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Pre-Kindergarten Registration - Required Paperwork Checklist 

Please use this checklist to help you prepare for Pre-Kindergarten screening. The 

following documents MUST be completed and on file with Boquet Valley Central 

School District in order for your child to begin school. 

Emergency Information 

_ Student Emergency form 

Basic Registration Information (Required) 

_ Allergy Information Form (If Applicable) 

Birth Certificate 

_ Health History Examination form 

_ Home Language Questionnaire 

Income Verification 

_ Pre-Kindergarten Registration form 

From the Doctor's Office 

_ Authorization of Administration of Medication (If Applicable) 

Dental Health Certification 

Student Health Examination form 

_ Vaccination Records (Copy) 

Thank you for your cooperation! 

If you have any questions, please do not hesitate to contact us at (518) 962-8244. 
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Home Language Questionnaire (HLQ) 

Dear Parent or Person in Parental 
Relation: 

STUDENT NAME: 

First Middle Last 

-

In order to provide your child with the 
best possible education, we need to 
determine how well he or she 
understands, speaks, reads and writes 
in English, as well as prior school and 
personal history. Please complete the 
sections below entitled Language 
Background and Educational History. 
Your assistance in answering these 
questions is greatly appreciated. 

DATE OF BIRTH: GENDER: 

□ Male

Month Day Year □ Female

PARENT/PERSON IN PARENTAL RELATION INFO: 

Last Name First Name 

Thank you. 

HOME LANGUAGE CODE 

Language Background 
{Please check all that apply.) 

1. What language(s) is(are) spoken in the student's home
□ English □ Other

or residence?
specify 

2. What was the first language your child learned? □ English □ Other

specify 

3. What is the Home Language of each parent/guardian? □ Parent 1 □ Parent 2
specify 

□ Guardian(s)
specify 

4. What language(s) does your child understand? □ English □ Other

spec,/v 

.I!., l 

Relation to 

specify 

5. What language(s) does your child speak? □ English □ Other □ Does not speak
specify 

6. What language(s) does your child read? □ English □ Other □ Does not read

specify 

7. What language(s) does your child write? □ English □ Other □ Does not write
specify 

ENGLISH 









Social Services Received (check all that apply): _TANF SNAP _ Supplemental Security Income 

Please state who receives Supplemental Security Income, if applicable. ___________ _ 

Is the child in foster care? Yes No 

Did your child participate in a Preschool or Head Start program?_ Yes No 

If yes, which program? __________ Name of School: ____________ _ 

If no, did your child participate in daycare?_Yes_ No If yes, who? __________ _ 

Was the daycare registered? _ Yes _No 

Does your child have an IEP through CPSE or early education services? _ Yes _No 

Does your child have any special needs, including special education? ( If So, Please explain) 

Have there been any changes or additions in the family in the past year? 

For example: Health issues, changes in marital status, changes in occupation, new siblings. 
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STUDENT EMERGENCY FORM 
Please supply all information requested below and return this form to the school. This form will be kept on file in the office for 

the school year. If more than one form ts needed per family. please contact the office for additional forms. 

Student Information 

Student Name: Date of Birth: 
----------------------- --------

Mailing Address: ·---------- - - ------ ______ _ ______ _ 
Physical Address: _______ __________________ ____ _
Home Phone: Cell Phone: 

-- --------------- - ---------------

Email Address: 
----------

Parent/Guardian Information: To serve your child in case of an accident, sudden illness, emergency closing and/or 

other occurrence requiring immediate parental notification: it is necessary that you furnish the following information for 
emergency calls. 

Mother's Name: 
------------- -------------

Business Address: 
------------- - -------------- ---- ---

Business Phone: Cell Phone: 
--�---�----------- ------------

Em ail Address: 
--------- ---------------- -- - - - - - ------

Father's Name: 
--------- ------------------ - - --- -----

Business Address: 
- - - - - ------------- - - ---------------

Business Phone: . _______ _ ______ Cell Phone: _______ _ 
Email Address: 

------------ - ----------'--------- - - - - - --

Emere;enc,1 Contacts:.. Please designate two emergency contacts who will assume temporary care of your child, if you 

cannot be reached in the event of an accident, sudden illness, emergency closing and/or other occurrence requiring immediate 
parental notification. 

Contact #1: ____ ·�----------- Relationship to Student: _______ _ 
Address: 

------------------------------------- ---

Home Phone: Cell Phone: Work Phone: 
---------- ---------- --------

Contact #2: ____ ___________ Relationship to Student: ________ _ 
Address:--------------------------------·---
Home Phone: Cell Phone: Work Phone: 

---------- - - - ------ -------

Medical Information: 

Physician (Full Name): __________________________ _
Address: ____________ _______ Phone: ________ _ 
Hospital/Dr. Office: ·---·- « 

I, the undersigned, do here authorize officials of the Boquet Valley Central School District to contact directly the persons named on this form and 

do authorize the named physicians to render such treatment as may be deemed necessary in an emergency, for the health of said child. In the 

event that physicians, other persons named on this card or parents cannot be contacted, the school officials are hereby authorized to take 

whatever action is deemed necessary in their judgment. 

I will NOT hold the school district financially responsible for the emergency care and/or transportation of the child. 

Parent/Guardian Signature: ______________ ___ Date: ______ _ 









Please indicate if any of the following applies your child's medical history by checking Yes or No below. If you 

checked Yes, please provide a brief description. 

Yes No 

_ Allergies (Please describe) Food, Medication?-----��-----------

Other. __________________________________ ___ _ 

____________________________ Epi-Pen ___ Y __ N 

_ Asthma (Seasonal, chronic) ______________ ________ _ 

Blood Disorder ______________ ______________ _ 

Diabetes ______________________________ _ 

Ear Conditions _ __ _________________________ _ 

_ Frequent Colds _______________ _____________ _ 

_ Head Injury _____________________________ _ 

Heart Disease ________ ____________________ _ 

_ Kidney Issues (Renal) _______________________ _ 

Muscular/Skeletal Condition�-------- ---------------

Pneumonia ____ _________________________ _ 

_ Seizure Disorder (Epilepsy) ______________________ _ 

_ Operations (Please explain & provide dates) _________________ _ 

_ Serious Injuries (Please explain). ______________________ _ 

Other medical issues, not listed above? ___________________ _ 

Is this child covered by Health Insurance? __ Yes No Type:. ___________ _ 

Parent/Guardian Signature Date 







Dental Health Certificate - Optional 
Parent/Guardian: Please complete Section 1 and take the form to your dentist/dental hygienist for an assessment. Request your 
dentist/dental hygienist to fill out Section 2. Return the completed form to your child's teacher as soon as possible. 

Child's Name: 
LaSI 

Birth Date: 

School: Name 

I 

Month 

I 

Day Year 

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

First Middle 

I Sex: □ Male I Will this be your child's first visit to a dentist? 
□ Female

Grade 

Section 2. To be completed by the Dentist/Dental Hygienist 

I. Oral Health Status (check all that apply)

□ Yes □ No Caries Experience/Restoration History - Has the child ever had a cavity (treated or untreated?

□ Yes
D No

[A filling (temporary/permanent) OR a tooth that is missing because it was extracted as a result of caries OR an open cavity]. 

□ Yes □ No Untreated Caries - Does this child have an open cavity?

[At least½ 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 cavitated 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 teeth with temporary 
fillings, are considered sound unless a cavitated lesion is also present). 

□ Yes □ No Dental Sealants Present

□ Yes □ No Soft Tissue Pathology

□ Yes □ No Malocclusion

II. Treatment Needs (check all that apply)

D No need for Treatment

D Urgent Treatment- abscess, nerve exposure, advanced disease state, signs or symptoms that include pain, infection, or swelling

□ Restorative Care - amalgams, composites, crowns, etc.

o Preventive Care - sealants, fluoride treatment, prophylaxis, mouthguard etc.

D Other - periodontal, orthodontic treatments 

Please note 

The Dental Health condition of on {date of exam) Check one) 

0 Yes, The student listed above is in fit condition of dental health to permit him/her attendance at the public schools. 

0 No, The student listed above is not in fit condition of dental health to permit him/her attendance at the public schools. 

Dentist's Name and Address (Please Print or Stamp): Dentist/Dental Hygienist Signature; 

Date of Exam: I 

* The dental health condition of the student when the exam is maae and
the date of exam shall not be more than 12 months prior to the
commencement of the school vear in which the exam is requested.
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PARENT AND HEALTHCARE PROVIDER'S AUTHORIZATION FOR ADMINISTRATION OF 

MEDICATION IN SCHOOL & SCHOOL ACTIVITIES

A. To be completed by the Parent or Guardian:

I request that my child ________ (date of birth ____ � receive the 
medication as prescribed below by our physician. The medication is to be furnished by me in 
the properly labeled original container from the pharmacy. I understand that the school nurse, 
or other designated person in the case of an absence, will administer the medication. 
Signature (Parents/Guardian): .Date: _____ _ 
Telephone: Home: _________ Work: ________ Cell: ______ _ 

B. To be completed by the Private Healthcare Provider:

I request that my patient, as listed below, receive the following medication:

Name of Student: _________________ D.O.B ______ _ 
Diagnosis: _____________________________ _ 

MEDICATION DOSAGE FREQUENCY/TIME TO ROUTE OF 

BE TAKEN ADMINISTRATION 

Possibte side effects and adverse reactions (if any): ______________ _ 
Healthcare Providers Signature: _____________ Date: ______ _ 
Address: Phone: 

-------

*Medications must be in the original pharmacy labeled container with specific orders and name of medication. 

*Medication and refills must be brought to school by parent or guardian.

This medication order is valid through the school year and summer school if necessary. 
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