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OFFICE OF STUDENT EQUITY
AND PLACEMENT

Rochester City School District

Complete the forms within this packet using Adobe Reader
on your computer or smartEhone. You can download the app here:

Download on the

@& App Store

Return these forms by email to studentregistration@rcsdk12.org

Need assistance completing the forms?
Call our offices at (585) 262-8241
Hours: Monday - Friday
8:00a.m. -4:30 p.m.

PLEASE NOTE:

Families should submit scans and/or photographs of their
valid photo ID, child’s birth certificate, and proof of residency.

by e-mail to studentregistration@rcsdk12.org with their application.

Immunization records and the child’s most recent physical
are also requested. Both are required to attend,
but they are not required to complete registration.

Some forms will need to be signed in person at the placement office.
Parents and/or guardians will be contacted
by placement staff for a follow-up appointment.

e |



https://play.google.com/store/apps/details?id=com.adobe.reader&hl=en_US
https://apps.apple.com/us/app/adobe-acrobat-reader-for-pdf/id469337564

Student Last Name:

Rochester City School District
Student Registration Form

Male 0 Female O Non-Gender I Date of Birth:

/

First:

Grade Entering:

Does student receive special education services? Yes (1 No [ List service(s)

Does the student have a 504 Plan? [ Yes O No

Federal Ethnic Category: [ Hispanic or Latino [ Not Hispanic or Latino

Federal Race:

[0 American Indian or Alaska Native [0 Black or African American 0 White

O Native Hawaiian/ or Other Pacific Islander O Asian

Adult Information

Middle Initial:

Repeating?

Are you on Active Duty in the Armed Forces? [ Yes [0 No

Parent/Legal Guardian Adult #2

Name

Relationship

Address/Zip Code

Home Phone

Work Phone

Cell Phone

Email

Previous Address if within NYS:

Sibling Information

Name of sister(s) or brother(s)

Age

Name of sister(s) or brother(s)

Age

New York State Law requires that a Home Language Questionnaire be completed for all new entrants to the Rochester
public schools. Remember to follow the directions on the Home Language Questionnaire (separate form) relative to referring
students to the Language Placement Center.

Parent Signature

Student I.D. #

FOR OFFICE USE ONLY

Start Date

School Assigned

Cohort Year

Pre-K Only: AM Sessions

o Transfer within District from

0O Entering from non-public school

O Entering from out of District
0 Home School/Other, specify

Registration completed by

PM Session

Grade Level

Full Day

Zone

o Transportation (1)

o Close to home (2)

O Location (3)

o Sibling (4)

0 Sped Prgm. Avail. (5)
o0 Academic Prgm. (6)
oNo Option (7)

Date




Rochester City School District
Housing Questionnaire

NOTE TO SCHOOLS/LEAS: Please assist students and families filling out this form. The form should be included at the top
page of registration materials that the District shares with families. Do not simply include this form in the registration
packet, because if the student qualifies as residing in temporary housing, the student is not required to submit proof of
residency and other required documents that may be part of the registration packet.

Name of Leading Education Agency: Rochester City School District

Name of School:

Name of Student:

Last First Middle Initial
Gender: Male O Female O Non-Gender O Date of Birth: / / Grade Entering: ID#:

Address: Phone:

Previous Address:

The answer you give below will help the District determine what services you or your child may be able to receive
under the McKinney-Vento Act. Students who are protected under the McKinney-Vento Act are entitled to immediate
enrollment in school even if they don’t have the documents normally needed, such a proof of residency, school records,
immunization records, or birth certificate. Students who are protected under the McKinny-Vento Act may also be
entitled to free transportation and other services.

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

O In a shelter

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

o In a hotel/motel

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

o Other temporary living situation (Please describe):

o In permanent housing
o Unaccompanied Youth

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

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

Name of District Staff Assisting With This Form 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 normally needed for enroliment are not required
and the student is to be immediately enrolled. After the student has been enrolled, the district/school must contact the
previous district/school attended to request the student’s educational records, including immunization records, and the
enrolling district’s LEA liaison must help the student get any other necessary documents or immunizations.

NOTE TO SCHOOLS/LEAS: If the student is NOT living in permanent housing, please ensure that a Designation Form is
completed.
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Home Language Questionnaire (HLQ)
] Please write clearly when completing this section.
Dear Parent or Guardian: STUDENT MAME:
In order to provide your child with the
best possible educalion, we need to i i
determine how weall he or she Firsd [ Lasl
understands, speaks, reads and wrtes DATE OF BIRTH: GEKDER:
in English, a5 well as prior school and O Male
persanal hisfory. Please complele the
seclions bafow eniitied Language Monih Day Year [ Femnale
Background and Educational History. PAREMT/PERSON |H PARENTAL RELATION INFO:
Your assistance in answenng these
questions is greafly appreciated. :
Thank your. Lt Mame Fired Mo Ralaban fo
= Studani
HOME LANGUAGE CODE
Language
(Please check ail that appiy.)
1. Wheat language(s] B{are) spoken in the student's homs
of vk} 00 Engfieh O Cther
oy
2. What was the First language your child leamed? O English el e
ipmierty
3. What is the Home Language of each parentiguardian? [ Maftor (I Father
=t T
L Guardian{g]
pech
4. What lenguage(s) doss your child undamstand? L English 2 Cihar
oy
5. What language{s) does your child speak? O Englich 0 Cthar £ Dioes not spaak
gty
&, What language(s) doss your child mad? L English L Cthar L Dioas nof ead
ek
7. What language(s] does your child write? L Engligh L O L Doas nold wibe

THIS SECTION TO BE COMPLETED BY DISTRICT IN WHICH STUDENT 15 REGISTERED:

SeNOOL DIETRICT INFORBATION: STODENT ID HeMBER IN HYS STUDENT
X INFORMATION SYSETIN:




Home Language Questionnaire (HLQ)—Page Two

Educational History

B. Inchicate the tolal rumber of years thai youwr child has been enodled in schaal

5. Do you think your child may have any difficulties or conditions that affact his ar her ability to understand, speak, mad ar wrife in
Engllsh or any ather language? H yes, pleass descibe them,

Yas' Mo Mot sum
m | a a *If yes, pleans axpian

Hiow Siveng o o think these Sficulies ang? U Mingt L Someetel stvese L Very siveld
10a. Has your child ever been mderred Tor 8 special educytion evaluation inthepast? O Ne O Yes' "Fease compiole 100 bolow
10b. "If referred for an evaluation, hes your child ever received any special education services in the past?

O Mo O Yes - Typa of sendces received:

Age af which sarvices receivad (Pesse cheok a fral sppi
-l Birth 1o 3 years (Eary Intarvention) (3t S years (Special Education) [ 6 years of alder {Spacial Educatian)

10¢. Does your child have an Individuslized Educathon Pragram JEF? [ Mo L] Yes
11. |s theee anything sdse you think is impoant for the school fo know about your child? feg, specia/ikaerz, heain fonzems, ok,

12, In what languagedsh weuld yea like to receive infemation from the schoal?

Month Ciay Yiear
Signature of Parent or of Persan in Parental Relation Dt

Relaflonship to student- 0 Mother 00 Father O Other

OFRICIAL ENTRY DMLY - HaMEPOSITION OF PERSONMNEL ADMINISTERING HLG
HaziE Proime:

IF &K IHTERPRETER 5 PROADED, LIS T MARME, PO ITHHH AR CREDEM TUALS:

HamePosmon of QUALIFIED PERSONNEL REVIEWING HLGQ AND GONDUCTING INDRDUAL [ TERVIEW
M- Pasmon

OraL ErEwMecessasy: [ wo O ves

QufcomE oF o A 2 MYSITELL
;E":;;";"“““ WONDUAL O Ercaiew Promicm
’ = ; HTERVE W2 o FErEa 16 LapetnsE Prodclpsy TEa
Hame/Posmon oF QUALIMED PERSONNEL ADMINISTERING WY SITELL
M P
ProFEnCY LEVEL
mmlﬂill ACHEVED 0N Ll Ernrzrna u EREFRCHG o TRUET T L) Evrsrding i [T P
e HYSIMELL:

W s

FOR STUDENTS WITH DISABILITIES. LIST ACCOMMODATIONS, IF ANY, ADNINESTERED I ACCORDAMCE WITH IEP PURSLIANT TO CSE RECOME ENDATION:




Rochester City School District
Emergency Information/Student Release Form

Student Last Name: First: DOB:

Home Address:

Mother/Guardian: Phone #'s:

Address if different from above:

Father/Guardian: Phone #'s:

Address if different from above:

Other children in this school (first and last names):

EMERGENCY INFORMATION
In the event of emergency, illness, or injury, the person listed below will be contacted for care and transportation:

Name Relationship Phone #’s

Name Relationship Phone #’s

Student’s Physician

Name Phone #'s

Student’s Dentist

Name Phone #'s

Hospital/Clinic Preference (when possible)

Phone #'s

Student’s Medical Insurance Carrier

Student Release Information
In order to ensure the safety of your child, please list responsible adults your child may be released to by school personnel.

Name Relationship Phone #'s

Parent Signature: Date:



Rochester City School District
Authorization for use or disclosure of health information (HIPAA)

Student Legal Name: Date of Birth:
Healthcare Provider (doctor): Phone:
Address: Fax:
Healthcare Provider (doctor): Phone:
Address: Fax:

O Monroe County Health Dept. Clinics:

O Lead Testing O TB Clinic O Immunization Clinic O Other

| hereby authorize my/my child’s physician(s) listed above to exchange the following information with the Rochester City
School District, including:

O All O Immunizations to comply with NYS regulations

Or Specified: O Physical exams to comply with NYS regulations

O School nurse and sports requirements

O Medical officer O Authorization for medications during the school day
O Physical Therapist or on school trips

O Occupational Therapist O Medical clearances as needed following an injury

0O Speech Therapist or change in condition

O Audiologist
O Vision Department

O Medical orders required for therapy needs, evaluations
O Physician referral for services (OT, PT)

O Medical condition/ treatment plans that may have
an impact in school

O Other

O Special Education
O Other

This information will be used to provide a safe and healthful environment and develop an appropriate program for this
student at school. Enrollment is not contingent upon signing this release, however, in order to plan the most appropriate
program for this student, the information may be required. Specific immunizations per NYS regulations ARE required for
enrollment. Positive results on lead testing are shared on a need-to-know basis between the health services and the educa-
tional teams to develop suitable programming to address any problems associated with high lead levels.

This release expires on the last day of the enrollment of the above student in the Rochester City School District, and may be
revoked at any time by sending a written and signed request to cancel this permission to the school nurse. Such revocation
will not affect any disclosure made prior to its receipt by the District. Protected health information will not be disclosed
without consent pursuant to the Family Educational Rights and Privacy Act (20 U.S.C. § 1232g) and implementing regulations
(34 C.R.F. § 99). A copy of this release has been provided to me. | understand that it will be sent to the appropriate provider
when requests are made, and | consent to the release of the information to the Rochester City School District by the health-
care providers listed above.

(Signature of student over 18 or Parent/Guardian)** (Date)

**|f student is under 18 years of age, parent or legal guardian must sign consent form. If other representative is signing,
state authority to act on student’s behalf: ¥* If student is over 18 years of age and is a
student with a disability as defined by the Individuals with Disabilities Education Act and the information requested pertains
thereto, then the parent/guardian must also sign consent form.

Return completed form to the NURSE at the school this child attends.



Rochester City School District
Student Health Services Information

TO BE COMPLETED BY PARENT OR GUARDIAN

My child has one of the following life-threatening conditions and will need an emergency care plan completed by the school
nurse and myself with written guidance from our private physician. | understand that it is my responsibility to provide phy-
sician orders and any prescribed life saving medication to the school nurse. | understand that if my child needs to carry life
saving medications. | must receive prior administrative approval and must provide a second dose in the school health office
in the event my child misplaces the life saving medicine.

Student’s Legal Name Date of Birth

Male OO Female O Non-Gender
Grade/HR Sex

Doctor’s Name Phone

Does the Child Have Medical Insurance: Yes(O NoO

Insurer:
Does you Child Wear Glasses: Yesd NolO
Does your Child have any Hearing Issues:  Yes 0 No [ If yes explain:

TO BE COMPLETED BY PARENT OR GUARDIAN

My child has one of the following life-threatening conditions and will need an emergency care plan completed by the school
nurse and myself with written guidance from our private physician. | understand that it is my responsibility to provide
physician orders and any prescribed lifesaving medication to the school nurse. | understand that if my child needs to carry
lifesaving medications, | must receive prior administrative approval and must provide a second dose in the school health
office in the event my child misplaces the lifesaving medicine.

Please specify:

Life-threatening allergy: O Food O Insect O Medicine

Asthma

Diabetes

Poorly Controlled Seizures

Severe swallowing problems or choking

Significant heart disease

Other




131 W. Broad Street
Rochester, NY 14614
PHONE: 585-262-8241
FAX: 585-295-2615

FAX Rochester City School District

Parent Information & Student Registration Center

Previous School: From: RCSD
Fax: Pages:

Phone: Date:

Student: DOB:

The above-named student wishes to register with the Rochester City School District, Rochester, NY. Please provide us with
the following records as soon as possible.

Date registering in the Rochester City School District - -

______ Last Report Card ______Transcripts
______Immunization/Health Record ______Disciplinary Records
_____ Proof of age ______Current Schedule
______Test Scores ______Withdrawal grades
______|EP (If Applicable) ______Evaluation

Other

ACCORDING TO THE FAMILY EDUCATIONAL RIGHTS AND PRIVACY ACT BUCKLEY AMENDMENT DATED JUNE 17, 1976, IT IS
NO LONGER NECESSARY TO OBTAIN WRITTEN CONSENT TO RELEASE RECORDS TO ANOTHER SCHOOL SYSTEM IN WHICH THE
STUDENT MAY ENROLL.

l, parent/guardian of

Date of Birth , request that you release the above information to the Rochester City School District, Parent
Information and Student Registration Center, 131 W. Broad Street, Rochester, NY 14614

Signed: Dated:

Please fax records to:
Parent Registration Center
(585) 295-2615

If you are unable to fax, please notify us by phone and send the requested information to the above address.
Thank you for your assistance.



WE'RE HERE TO HELP.

Placement staff will assist parents with every step of the registration process.
We can also provide parents with information about the schools available to their
children to help them make an informed choice.

Or contact us by phone:

Hours: Monday - Friday
8:00a.m. - 4:30 p.m.

Student Equity and Placement
(585) 262-8241

or email

studentregistration@rcsdk12.org
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