Dalph sokine School

901 Shady Lane, Fayetteville, TN
(931) 433-5311

Pre-Kindergarten Registration

Call: Dr. Claudia Styles at
931-433-5542 for questions

Register online
at fcsboe.org or
at the school.

REGISTRATION IS NOW OPEN!

Submit your packets and meet the Pre-K teachers on
Friday, February 16" between the hours of 8 and 3!

We offer a FULL DAY fun-filled program instructed by the BEST teachers.
Children must be 4 years on or before August 15.
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& Pre K Checklist

Birth Certificate
Tennessee Certificate of Immunization Record

Proof of Physical Exam (dated within past 12
months)

Parent/Guardian Photo Identification
Driver’s License, Passport or Passport card
Income Verification {total household income)

Social Security Card (optional)



Homeroom

Registration Information — Ralph Askins Elementary

Date of Enrollment Date Revised Grade
PAGE 1
Ralph Askins School
Student’s Last Name First Name Middle
Social Security (optional) Birth Date
Age: Sex: (circle one) Male or Female  Ethnicity: Non-Hispanic Hispanic

Race: | |White [ |Black/African [ JAsian [ JHawaiian/Pacific [_]American Indian/Alaskan
Home Language: Primary Language Limited English Proficient Y or N

Last School Attended Date Withdrawn
Student lives with Relation Legal Guardian Y or N

Address of where the student resides
**If you are divorced or someone other than a parent has custody of the student, a copy of the custody

document must be on file at the school.

Mother

Last Name, First Name Middle Name Maiden Name
Residence (911 Address) City Zip
Mailing Address City Zip
County of Residence Email Address . Date of Birth
Home Phone Cell Phone Work Phone

Place of Employment Can Pick up Student Yes or No

Father

Last Name, First Name Middle Name Maiden Name
Residence (911 Address) City Zip
Mailing Address City Zip
County of Residence Email Address Date of Birth
Home Phone Cell Phone Work Phone
Place of Employment Can Pick up Student Yes or No

Guardian Other Than Above: (Must provide the school a copy of the legal custody order)
Guardian

Last Name, First Name Middle Name Maiden Name
Residence (911 Address) City Zip
Mailing Address City Zip
County of Residence Email Address Date of Birth
Home Phone Cell Phone Work Phone

Place of Employment Can Pick up Student Yes or No

(Turn over for Page 2)




PAGE 2

RESIDENCY:

where does your child stay at night? (Check One)
Home/Apartment owned or rented by the parent(s)/guardian

____InaMotel

____ In a Shelter

A Campsite
In an Automobile

~_ With a relative or friend (Family does not have a residence)

In housing that is inadequate (i.e. no electricity, running water, etc)

Other housing (Please explain)

************************************************************ I T T e e T E e b e bt g At

MEDICAL:
If you child has a medical issue make sure to complete the medical history form in the registration packet.

I, as parent/guardian, give permission to treat my child in case of an emergency.

Date:

Signature:

SCHOOL SERVICES:
Has your child ever been served under one of the following? (Check box if applicable)

[ ]504Plan
I:] IEP (Special Education Services)
[ ]Speech Services

[ |Health Plan

|:] ESL (English as a Second Language)

MILITARY:
Active Member of Military Active Member of the Reserves _ Active Member of the Guard___
" No

Pre-School Only: s Your Child Currently in a Pre-School or Daycare Program? Yes

If Yes, Name of Program or School:




2024-2025

For Office Use Only

Please Circle One

Income Eligible: Yes / No

If yes, and enrolled, student should be
classified as (L) in student information system

Application to Determine Income Eligibility for the Voluntary Pre-K Program

Completion of this form DOES NOT qualify your child for the Free or Reduced Meal Program.
Submission of this application is not a guarantee of acceptance into the VPK program.

Name of Student:

Date of Application:

SSN of Student:

Date of Birth of Student:

Name of Applicant: Relationship to Student:

Mailing Address:

City: State: Zip Code:
Home Work Cell

Phone #: ( ) Phone #: ( ) Phone #: ( )

Part A - Family Information
Please list information for all other household members

Section 1
Name(s) of ALL OTHER CHILDREN in the Household Date of Birth School Grade
1.
2.
3.
4.
5.
Section 2
Name(s) of ALL OTHER ADULTS in the Household Relationship to Student
1.
2.
3.
4.
5.

Total # of household members:

Part B - Program Participation

Please check (\/) if Child /Family /Household member provides documentation of participation, in one or more of the following
programs, currently or during past school year (*‘Documentation required-See Part D).

) ™)

S

) Case #

Early Head Start Foster Care

Migrant

Families First (TANF)

Head Start Homeless

Food Stamps / EBT

Updated: 1/17/24

Ov
TurN OVER



Part C - Total Household Income
Please list ALL INCOME of all household family members and how often income is received.

Any falsification of information concerning income, residence, birth certificate and/or completion of this application and other forms
may be reason for dismissal.

Income Instructions
From the list below, please write the Source of Income Code in the space provided to indicate the source(s) of income for each earning
individual in the household. Also, please write the Monthly Payment or Wage Amount. Multiply the Payment or Wage amount by the
number months you received the income and then calculate the Amount and the Total Annual Income.

Source of Income Codes

A. |GROSS work income D. |Pension(s) G. |Veteran's Benefits J. |SSI Disability
B. |Unemployment E. |Retirement H. |Child Support K. |Other - please list ~1'
C. |Workman's Comp F. |Social Security l. |Alimony
How many
Source of Multiplied | months t.iid
Income by you receive
Code (see | Monthly Payment or X) this income in
Name of Adult Employer (if applicable) | list above) Wage Amount the last year? Total Amount
$ - X $ -
$ - X $ -
$ - X $ -
$ - X $ -
$ - X $ -
Total Annual (Yearly) Income| $ -
Part D - INCOME VERIFICATION
Please check (\/) all documents submitted as Proof of Income or Program Participation.
Pay Stub / Verification of pay by employer Retirement Documentation Foster Care Reimbursement
W-2 Form Social Security SS| Documentation
Income Tax Form 1040A or 1040 Veteran's Benefit Letter TANF Documentation
Unemployment Compensation Child Support AFDC / Public Assistance Payment
Workman's Compensation Documentation Alimony Documentation TennCare Verification
Pension Stubs Other (Specify): =9

| certify that the above information in this application is correct. | further understand that any falsification of information concerning
income, residence, birth certificate and/or completion of this application and other forms may be reason for dismissal from
Tennessee's Voluntary Pre-K Program.

Printed Name of Applicant: SSN #:

Signature of Applicant: Date:

Name and Signature of LEA employee reviewing this application

I certify that | have examined the above income documentation and verification information.
Completed forms must be maintained in accordance with FERPA.

Printed Name / Title of LEA employee:

Signature of LEA employee:

Date Reviewed by LEA employee:

Updated: 1/17/24



Solo para uso oficial
Please Circle One

Income Eligible: Yes / No

If yes, and enrolled, student should be
classified as {L) in student information system

2024-2025
La solicitud para decidir la elegibilidad de los ingresos para la investigacion preescolar voluntaria

Rellenar este impreso NO resulta en la clasificacion del estudiante para comidas escolares gratis y a precio reducido.

Nombre del Fecha:

Estudiante: ’

Numero del Seguro

Social de la Fecha de Nacimiento:

Estudiante:

(mes/dia/aiio)

Nombre en letre de
molde del solicitante o
de uno de los padres:

Relacién a estudiante
(padre/madre)

Direccion:

Ciudad: Estado: Codigo Postal:

Teléfono de su casa: () Teléfono de su trabajo: () Numero cellular: ()

Parte A - Informacion de la Familia
Por favor, lista informacion sobre su familia
Seccién 1

Nombres de otro nifios en su casa: Fecha de Nacimiento Nombre de Escuela Grado

S IE ol I A

Seccion 2

Nombres de otros adultos en la casa: Relacién a estudiante (por ejemplo: padre/madre):

IS0 [Eo Bl BN B

Cuantas personas que viven en la casa:

Parte B - participacion en el programa

Por favor, marca (V) si su hijo/a o su familia participa en uno de esos programas (la documentacion)
(V) () () () Case #
Early Head Start Foster Care Migratorio Families First (TANF)

Head Start Sin Hogar Food Stamps / EBT

TUEN 0V§L

Updated:1/18/18 ED-5476 Division of Special Populations



Parte C - Suma de Ingresos de Hogar
Por favor, lista TODOS LOS INGRESOS de la familia y con qué frecuencia recibe.

Falsificacion de la informacion de ingreso, residencia, o otro preguntas resuita en dimision de la investigacion.

Ingreso Instrucciones
De la lista debaja, por favor escriba El Codigo de los Ingresos en el espacio e indique el tipo de ingreso recibe. Tambien, por favor
escriba el suma en un mes y multiplica de el numbero de meses que recibe este typo de ingreso. Calcula el total por un aiio.

Codigo de los Ingresos
. . Beneficios de - .
A. |Ingreso del trabajo D. |Pension(es) G. Veétaiiiios J. |Ingresos del seguro de discapacidad
B. |Cheque for desempleo? E. |El fundo de retiro H. I'\:Ii?::tenclon de los K. |Otro - por favor, lista 4
Compensacion al . X
?
C. Trabajadore F. |Seguro Social? . |Alimentos
Cuantos
A~ Codigo de Multiplica | meses usted
Nombre de Adulto Empleador (si aplicable) Ingresos Pago en un mes de: recibe este Suma
ingreso
$ - X $ -
$ - X $ =
$ - X $ -
$ - X $ .
$ - X $ -
Suma de Ingresos en un aiio| $ -
Parte D - Verificacion de los Ingresos
Por favor marca (V) todos que has presentado en sus comprobantes de ingreso.
Talon de pago/verificacion de empleador Retiro Documentacion Cuidado de crianza documentacion
W-2 Forma Seguro Social SSI Documentacion
Income Tax Forma 1040A or 1040 Letra de los Veteranos TANF Documetacion
Desempleo Forma Manutencion de los hijos AFDC / Public Assistance Payment
Docurpentacnon de[cbmpensacion @l Documentacién de los Alimentos TN Care Verificacion
Trabajadore
Pension(es) Otro (Lista): =

Certifico que toda la informacion en esta solicitud es verdadera y correcta. Entiendo que falsifico intencionalmente de los ingeresos o
la direccién puede resulta in dimisién de la programa Pre-K.

Nombre en letre de moide

del solicitante: SSN #:

Firma de solicitante: Fecha:

Sélo por uso oficial. No escribe debajo de esta linea.

Name and Signature of LEA employee reviewing this application

1 certify that | have examined the above income documentation and verification information.
Completed forms must be maintained in accordance with FERPA.

Printed Name / Title of LEA employee:

Signature of LEA employee:

Date Reviewed by LEA empioyee:

Updated:1/18/18 ED-5476 Division of Special Populations



CERTIFICATE OF IMMUNIZATION

Section 1a. Religious Exemption

Child's Name {Last name, first name, middle)

Birthdate (mm/dd/yy)

Parent/Guardian Name (Last name, first name, middle)

Phone (please includs area code 100-X00¢-3000X)

Address

City

State Zip Code

Department of

Health

Check here if religious exemption to immunization selected b

parent/guardian

[] This child has been examined:

1b. Health Examination Documentation (if required)

Certified by (Signature/Stamp)

. Check if needed

[J Dental Screening

[ Vision Screening

Unless specifically exempted by law, Tennessee law requires a cerfificate on file for each child in attend
instructions for this form and explanation of requirements are :n "TDH Summary of lmmunization Rulg
website (https:llwww.tn.gov/healthlcedeplimmunization-pragramliplimmunization-requiremems htmi) and on

ce in any school or child care facility in Tennessee. Detailed
ertificate Instructions” at the Tennessee Department of Health
annessee Immunization Information System (tennesseelis.gov).

VACCINE DATE

Hib
Child Care Only (<5 yeais:

MM/DDIYY

Section 2a. Required Vaccines for Schooi

DATE ¥
MM/DDIYY

DATE
MM/DD/YY

DATE
MM/DDAYY

Dismpivsetl (X1

Pneumococcal {PCV)
Child Care Only {<5 years)

DTP, DTap, DT, Td

Poliomyelitis

tendance (Dates Required)

*Suslugy | X1
History (X}
Medical
Exemplion (X)

Hepatitis B
Check here if 11-13 years
2-dose scheduie uiec

Hepatitis A
Child Care Effective 7 20'0
Kindergarten Effective 772011

Measles

Mumps

Rubella

o L (e

Varicella

Tdap Booster
7th Grade Entry Only

Rotavirus

Section 2b.

R :commended Vaccines (

Documentation Optional)

Influenza

Meningococcal ACWY

HPV

D) Complete K-6th Grade*

O o0 oo

Fuffills requirements, 7th grade or higher

Section 3. Provider Assessment (select one*, not valid if blank)
| A) Temporary Certificate - Expires

Expiration date one month after date next catch-up immunization is due

B) Up to Date for Child Care Entry and <18 Months of Age

Only if requirements incomplets, but up to date for age Expires at 19 months of age.

C) Complete for Child Care / Pre-School”

Fulfills all requirements for child care / pre-school or pre-K under 5 years of age

Fulfills requirements, Kindergarten through 6th grade
E) Complete 7th Grade or Higher

"If age 4 ywars and fulfills requirements for Pre-School and Kingargarten, chack BOTH Boxes C and D

Section 4. (Required) Name, Address, Phone of Qualified Provider
(MD, DO, PA, Advanced Practice Nurse or Health Department):

PH-4103 (Rev. 1/18)

Certified by (Signature/Stamp) or TennlIS

Date of Issue

RDA-N/A



Fayetteville City Schools

Home Language Survey

£

S

Student Information

Name of Student:

Date of Birth:

Name of last school attended:

City/State of that school:

Parent Information

Father’s Name:

Mother’s Name:

Home Phone Number:

Father’s Workplace and Number:

Mother’s Workplace and Number:

Emergency Contact and Number:

Brothers and Sisters — Age — Grade:

** Home Language Info**

1. What is the first language the student learned to speak?

2. What language does the student speak most often outside of school?

3. What language is usually spoken in the home?

4. Does the student read and write in his/her first language?

5. Is there a friend of relative who can serve as an interpreter?

Name and Phone Number of Interpreter:




FAYETTEVILLE CITY SCHOOLS HEALTH SERVICES Confidential
HEALTH HISTORY

THIS FORM MUST BE COMPLETED BY A PARENT OR GUARDIAN

Dear Parents/Guardians, Date:

Please complete the information on your child’s health history. This information is needed in order that we
may give your child the best possible care in the event of an illness or emergency. If your child does have a
health condition/concern PLEASE give detailed information about what is needed to give your child the best

possible care.

Student Name Grade/Teacher
first middle last

Date of Birth Age Sex M or F  Physician

Legal Guardian

Address

Father’s Name Father’s Home Phone

Father’s Work Phone Father’s Cell Phone

Mother’s Name Mother’s Home Phone

Mother’s Work Phone Mother’s Cell Phone

Brothers and sisters at school (names and homerooms)

ATTEMPTS WILL BE MADE TO CONTACT A PARENT FIRST IN CASE OF ILLNESS OR
EMERGENCY. IF A PARENT CANNOT BE REACHED, PLEASE LIST EMERGENCY CONTACTS
IN THE ORDER YOU WISH FOR THEM TO BE CONTACTED.

1. Name Phone Relationship
2. Name Phone Relationship
3. Name Phone Relationship
HEALTH INFORMATION
1. Is the student under medical treatment at this time? Yes No If yes, please describe

including a list of all medications given at home.

2. Has the student had any serious injuries, illnesses, accidents or been hospitalized recently? Yes
No If yes, please describe

3. Is the student required to have daily medications or medical treatments during school hours? This
includes asthma inhalers, breathing treatments, injections, topical creams and oral medications. These
require a medication consent form (attached). Please list all medications and treatments below.

1.
2.
3.

please complete reverse



4.1S CHILD ALLERGIC TO ANY OF THE FOLLOWING:

Foods Reaction Treatment
(Requires a physician statement to be sent to school)

Medications Reaction Treatment
Insects Reaction Treatment
Chemicals Reaction Treatment
Seasonal Allergies Reaction Treatment

If you would like for your child to be given the above listed treatment, complete and return the
medication consent form.

5. Does student require any of the following: (please mark all that apply)
Glasses Contact lenses Hearing aid Wheelchair Crutches
Artificial limbs Other (describe)

6. Health Problems: Please mark all that apply and describe the health problem(s) along with any medication
or treatment needed.

ADD/ADHD HEARING IMPAIRMENT
ASTHMA/BREATHING PROBLEMS HEMOPHILIA/BLEEDING DISORDER
AUTISM HYPERTENSION/HIGH BLOOD PRESSURE
BOWEL/INTESTINAL PROBLEMS LEARNING DISABILITY
CARDIAC/HEART PROBLEMS NEUROLOGICAL/BIRTH DEFECT
CANCER/LEUKEMIA PHYSICAL IMPAIRMENT

DENTAL PROBLEMS SICKLE CELL ANEMIA
DIABETES/HYPOGLYCEMIA SKIN DISORDERS

EPILEPSY/SEIZURES/CONVULSIONS
HEADACHES - frequent requiring medication
HEADACHES -MIGRAINE

STOMACH PROBLEMS/ULCERS
URINARY/KIDNEY/BLADDER PROBLEMS
VISION PROBLEMS

LT
L

HEADACHES -SINUS OTHER (PLEASE LIST)

Explanation of health problems marked above

7. Does the student have any limitations that prevent him/her from participating in physical education or
school sponsored activities? If so, please describe and send a physician statement regarding limitations.

8. Please describe any special health needs/services your child may require at school

9. Any additional comments

I give consent , do not give consent for my child to receive basic first aid at school for minor
injuries, insect bites or small accidents that occur. Injuries will be cleaned with soap and water. At times
hydrogen peroxide, antibiotic ointment and anti-itch creams may be used if necessary.

I give consent
needed.

, do not give consent , for my student’s vision and hearing to be screened if

Parent’s signature Date

I have read and understand the medication policy

Parent’s signature Date



m Education Tennessee Parent Occupational Survey 4 74

Under Title I, Part C of the Elementary and Secondary Education Act (ESEA) our school district provides supplemental services to the
children of agricultural workers who have recently moved. This survey is to help the school identify if your child might qualify for these
free supplemental services such as tutoring, school supplies, summer camps in select counties, and other free services. Please answer
the following questions and return this form to your child's school. The information previded below will be kept confidential.

Today's Date Parent/Guardian First & Last Name

Student First Name Student Last Name
§_chonl Name Student Grade

1. Have you or an immediate family member performed any agriculture or fishing jobs temporarily or seasonatly, in any part
l_of the Unifed States, in the past 3 years? Check all that apply.

NO
YES. Check all that apply:

Agriculture/Field Work: planting, picking,
sorting crops, soil preparation, irrigation,

fumigation O

Forestry: soil preparation, planting,
cutting trees; does not include

landscaping. O
T

{ 2. In the past 3 years, has your family moved to another sfate, city, schoel district, and/or county?

Processing & Packaging: fruit, Dairy/Cattle Raising: feeding, milking,
vegetables, chicken, pork, beef, eggs, etc. | rounding up. O

Nursery/Greenhouse: planting, potting, Other: Any other agriculture or fishing
work, please list here:

pruning, watering, harvesting O

NO
YES. My family has moved within the past 3 years. indicate how long ago below.

Months Weeks

Years

¥ you answered “Yes” te question 1 above, please complete the information below.
| A staff from the Migrant Education Program will follow up with your family to verify if you qualify for free services.

Home Street Address Apt #
City Zip Code
Language

Telephone Number

Best Day of Week and Time to Call

Email Address

For School Use Only: Piease forward all surveys with a "YES® responses to Questions 1 and 2 to your district migrant liaison. If the OS has not
answered “Yes” to Question 2, but there are other signs that indicate the family may qualify, please submit them ta your district migrant liaison. The
District migrant liaison will submit to the ID&R Team through {n.msedd.com. If you have any questions, email the TN MEP ID&R Team: idr@tn-mep.net

Student State ID: { Enrollment Date: District I1D:




gﬁt‘duca‘tion

De conformidad con ia Parte C del Titulo | de la Ley de Educacion Primania y Sec
brinda servicios complementarios a los hijos de los trabajadores agricolas que se

Encuesta ocupacional para padres de Tennessee

undaria (ESEA, en inglés), nuestro distrito escolar
hayan mudado hace poco. Esta encuesta tiene el

objetivo de ayudar a |a escuela a identificar si su hijo podria reunir los requisitas para recibir dichos servicios complementarios
gratuitos, como clases de apoyo, insumos escolares, campamentos de verana en determinados condados y otros servicios sin costo.
Responda las siguientes preguntas y entregue este formulario en la escuela de su hijo. Se mantendra la confidencialidad de la

informacién proporcicnada 2 continuacion.

Fecha de hoy

Nombre del estudiania

Nombre de la escuela

Nombre y apellido del padre, madre o tutor

Agellide dei estudiantes

Grado del estudiante

1. i Ha realizado usted 0 algtin familiar inmediato trabajos

relacionadas con ia agricultura o ia pesca de forma provisaria o

temporal en alguna parte de los Estados Unides en los iltimos 3 afios? Marque todas las opciones que correspondan.

AL
NV

Si. Marque todas ias opciones que cormespondan.

Trabajo agricola/de campo: siembra,
cosecha, clasificacion de granos,
preparacion del suelo, irrigacion,
fumigacionC]

Procesamiento y empaquetado: frutas,
verduras, came de pollo, came de cerdo,
carne de res, huevos, etc.

0

Produccion lechera/ganadera: engorde,
ordefio, arreo O

vViverofinvernadero: plantacion, cultive
en macetas, poda, riego, cosecha O

Silvicultura: preparacion del suelo,
siembra, tala de arboles (no incluye
paisajismo) O

Otro: si realizo otro trabajo relacionado
con la agricultura o la pesca, incluyalc a
continuacion:

NO

si. Mi familia se ha mudado en Igs dltimos 3 aftos. A continuacion,

anos

meses

indique hace cuantc tiempo se mudaron.

semanas

EEE——

Si respondio “Si” a fa pregunta 1, complete ia siguiente informacian. Un miembro det perso

nal del Programa de Educacion

para Migrantes (MEP, en inglés] le hara un seguimiente a Su familia para verificar si reGinen los requisitos para recibir los

servicios gratuites.

Direccién Apto. n.°
Ciudad Cadige postal
Namero de teléfono Idioma

Direccion de correc electrénico

Dia de la semana y hora en que prefiere recibir ilamadas

£or School Use Only: Please forward all surveys with a “YES" responses to Questions 1 and 2 to your district migrant liaison. If the OS has not
answered “Yes” to Question 2, but there are other signs that indicate the family may qualify, please submit them to your district migrant ligison. The

District migrant liaison will submit to the ID&R Team through

tn.msadd.com. If you have any ques

tions, email the TN M

Student State 10:

Enroliment Date:

District iD:

EP ID&R Team: idr@in-mep.net
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