter 281) permits schools to request a dental examination in the following grades: school entry,
K, 2, 4, 7, & 10, Your child may have a dental check-up during this school year to assess his/her fitness to attend school. Please complete
Section 1 and take the form to your dentist for an assessment. If your child had a dental check-up before hafshe started the school, ask your
dentist to fill out Section 2. Return the completed form ta the school's medical director or school nurse as soon as possible.

Section 1. To be completed by Parent or Guardian {(Please Print)

Child's Name: S Fnt Micdla
Birth Date: ! ] Sex: 0 Male Will this be your child's first visit to a dentist? OvYes ONeo

Mo L Do Yo 0 Female
School; ™™ Grade

Have you noticed any problem in the mouth that interferes with your child’s ability to chew, speak or focus on school activities? O Yes O No

| understand that by signing this form | am consenting for the child named above to receive a basic oral heaith assessment. | understand this
assessment is only a limited means of evaluation to assess the sludent's dental health, and | would need to secure the services of a dentist in order for
my child to receive a complete dental examination with x-rays if necessary to maintain good oral health.

| also understand that receiving this preliminary oral health assessment does not establish any new, ongoing or continuing doctor-patient relationship.
Further, i will not hold the dentist or those performing this assessment responsible for the consequences or results should | choose NOT 1o follow the
recommendations listed below.

Parent’s ngnature Date

Section 2. To be completed by the Dentist

I. The Dental Health condition of on {date of exam) The date of the
exam needs to be within 12 months of the start of the school year in which it is requested. Check one:

[J Yes, The student listed above is in fit condition of dental health to permit hisfher attendance at the public schaols,

(0 No. The student listed above is not in fit condition of dental health to permit his/her aitendance at the public schoals.

NOTE: Not in fit condition of dental health means that a condition exists that interferes with a studenl's ability lo chew, speak or focus
on school activities including pain, swelling or infection refated to clinical evidence of apen cavilies. The designation of not in fit
condition of dental health to permit attendance at the public school does not preclude the student from attending school.

Dentist's name énd address {please print or stamp) Dentist's Signature

Optional Secffons - If you agree fo refease this information to your child's school, please initial here.

Il. Cral Health Status (check all that apply).

OYyes (O No Caries Experience/Restoration History — Has the child ever had a cavity (ireated or untreated)? [A filing {temporary/permanent) OR a
tooth that is missing because it was extracted as a result of caries OR an open cavity).

OYes ONo Untreated Caries — Does this child have an open cavity? Al least ¥ mm of tooth structure loss at the enamel surface. Brown to dark-
brown coloration of the walls of the lesion, These criteria apply to pits and fissure cavilated lesions as well as those on smooth tooth surfaces
If retained root, assume that the whole tooth was destroyed by caries. Broken or chipped teeth, plus teath with temporary fillings, are
considered sound unless a cavitated lesion s also present].

O Yes O No Dental Sealants Present
Other problems (Speciiy}:

ill. Treatment Needs (check all that apply)
O No obvious problem. Routine dentai care is recommended. Visit your dentist regularly.
O May need dental care. Please schedule an appeintment with your dentist as soon as possible for an evaluation.

O Immediate dental care is required. Please schedule an appointment immedialely with your dentist to avoid problems.




FORT ANN CENTRAL SCHOOL DISTRICT
SELF-MEDICATION RELEASE, F ORM

Date:

Student's Name:

has been instructed in the proper use of the following medication procedures:

We (Physician's signature) and

(Parent or Person in Parental Relation's signature)

request that (Student's name) be permitied to

carry the medication on hiser person or to keep same in his’her Jocker or physical education locker.
as we consider him'her responsible. e she has been instructed in and understands the purpose ani
appropriate method and frequency of use, [1e she understands the importance of immediately notifying
the teacher or school registered professional nurse of the use of an anaphylactic medication.

Note:  This form must be completed i addition 1o the routine District medication form for those
students who request permission 1o carry their own medication on campus or keep this
medication in a school or physical education locker.



PARENT/GUARDIAN CONSENT TO RELEASE ELIGIBILITY INFORMATION
FOR FREE AND REDUCED PRICE MEALS OR FREE MILK

Date August 1, 2020
Dear Parent/Guardian:

If your child is eligible for free and reduced price meals or free milk, hefshe also may be efigible for other benefits. To receive
these benefits, you must provide written consent to permit school officials to give your name, address, and an indication that your
household is efigible for free and reduced price meals or free milk, to representalives of certain programs. Failure to sign a consent
statement that wili allow disclosure of this information will not affect your child's eligibility or participation in the school meals
or milk programs.

Some of the programs that may request names and eligibility information to be used to provide benefits, and for which
parent/guardian consent s required, include: federal health insurance programs such as Medicaid or Children's Health Insurance program
(CHIP), other federal programs, State programs, local health and education programs and other local activities. For example, the
disclosure of children's eligibility for free and reduced price meals or free milk to determine eligibility for free text books, free band
instruments, holiday baskets, school supplies, efc., or reduced fees for summer school or driver education programs, would require
written consent by the child's parent/guardian.

IF you wish to provide consent to release information contained in your child's free and reduced price meal application, to receive
other benefits, please complete the attached consent statement.

Please call Mrs. Krista Crosbie at (518)639-5594 ext. 52101 if you have questions

Sincerely,

Enclosure (consent statement)

Nondiscrimination Statement:

tn accordance with Federal civil rights law and U S Department of Agricultuse (USDA) civil rights regulations and policies the USDA, ils Agencies. offices, and
employees, and institutions participaling in or administering USDA programs are prohibited from discrim naling based on race color, national origin, sex, disablity, age
or reprisal or retaliation for prior civil rights activity in any program or activity conducted or funded by USDA

Persons with disabilities who require aitemative means of communication for program information (e g Braile large print. audiotape, American Sign Language. etc),
should contact the Agency (State or local) where they applied for benefits  Individuals who are deaf. hard of hearing or have speech disabilities may contact USDA
through the Federal Relay Service at {800) 877-8333 Addtionally. program information may be made avalabe in languages other than English

To file a program complaint of discrimination, complele the USDA Program _ Discrimination Complaint Form, (AD-3027) found onfne at:
Hp:hwiw. 8s5cT.usda govicomplaint filing custhiml. and at any USDA office or write a letler addressed to USDA and provide in the lefter all of the information

L el Ul gl 1l b !
quested in the form. To request a copy of the complaint form, call (868} 532-9992. Submit your completed form or letter to USDA by

(h mail U.S. Depariment of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue SW
Washington. D.C 20250-9410

{2) fax: (202) 690-7442 or

(3 email program.intake@usda.gov.

Thes institution is an equal opportunity provider



Lettar to Parents for School Meal Programs

lea Parent/Guardian

:hidiren need healthy meals to learn. Fort Ann Central School offers healthy meals every school day Breakfast costs $1.25; lunch costs $2.65. Your
‘hildren may quakify for free meals or for reduced price meals. Beginning July 1, 2019, students in New York State that are approved for reduced price
nexds wili receive breakfast and lunch meals and snacks served through the Afterschool Snack Program at no charge.

1.

11

12

13

14

15

186

17

DO I NEED TO FILL OUT AN APPLICATION FOR EACH CHILD? No. Complete the application to apply for free o reduced price meals. Use
one Free and Reduced Price School Meals Appfication for alf students in your household. We cannot approve an application that is not complete,
s0 be sure to fill out all required information. Return the completed application to' Krista Crosbie 1 Catherine Str.. Fort Ann. NY 12827, (518/639-
5594 ext 52101.

WHO CAN GET FREE MEALS? All children in househalds receiving benefits from. SNAP, the Food Distribution Program on Indian
Reservations or TANF, can get free meals regardless of your income. Categorical eligibiity for free meal benefits is extended to all children in a
household when the application lisls an Assistance Program s case number for any household member. Also, your children can get free meals if
your household's gross income is within the free limits on the Federal Income Eligibility Guidelines. Households with children who are categorically
eligible through an Other Source Categorically Eligible designation, as defined by taw, may be eligible for free benefits and should contact the
SFA for assistance in receiving benefits

CAN FOSTER CHILDREN GET FREE MEALS? Yes foster children that are under the legal responsibility of a foster care agency or court, are
eligible for free meals. Any foster child in the househald is eligible for free meals regardless of income. Foster children may also be included as
amember of the foster family if the foster family chooses to also apply for benefits for other children. Inclding children in foster care as household
members may help other children in the household qualify for benefits. If non-foster children in a foster family are not eligible for free or reduced
price meal benefits. an eligible foster child will still receive free benefits

CAN HOMELESS, RUNAWAY, AND MIGRANT CHILDREN GET FREE MEALS? Yes, children who meet the definition of homeless, runaway

or migrant qualify for free meals. If you haven't been told your children wil gel free meals, please call or e-mail [schoal, homeless [faison or
migrant coordinator information] to see if they qualify

WHO CAN GET REDUCED PRICE MEALS? Your children may be approved as reduced price eligible if your household income is within the
reduced-price limits on the Federal Eligibility Income Chart. shown on this letter. Beginning July 1, 2019, students in New York State that are
approved for reduced price meals will receive breakfast and lunch meals and snacks served through the Afterschoo! Snack Program at no charge

SHOULD | FILL OUT AN APPLICATION IF | RECEIVED A LETTER THIS SCHOOL YEAR SAYING MY CHILDREN ARE APPROVED FOR
FREE MEALS? Please read the letter you got carefully and follow the instructions  Cali the school al (518)639-5594 ext 52101 if you have
questions

MY CHILD'S APPLICATION WAS APPROVED LAST YEAR. DO | NEED TOFILL OUT ANOTHER ONE? Yes Your child's application is only
good for that school year and for up to the first 30 operaling days of this school year. You must send in a new application unless the schoo! told
you that your child is eligible for the new school year. :

| GET WIC. CAN MY CHILD(REN) GET FREE MEALS? Children in households participating in WIC may be eligible for free or reduced price
meals. Please fill out a FREE/REDUGED PRICE MEAL application.

WILL THE INFORMATION I GIVE BE CHECKED? Yes and we may also ask you to send written proof

IF 1 DON'T QUALIFY NOW, MAY i APPLY LATER? Yes. you may apply al any lime during the school year. For example, children with a parent
or guardian who becomes unemployed may become eligible for free and reduced price meals if the household income drops below the income
fimit.

WHAT IF | DISAGREE WITH THE SCHOOL'S DECISION ABOUT MY APPLICATION? You shoukd talk to school officials. You also may ask
for a hearing by calling or writing to: Mr Justin Hoskins, 1 Catherine Si.. Fort Ann, NY 12827, (518)639-5594 ext, 52060
jhoskins@fortannschool.org.

MAY | APPLY IF SOMEONE IN MY HOUSEHOLD IS NOT A U.S. CITIZEN? Yes You or your child{ren) do not have lobe U S citizens to
qualify for free of reduced price meals

WHO SHOULD | INCLUDE AS MEMBERS OF MY HOUSEHOLD? You must include alf people Iiving in your househoid related or not (such
as grandparents, other relatives. or friends) who share income and expenses. You must include yourself and all children living with you. If you
live with other peopie who are economically independent (for example, peaple who you do not support. who do not share income with yOu or your
children, and who pay a pro-raled share of expenses). do not include them.

WHAT IF MY INCOME IS NOT ALWAYS THE SAME? List the amount that you normally receive. For example. if you normally make 31000
each month, but you missed some work last month and only made $300. put down that you made $1000 per month. If you normally get overtime

include it. but do not include it if you only work overtime sometimes if you have lost & job or had your hours or wages reduced use your current
income

WE ARE IN THE MILITARY. DO WE INCLUDE OUR HOUSING ALLOWANCE AS INCOME? If you get an off-base housing allowance it
must be included as income However. if your housing is part of the Military Housing Privatization Initiative do not include your housing allowance
as income

MY SPOUSE 1S DEPLOYED TO A COMBAT ZONE. IS HER COMBAT PAY COUNTED AS INCOME? No_ if the combat pay is received in
addition to her basic pay because of her deployment and it wasn't received before she was deployed combat pay is not counted as income

Contact your school for more information,

MY FAMILY NEEDS MORE HELP. ARE THERE-OTHER PROGRAMS WE MIGHT APPLY FOR? To find out how to apply for SNAP or
other assistance benefits. contact your local assistance office or call 1-800-342-3009



2020-2021 INCOME ELIGIBILITY GUIDELINES f
FOR FREE AND REDUCED PRICE MEALS OR FREE MILK

REDUCED PRICE ELIGIBILITY INCOME CHART

Fanlll-icf,ytaél . Annual | Monthly . Twice per Manth Every Two Weeks Weekly

1 $ 23,606 $ 1,968 § 984 $908 §454

2 $ 31,894 $ 2,658 $1,329 $1227 §614

3 $ 40,182 § 3,349 $1.675 $ 1,546 $773

4 548,470 54,040 52,020 $ 1,865 $933

5 $ 56,758 $4,730 $ 2,365 $2183 $1,092

B $ 65,046 55421 82711 $ 2,502 $1.25

7 $73334 §6.112 § 3,056 $ 2,821 §1.411

= 8 $ 81,622 § 6,802 $§ 3401 $3.140 $ 1,570
*Each Add| person add $8,288 $ 691 $ 346 $319 $ 160

w to Apply. To get free or reduced price meals for your children carefully complete one application following the instructions for your household and return it
he designaled office listed on the application. If you now receive SNAP, Temporary Assislance fo Needy Families (TANF) for any children or participate in
Food Distribution Program on Indian Reservations (FDPIRY}, the application must include the children's names. the household SNAP, TANF or FDPIR case
nber and the signature of an adult household member. All children should be listed on the same application. If you do not list a SNAP, TANF or FDPIR case
nber for any household member, the application must include the names of everyone in the househald, the amount of income each household member, and
v often it is received and where it comes from. Itmust include the signature of an adult household member and the Jast four digits of that adult's social secunty
nber or check the box if the adult does nol have a social security number. An application for free and reduced price benefits cannot be approved unless
nplete eligibility information is submitted, as indicated on the application and in the instructions. Contacl your local Department of Social Services
your SNAP or TANF case number or complete the income portion of the application. No application is necessary if the household was notified by the SFA
ir children have been directly certified. If the household is not sure if their children have been directly certified, the household should contact the school.

porting Changes The benefits that you are approved for at the time of application are effective for the entire school year and up to 30 operating days into the
w schoo! year (or unti a new eligibility delermination is made, whichever comes first). You no longer need to report changes for an increase in income of
rrease in household size, or if you no longer receive SNAP,

ome Exclusions. The value of any child care provided or arranged, or any amount received as payment for such child care or reimbursement for costs incurred
such care under the Child Care Development (Block Grant) Fund shauld not be considered as income for this program

duced Price Eligible Students Beginning July 1, 2018, students in New York State that are approved for reduced price meals will receive breakfast
1 lunch meals and snacks served through the Afterschool Snack Program at no charge.

he operation of child feeding programs, no child will be discriminated against because of race, sex. color, national origin, age or disability

al Service to Children With Disabilities: Federal regulations require schools and institutions to serve meals at no exira charge to children with a disability
ch may restrict their diet. A student with a disability is defined in 7CFR Part 15b.3 of Federal regulations. as one who has a physical or mental impairment
ch subslantially imits one or more major life activities of such individual, a record of such an impairment or being regarded as having such an impairment
jor life activities include but are not limited to: functions such as caring for one's self, performing manual tasks, seeing. hearing, eating, sleeping walking
nding. lifting. bending, speaking. breathing, leaming, reading. concentrating, thinking, communicating. and working. You musl request meal modifications
7 the school and pravide the school with medical statement from a State licensed healthcare professional. If you believe your child needs substitutions
:ause of a disability, please get in touch with us for further information, as there is specific information that the medical statement must contain

nfidentiality: The United States Oepartment of Agriculture has approved the release of students names and eligibility status, without parent/guardian consent
sersons directly connected with the adminisiration or enforcement of federal education programs such as Title | and the Nationa! Assessment of Educational
)gress {NAEP), which are United States Department of Education programs used to determine areas such as the allocation of funds to schools, to evaluate
sioeconomic status of the school's attendance area, and to assess educalional progress. Information may also be released to Stale health or State education
{grams administered by the State agency or local education agency, provided the State or local education agency administers the program, and federa! State
ocal nutrition programs similar to the National School Lunch Program. Additionally, all information contained in the free and reduced price application may
released to persons directly connected with the administration or enforcement of programs authorized under the National School Lunch Act (NSLA) or Child
trition Act (CNA). including the National School Lunch and School Breakfast Programs, the Special Mitk Program, the Child and Adult Care Food Program,
mmer Food Service Program and the Special Supplemental Nutrition Program for Women infants and Children (WIC); the Complrofier General of the United
tes for audit purposes, and federal, Slate or local law enforcement officials investigating alleged violation of the programs under the NSLA or CNA.

application: You may apply for benefits any time during the school year. Also, if you are not eligible now, but during the school year become unemployed
/e a decrease in household income, or an increase in family size you may request and complete an application at that time.



Mhe disclosure of efigibility information not specifically autharized by the MSLA requires a written consent statement from the parent'guardian. We will let you
inow when your application is approved or denied

Sincerely

Mrs Krista Crosbie

londiscrimination Statement This explains what to doif you beiieve you have been treated uniairly

1 accordarnice with Federa' cwil rights law and U S Department of Agriculturs (USDA} civil rights regulations and palicies the USDA ils Agancies offices, and employees and
istitutions partcipatng in or administering USDA programs are prohibted from discrmnating basad on rate colar patonal orgn sa« disabiity age cor repnsal or retaiation
ar prior civil nghis activity in any program or activ ly corduciad or funded oy USDA

ersons with disabilities who require altematve means of communicaton for program information (2 g Braille large print audiotape American Sign Language elc ). should
antact the Agency (Stale or local} where they appiied for benefits Indivduals who are deaf hard of hearng or have speech disabilities may contact USDA through the Federal
elay Service at (B00) B77-8339. Additionally program informatian may be made available in languages other than English

o file a progran compant of dscriminaton complele the USDA  Proaram  Discrimination (AD-3027) found online at

o HV kAN o, LS CLA ikl
o, s a.govicomplainl filing custhiml and at any USDA office. or writz a letter addressed to USDA and provide in the letter 2!l of the informatian requested m tha
wm To request a copy of the complaint form call (856 §32-8992 Submit your completed form or letter ta USDA by

} mail US Department of Agrculture
Oflice of the Assistant Secretary for Civil Rghts
1400 Independence Avenue SN
Washington, D.C 20250-841)

1} fax (2021 690-7442 or

I} emal pragram intake Qusda Jov

S INSYLEOr (S @N Squa SpponLrIty orav der



MEAL SERVICES TO CHILDREN WITH DISABILITIES
Dear Parent/Guardian:

The National School Lunch Program {(NSLP) and School Breakfast Program (SBP) aim to provide all participating children, regardless of
background, with the nutritious meals they need to be healthy. This includes ensuring children with disabilities have an equal opportunity
to participate in and benefit from the NSLP and SBP. .

Federal regulations require schools and institutions to serve meals at no extra charge to those children whose disability restricts their diet
in such a way that they cannot fully participate in the food service program without some madification to the foods offered or the scheduled
menu. If you believe your child needs substitutions because of a disability, please get in touch with us for further information. You must
request meal modifications from the school and provide the school with a medical statement from a State licensed heallhcare
professional. This medical statement must contain but is not limited to the following:

o Information about the child's physical or mental impairment that is sufficient to allow the school to understand how it restricts
the child’s diet,

e An explanation of what must be done to accommodate the child's special dietary need,

e The food or foods to be omitted and recommended altematives, in the case of a modified meal

If you have questions regarding the need for meal modifications, contact Mrs. Krista Crosbie at (518)639-5594. Ext. 52101 for further
information

Nondiscrimination Statement:

in accordance with Federal civil rights law and US Depariment of Agricuiture (USDA) civil rights regulations and policies the USDA, its Agencies, offices and
emplayees, and institutions panicipating in or administering USDA programs are prohibited from discriminating based on race color, national origin, sex, disability. age
or reprisal or relaliation for prior civil rights activity in any program or activity conducted or funded by USDA

Persons with disabilities who require aliernalive means of communication for program information (e g Braille large print avdiotape American Sign Language efc )
shauld contact the Agercy (State or local} where they applied for benefits  Individuals who are deal, hard of hearing or have speech disabilities may contact USDA
through the Federal Relay Service at (800) 877-8339  Additionally. program information may be made avarlable in languages other than English

To i Ie a program cumplamt of discrimination, complete the [ I L omplaint Fomm, (AD-3027) found online  at
i 2SCT.US 1 sthiml, and at any USDA office or wiite a Ielter addressed lu USDA and provide in the letter all of the information
requested in the !urm To request a copy of the complaml form, call (B66) 632-3932 Submil your completed form or letter to USDA by

(1} mail US Department of Agriculture
Office of the Assistanl Secretary for Civil Rights
1400 Independence Avenue SW
Washinglon. D € 20250-9410

(2) fax (202) 690-7442 or

(3) email program.intake@usda.gov

This institution is an equal opportunity provider



Date Withdrew _

Return Completed Applications to:

List all children in your household who attend school.

7 R D

2020-2021 Application for Free and Reduced Price School Meals/Milk

l'o apply for free and reduced price meals for your children, read the instructions on the back, complete only one form for your
Yousehoald, sign your name and return it-to the address listed below. Call (518)639-5594 ext. 52101, if you need help.
dditional names may be listed on a separate paper.

Fort Ann Central School

1 Catherine Street
Fort Ann, NY 12827

I Homeless
Student Name School GradefTeacher | Foster Child Migrant,
h L : ' Runaway |
L25 ot feist il £ : S B =
= ALz B e 5 a O
[ e E i = =i I o |
——=—= = 1 — Y= [ fO R e
T S |4 o | =] (o]
= ) { 0 | O

. SNAP/TANF/FDPIR Benefits:

" anyone in your household receives either SNAP, TANF or FDPIR benefits, list their name and CASE # here Skip to Part 4, and sign the application.

lame:

_ CASE #:

- Report alt income for ALL Household Members (Skip this step if you answered 'yes  fo step 2)

Il Household Members (including yourself and all children that have income).
ist all Household members not listed in Step 1 (including yourseif) even if they do not recetve income. For each Household Member listed, if they do receive

wwome report total income for each source in whole dollars only. If they do not receive income from any other source write 0

lank, you are certifying (promising) that there is no income to report.

If you enter Q or leave any fields

Name of household member Earnings from work Child Support, Alimony Pensions, Retirement Other Income, Social No
before deductions Payments Security Income
Arount / How Often Amount/ How Often Amount/ How Often Amount/ How Often
5 / 5 ! $ ! $ / (]
5 / $ / S = § / O
8 / 5 { 3 / L / a
§ / $ / 5 / 5 ! a
$ ! $ / § ! $ ! O
otal Household Members (Children and Adults) :rd".“.‘“
T ‘Last Four Digits of Social Security Number: XXX-XX- __ __ _ "“‘I“:I
56=

Nhen completing section 3, an adult househaold member must provide the last faur digits of their Social Security Number (SS£). or mark the *I do not have a §5%
ox” before the application can be approved

Signature: An adult household member must sign this application before it can be approved

certify (promise) that all the information on this application is true and that all income is re
ill get federal funds; the school officials may verify the information and if |

:deral laws. and my children may lose meal benefits,

ignature:

Date:

mail Address:

ome Phone

Work Phone

Home Address

ported | understand that the information Is being given so the scheal
purposely give false information. | may be prosecuted under applicable State and

. Ethnicity and Race are optional: responding to this section does not affect your children's eligibitity for free or reduced price meals

thnicity CIHispanic or Latine

CINot Hispanic or Lating

ace {Check one ot mere) : JAmerican Indian or Alaskan Native [JAsian OBlack or African American EINative Hawaiian or Other Pacific Island ClWhite

DO NOT WRITE BELOW THIS LINE - FOR SCHOOL USE ONLY

Annual Income Conversion (Only cenvert when multiple income frequendies are reported on application)
Weekls N 52: Every Two Weeks (hi-weckdy) X 26: Twice Per Month X 24: Monthly X 12

O SNAP TANF Foster




APPLICATION INSTRUCTIONS

To apply for free and reduced price meals, complete only one application for your household using the instructions beiow Sign the application and retum
the applicalicn to Mrs Krista Crasbie, Fort Ann Central Schoal.

If you have a foster child in your household, you may include them on your application A separate application is nol needed. Call the school if you need
help (518)639-5594 ext 52101. Ensure that all information is provided. Failure to do so may result in deniat of benefits for your child or unnecessary delay
in approving your application.

PART1 ALL HOUSEHOLDS MUST COMPLETE STUDENT INFORMATION. DO NOT FILL OUT MORE THAN ONE APPLICATION FOR YOUR
HOUSEHOLD.
{1) Print the names of the children including foster children, for whom you are applying on cne application
(2) List their grade and school
(3) Check lhe box to indicate a foster child living in your household, or if you believe any chitd mests the description for homeless
migrant runaway {a school staff will confirm this eligibisty}

PART2 HOUSEHOLDS GETTING SNAP, TANF OR FDPIR SHOULD COMPLETE PART 2 AND SIGN PART 4.

{1) Lista currenl SNAP, TANF or FOPIR {(Food Distribution Program on Indian Reservations) case number of anyorie living in your household
The case number is provided on your benefit letter.

{2) An adult household member must sign the application in PART 4. SKIP PART 3 De no! list names of household members or income il you list a
SNAP case number, TANF or FDPIR number

PART3 ALL OTHER HOUSEHOLDS MUST COMPLETE THESE PARTS AND ALL OF PART 4.

{1) Write the names of everyone in your household, whether or not they get income  Include yoursef. the children yau are applying for, all other children,
your spouse grandparents, and olher related and unrelated people in your household Use anather piece of paper if you need mare space.

{2) Write the amount of current income each household memier receives, before 1axes of anylhing else is laken out and indicate where it came from, such
as earings, welfare, pensions and other income. [f the current income was more or less than usual wrile that person’s usual income Specify how
often this income amount is received: weekly, every other week (bi-weekly), 2 x per month, monthly. i no income, check the box. The value
of any child care provided or aranged, or any amouni received as payment for such child care or reimbursement for costs incurred for such care under
the Child Care and Development Block Grant, TANF and At Risk Child Care Programs should not be considered as income for this program.

(3) Enter the tolal number of household members in the box provided This number should include all adulls and children in the househoid and should
reflect the members listed in PART 1 and PART 3

(4) The application must include the last four digits only of the social security number of the adult who signs PART 4 if Part 3 is completed. If the aduft does
not have a social security number, check the box. If you listed a SNAP, TANF or FDPIR number, a social security number is not needed.

{5) An adult household member must sign the application in PART 4.

OTHER BENEFITS: Your chid may be shgible for benefits such as Medicaid or Children's Health Insurance Frogram (CHIP) To determine f your child 1=
eligitle, program officials need information from your free and reduced price meal application. Your written cansent s required before any information may
bereleased Please refer to the attached parent Oisclosure Letter and Consent Statement for information about other benefits

USE OF INFORMATION STATEMENT

Use of Information Siatement The Richard B Russell National Schoo! Lunch Act requires the information on this application. You do not have to give the
information, but if you do not submit all needed information. we cannol approve yeur child for free or reduced price meals. You must include the last four
digits of the social security number of the primary wage earner or other adull household member who signs the application The social security number is
not required when you apply on behalf of a foster child or you list a Supplemental Nulrition Assistance Program {SNAP), Temporary Assistance for Needy
Families (TANF) Program or Food Bistribution Program on Indian Reservations (FOPIR) case number or other FDPIR identifier for your child or when you
indicale Ihat the adult household member signing the applicalion does not have a social security number We will use your information to determine if your
child is eligitle for free or reduced price meals. and for administration and enforcement of the lunch and breakfast programs

We may share your eligibifity information with education. health, and nutrition programs to help them evaluaie fund, or determine benefils for their programs
audilors for program reviews, and law enforcement officials to help them lock into violations of program rules

DISCRIMINATION COMPLAINTS
In accordance with Federal civil nghts law and U § Department of Agriculture (USDA) civil Aighis regulations and pelicies the USDA ifs Agencies offices, and employees and institutions
participating in or administenng USDA programs are prehibited irom discriminating based on race coler nativnal ongin sex disablity age or reprisal or retaliation for prior civil rights
activity in any program or activity conducted or unded by USDA

Persons with disabilities who require alternative means of communication for program information (e g Braille lasge print. audiotape Amencan Sign Language etz ) should contact the
Agency {State or ‘oca} where they applied for benefits Individuals who are deaf hard of hearing or have speech disabiities may cortact USDA through the Federal Ralay Service at (800}
877-8339 Addikonally program information may he made avaitable m fanguages other than Engflish.

To file a program comptaint of discimination complete the YSDA Program Discrimination Gomelaint Form (AD-3027) feund online at. it M asor us
and at any USDA office or write 2 leiter addressed o USDA and provide in the letter all of the information requested in the farm To request a copy of the comp aml fonn r:a'l 860) 932-
8992 Submit your completed form or letter to USDA by

U] mail US Department of Agneutture
Office of the Assistant Secratary for Civil Rights
1400 Independence Avenue SW
Washington O C 20250-9410

(2} fax {202) 620-7442 or

13) emait program intake@usda gov

This instituticn 15 an equal opportunity provider



CONSENT TO RELEASE FREE OR REDUCED PRICE ELIGIBILITY INFORMATION

School officials may release information that shows that my childichildren are eligible for free or reduced price meals or free milk to the
following programs. | understand that the information will only be provided to the program(s) checked.

(Check the box next to the program area(s) you wish to release information to)

B Federal health programs such as Medicaid or Children's Health Insurance Program (CHIP}.

0

State or federal programs such as the Youth Summer Work program or the Educational Talent Search Program

O Local health and education programs and other local programs that provide benefits such as free textbooks or school supplies,
free band instruments, or reduced fees for summer school or driver education.
O Community programs such as holiday baskets summer arts and playground programs.

I understand that | will be releasing information that will show that my child/children are eligible for free and reduced price meals or free
milk. | give consent to release my confidential information for the above named uses.

Child/Children:

 certify that | am the child's parent'guardian for whom the application was made.

Signature of Parent/Guardian:

Print Name:

Address’

Phone Number.

Date;

Nondiscrimination Statement:

in accordance with Federal civil rights law a2d U 5 Depariment of Agreulture 'USDA . civ! rghts regulatiors 3ad coiicies the USDA its Agercies cffices and empioyees ard institutions
partcratrg ¢ or adminsiznng JSD2 pregrams ate prohibed from disstiratng tassd on rate cocr natcnal angn sex gsabiuty ags of rerrsa I feidiavon for pror ol nghls
actvity in any progam ar activity corducted or funded £y USDa

Pesons wih deabilives who reques aermaie means of sommunicatcn for program infommaten {cg Bralle ‘argz prrt audictape Amercan Sigl Language e ), should coniact the
Agency [State orlocat where they applied for benefits Ind wdua's #ha arz dea® hard 3f rearing or hass steech disabtes ray cortazt USDA through the Federai Relay Service at (800
877.8339 Addionally program informatcr may be rade availat'e in languagss cther thar Englist

To file a program complart of d'scrminaten complets ta tscyimi F AL-3027) found on ne 3t hitpwwe.a a4 d ISt
and st any USDA cfice or writz a letter agoressed to USDA and provide in the 'eer a'l of the formation requested i ths form To request 3 copy of the comglant form call (636, 632
99592 2ubmit your completed form or leer to SO by

(1) mail US Degariment of Agricuiwre
Cffice of the Assistant Secratary for Civi Rigints
400 Independence 2venue SW
fiashirgton DO 202808440

i far (202 5807442 or

13 ema, program.intakausda.gov.

This instwitor is an 2q.al opperunity provider



FREE AND REDUCED PRICE MEAL APPLICATION FACT SHEET
When filling out the application form, please pay careful attention to these helpful hints.

SNAP/TANF/FDPIR case number: This must be the complele valid case number-supplied to you by the agency including all
numbers and letters, for example, £123456, or whatever combination is used in your county. Refer to a letter you received from
your local Department of Social Services for your case number or contact them for your number.

Foster Child: A child who is living with a family but who is under the legal care of the welfare agency or court may be listed on your
family application. Listthe child’s “personal use” income. This includes only those funds provided by the agency which are identified
for the personal use of the child, such as personal spending allowances, money received by his/her family, or from a job. Funds
provided for housing, food and care, medical, and therapeutic needs are not considered income to the foster child. Write “0” if the
child has no personal use income.

Household: A group of related or non-related people who are living in one house and share income and expenses

Adult Family Members: All related and non-related people who are 21 years of age and older living in your house

Financially Independent: A person is financially independent and a separate economic unit/household when his or her eamings
and expenses are not shared by the family/household. Separate economic units in the same residence are characterized by prorating
expenses and by economic independence from one another.

Current Gross Income: Money earned or received at the present time by each member of your household before deductions. Examples
of deductions are federal tax, State tax, and Social Security deductions. If you have more than one job, you must list the income from all
jobs. If you receive income from more than one source (wage, alimony, child support, etc.), you must list the income from all sources.
Only farmers, self-employed workers, migrant workers, and other seasonal employees may use their income for the past 12 months

reported from their 1040 Tax Forms

Examples of gross income are:

» Wages, salaries, tips, commissions, or income from » Supplemental Security Income (SSi) or Social Security
self-employment Survivor's Benefits
» Net farm income - gross sales minus expenses only — » Alimony or child support payments
not losses + Disability benefits, including workman's compensation
» Pensions, annuities, or other retirement income * \Veteran's subsistence benefits
including Social Secunty retirement benefits » Interest or dividend income
 Unemployment compensation o Cash withdrawn from savings, investments, trusts, and
» Welfare paymenls (does not include value of SNAP) olher resources which would be available to pay for a
o Public Assistance payments child’s meals
» Adoption assistance » Other cash income

Income Exclusions: The value of any child care provided or arranged, or any amount received as payment for such child care or
reimbursement for costs incurred for such care under the Child Care Development (Block Grant) Fund should not be considered as

income for this program.
If you have any questions or need help in filling out the application form, please contact:
Name: Mrs. Krista Crosbie Title: Reviewing Official

Telephone Number: (518)639-5594 ext. 52101



