
.L

Required Documentation for Webutuck Central School Registration:

. Student's bith certificate
r Current immunizations records
. Two (2) proof of residency

REQUIREMENTS TO VERMY RESIDENCY IN THE WEBUTUCK (NORTHEAST) CENTRAL SCHOOL
DISTRICT

REMEMBER: Education law (Section 3202.1) states that the residency of the student is the residency of the

parent.

If you move from the Webutuck (Northeast) Central School District and do not withdraw your children
at the time you move, you will be responsible for the tuition.

To verifu residency at the time of registration:

For Homeowners: Two original documents required

Either a. tax receipt

b. signed closing statement, not a signed contract to purchase

AND

Either c. a utility bill (NTYSEG or other)

d. cable TV bill or tax return

For renters:

Required: Affidavit of Landlord

OR

Either a. a rent receipt (within 30 days) that indicates the address

b. a signed lease

AND

Either c. a utility bill OTYSEG or other)

d. cable TV bill or tax return

When parent(s) and students live with a friend or family member three documents are required: '

1. Affidavit of Landlord

2. and3. Two documents (see above for homeowner or renter) veriffing the residency of the friend or family
member.



Webutuck (Northeast) Central School Distriet
Aflidavit of Landlord

In the matter of the Investigation of the Residence Status of:

Name(s) of LesseelRenter

Pursuant to Section 3202 of be Educational Law

STATE OFNEWYORK

ssr:

COIINTY OF DUTCI{ESS

being duly swom deposes and saYs:

(Name of landlord)

l. I am the owner or corporate offrcer of the owner of the properly within Webutuck (Northeast) Central School

Distict, located at:

(complete address)

2. I have rented or leased occupancy ofthe premises described above to:

and the person or persons as follows:

c.

e.

d.

f.

To the best of my knowledge and information, the persons named above are residents of the described premises'

3. I state that the foregoing statements are true and correct. They are made by me on the knowledge that the

information I have givin #in u. used by Webutuck (Norrtreasi) Cenfal School Distict in making determinations

based upon the accuracy of my statements.

4. Should it be determined that I have provided incorrect or false information on this form, I understand that I may

be charged with PerjurY.

Sigrrature of Landlord

Sworn before me on this day,2Al-

NotaryPublic

Apprwed l2/l/1994



Birth Certificate: 

- 

Custody Papers- Migrant Student 

-Proof of Residency: Guardianship Papers- Foster Child

Immunizations:- Restraining Order- ID# 90000 

-

McKinney-Vento_

BUS NUMBER: AM: PM:

Entry Date:

This box for office use

Webutuck Central School Registration Form

Grade Entering:

Student Information:

Studenfs Last Name First Name

Date of Birth:

Middle Name

Place of Birth

14lr

City/State/Country

If born outside of USA when did student enter the country (month/year)
school (month/year) 

-

When did student start

Mailing Address:

Residence Address:
(For Bus transportatlon)

Is this address a permanent or temporary residence?

Are you living in a shelter or other arrangement due to a lack of housing? Yes- No-

Is this a shared residence (are you living with another family member or friend?) Yes- No-

Area Code/number

Parent/Guardian Information I

Mothert Name: Phone:

Address: Cell-Phone:

Employment: Phone:

Email address:

Fathe/s Name:

Address:

Phone:

Cell-Phone:

Employment: Phone:

Email address:

Student Resides with (name): Relationship:



Health / Emergency Information:

Physician's Nameffown :

Please list any allergies the student has:

Please list any medications the student is taking:

Emergency Contact: (Person to be contacted if parents/guardians cannot be reached. This person
will be authorized to act for the parent).

Home Phone Cell Phone Number Work Phone Number Relationship

Other children in household
Name Date of Birth Grade Male Female

I verify that the above information is correct:

Signaturc of perton regi$ertng student Prtnt name Relationship to student Date

I give permission for the school to release health information to staff and faculty. This information will only be released to alert the staff/faculty to any health issues they

should be aware of:

For instance (but not solely): Medications, Allergies, Glasses, Diabetic, and Chronic/Acute Illness

Address

Student's Specia I Prog ra m/Seruices

Does your child receive Special Education Services? Yes_ No _
Does your child have an IEP? Yes_ No _
Please check if your child receives any of the following:
Counseling- Speech- Special Education Services_ Academic Interuention Seruices
Other (explain)
Has your child ever been retained (repeated a qrade?) If Yes, what qrade?

Previous Schools Attended

School Address/Phone



Webutuck Central School District
Webutuck Elementary School

P.O. Box 400, 175 Haight Road
Amenia, New York 12501

845-373-4100 ext. 1111 Fax: 845-373-4L25

RELEASE OF RECORDS

Date:

Name of Student:

Grade of Student:

DOB:

hereby grant permission to the below mentioned
school to send the following:

1. Transcript
2. Health Records
3. Recommendations and Comments
4. Psychological Reports - including all testing,
5. Special Education Records (IEP)

Name of Previous School and Address:

Phone number of school:

Fax number of school:

Please send the requested records to:

Webutuck Elementary School
P.O. Box 400, L75 Haight Road
Amenia, New York 12501

Fax: 845-373-4L25

Signature of Parent/Guardian



Webutuck Central School Registration Form
Student Racial and Ethnic Identification

To the Parent/Guardian: The Webutuck Central School District in compliance with federal

regulations requires the collection and recording of the ethnic identity of students in the

Webutuck Central School District in accordance with the federal categories and definitions.
This information is used to:

o Report information to the State and Federal Education Depaftments

Student Name: Last First, Middle Grade Level:

School District Student Identification N umber:

Webutuck Central School
Date of Birth (Month l}aY[ear):

Place of Bitth:

DIRECTIONS TO PARENT/GUARDIAN
PLEASE ANSWER QUESTTONS (1) AND (2). PLEASE READ THEM BEFORE YOU RESPOND. [For question (1)

Check (r') the box that best describes your child.l Check (r') only ONE box'

origin?Hispanic,Latino,orSpanishoriginmeansapersonof
Cuban, Mexican, Puerlo Rican, Central or South American, or other Spanish culture of origin, regardless of race.

fI Yes, Hispanic
tr No, notH

ngfiveracialgroups[Forquestion(2)Check("/)allgroupsthat
apply to your child; check (./) at least ONE box.

tr AMERICAN INDIAN OR ALASKA NATIVE: A person having origins in any of the original peoples of

Nofth America and who maintains cultural identification through tribal affiliation or community

recognition. For example: Cherokee, Mohaw( Inuit.

tr ASIAN: A person having origins in any of the original peoples of the- Far East, Southeast Asia, or the

Indian subcontinent inctuding for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan,

the Philippine Islands, Thailand, and Vietnam.

tr NATM HAWAIIAN OR OTHER PACIFIC ISLANDER: A person having origins in any of the original

peoples of Hawaii, Guam, Samoa, or other Pacific Islands.

D BLACK: A person having origins in any of the black racial groups of Africa.

n WHITE: A person having origins in any of the original peoples of Europe, North Africa, or the Middle

East.

Signature of Parent/Guardian/Other

Relationship to Student (please Check (./) one box below):

E Moffrer fl Father n Guardian n other (specify):

Date



Webutuck Central Sehool District
Transportation Department

158 Haight Road
PO Box 405

Amenia, NY 12501

Phone: 845-373-4100 ext. 4401

Transportation Request Form

Please Print and Complete Form

Faxz 845-373-7077

Date:

Student's Name:
(tast) (First)

Home Addres:
(StreetAddress - No P.O. Boxes please)

City: State: Zipz

Home Telephone: CelI:

Emergency Contact:
(Full Name) (Phone#) (RelationshiP)

School Year: Grade: Date of Birth:

Parents/Guardians:
(Name) (Phone#)

Parents/Guardians:
(Phone#)

If your child goes to/from a child care provider at a different address than above, please complete

the form below including the name, address, and telephone number of the childcare provider'

Pick Up Drop Off

Check One: 
-Home -Childcare 

Provider Check One: 
-Home -Childcare 

Provider

Provide/s Name: Provider's Name:

Providey's Address: Provider's Address:

Provide/s Phone: Provide/s Phone:

Check Days:

_Mon_Tues_Wed-Thurs 
-

Check Days:

-Mon -Tues -Wed -Thurs -

Parent/Guardian Signature Date:
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The University of the State of New York . The State Education Department ' Office of Bilingual Education
Albany,New York12234

CUESTIONARIO SOBRE EL IDIOMA QUE SE HABLA EN EL HOGAR
("tlome Language Questionnaire, IILQ! - Spanish

PARA SER COMPLETADO POR EL PERSONAL ESCOLAR
rTO BE COMPLETED BY SCHOOLPERSONNEL)

DISTRTTO
(Dtstrict)

IW N MA O ESCNBA CLAR,/T&'ENTE
(Plw pin ff type?-lwty)

ESCtiEL
(School)

GRADO
(Gmde)

NOMBRE DEL ESTUDhNTE
(Student Name)

FECHA DE NACII'IIENTO
(Dah Of Birth) Nle:

(Month)
Dia:
loay)

Aio:
fYear)

NTJMERO DE IDENTIRCACION DEL ESTUDIANTE
(Shrdst ldotifiedm Numbq)

PAIS NATAL O ASCENDENC1A
(Country of Birth/Anc6tr-v)

NUMERO DE AIiIOS MATRICULADO EN ESCI]ELA(S) FTJERA DE LOS EU.

{Number of yrc mlted in schml utside 6re US.)

NOMBRE/FOSIS6N DELPEBSONAL ESCOLAR LI,INANDO ESTA SECCTON

(Nme./Positim Schml Pmnel CompletingThis Sectim)

DETERMINACI6N:
(Deteminatim)

tr
tr

Posiblemenie LEP (Possibly LEP)

Dominante en Ingl6s (English Proficiert)

Estimado Padre/Madre o GuardiLn:

Para poder ofrecer a suhijo(a) la mejor

educ aci6n p o sible, Tt e c esit amo s

determinar cudn efectiaamente 6l o ella

entiende, hablq,lee y escribe el idioma

inglds. Su ayuda serd apreciqda si

contestfr estas pr eguntas.

(rz Marque las casillas que aplican)

;Qu6 idioma(s) se habla en el hogar

o residmcia del estudiante?

O Ingl6s [J Espafrol tr Oho1.

2. ;En qu6 idioma(s) se le habla al estudiante

la mayor parte del tiempo

tr Ingl6s [l Espafiol t] Otro
(Especifiqw afil)

en eI o residencia?

3. 2Qu6 idioma(s) entiende el estudiante? tr Ingl6s tl Espaflol tr Otro

@specifique ctdl)

4. ;Qud idioma(s) habla el estudiante? tr Ingl6s tr Espa.flol Q Otro

{Especifiqe mdl)

5. aEn qu6 idioma(s) Iee el estudiante? O Ingl6s O Espafrol tl Otro E No lee

(Qti:idioma)

6. ;En qu6 idioma(s) escribe el estudiante? tr Ingl€s E Espafiol tr Otro D No escribe

7. 2En su opini6n, qu6 tanbien el estudiante mtiende, habla, lee y escribe ingl6s?

Muy bien Un poco Nada

trtru
trEtr
trtrtr
tr

Entiende Ing16s

Habla Ingl€s

Lee Ingl6s

Escribe Inglds tr tr

}'LQrroo) 993rPM

Afio:
(Yer)

Dia:
(oay)

Me:
(Month)

F in ad P rarcmaarelGuar M n lOlro
(Signa ture of P arent/Gaardian/O lher)

Fecha
(Date)



The University of the State of New York . The State Education Department . Office of Bilingual Education
Albany, New York 12234

Home Language Questionnaire (HLQ)
-.',:'' 

: r' :''.t6:BE COMPtEffn'BY SCI

DISTRICT Ple(L\e print ot tYPe

SCHOOL

i rurx.Nir.r.qrrlr 

-DA1'F, OF R]RI'}{

Montb: DaY;

W

couxrnv # srRTu, ANCESTRY

TO BE COMPLETED BY SCHOOL PERSONNEL

DISTRICT Please print ot lype cleailt'

SCHOOL CJRADE

NUMBER OF YEARS ENROLLED IN SCI{OOL OUTS]DE THE U.S.

NAME/POSITION OF SCHOOL PERSONNEL COMPLETING THIS SECTION

DETERMINATION; D Possible LEP

tr English Proficient

Dear Parent or Guardian:

In order to provide your child with the

best possible education, we need to

determine how well he or she under-

stands, speaks, reads andwrites

English. Your assistance in answering

these questions is greatly appreciated.

Thank You

(/ boxes that apply)

i. What language(s) is spoken in the student's

home or residence?

tr English I Other
specify

2. What language(s) are spoken most of the time

to the student, in the home or residence?

tr English tr Other
,;pecifu

E Other
J. What language(s) does the student understand? tr English specfy

tr Other
4. What language(s) does the student speak? tr English

il Other fl Does Not Read
5. What language(s) does the student read? tr English spacyfy

Il Other E Does Not Write
What language(s) does the student write? tr English spectfii

7. ln your opinion, how well does the student understand, speak, read and write English?

Very well Only a little Not at ull

UnderstandsEnglish tr tr tr
Speaks English

Reads English

Writes English

utrtr
trtrtr
trtru

Dote HLO (2/00) 99-317 Plvl

Day: Year:

S ignatur e of P are nt/G uardi an/O t he r
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I}L(EBUTUCK CENTRAT SCHOOL DISTRICT
F* Box 405'*rnenis" !trf t25SI

845-373-41Off

STUDHI-{THAh{E

xloB: PLACE OT BIRTfi

HGIi,{E PHONE

STREETADSRSSS
City Sac Eip Codr

tr&mBrg $laiur h{o$rfr lr{e$t

Plra"6f Emplo:En6nt

EfDFoliffilrrhoiEf Hqrcfi$Gfrt I,Ittr}Et

FA&{IIY PHY$trCIAN:

PHONE#
*!f !t**** ***********.*****rft****++*!F*'$*!k ***********,f **tF**'l*********** ****'r* ****ri

@"food,medications)
Is your child tsking 6&y medi*atioa? (Do not li$t vitamins)

If your child is to reeeivc m*dicatian *t schoel, it is necessary to have a rryriuen trder from the
destor andwittenparertal .Forrss are availahle &om the sehool Durse.

** r* ***+**#******** ***ltr!F*******:F* * * * ** *:*:F* ***!* **f 'r* 5******t* *ii****:F l* ** * * + + * ** *

Tk* sehoal urrrse necds the.telephone rurnber of a friend or relative iE be Ealled in ease your child is injurtd or
beconr*s ill d EchoolEnd pinenis ffi$not k rcsehed"

usll Pllorli t

tsENTtrST:

PHOHE #

NairE of Eraargeacy Contact
Address

Fhoae #

Exast losatrian of,your hsme

$Ign*turr of f*rtil ffi LtE l Gsrdiru Datt'
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DOES,YOII.R AEILD'HAVE ANY OT THE FOLLOWE.|TG HEALTH PROBLEMS?

lYes. No

Ifya,what:

Tubes in ears ..-'..
Dtrte ii"lserted:

Hearing aids . i. ". -.........
00rer hearing problems.

Ifya,wbat?

Yes No'
Yes

,NO

Yes 'No.
Yes No

Asthria:

If yes, what inhaler?
Use of Inhaler.-, . ..

Use of Nebuli-2er..........

Yes

Yes

No.

.:

No

Severe reactions 1e irlsect bites:
If ys,medication used (if any)

Yes No

Ileiirtproblems
Ifyp,what?_

Yes

Yes

.No

.No

Epilepsy:
If y es, list any medication:
Reeent seizilr6s?
T1rye of seizure:
Date ofdiagnosis:

Yps No

Diabetes:'
If y"s, on Insulin? ..

Type and dosage
Date of diagnosis

Yes

Yes

No
No

Lyme Disease:
Date ofdiagposis:

Yes No

Ilemooh ili a (free bteeding) Yeb No

Rheumatic Fevei Yes No

CvsticFibiosis Yes No

Muscular DystrophY YeB No

Cancer:
Ifyes.what?

Yes No

Physical Challenges:
Ayes,what? '

Yes No

Other health problems:
'If yrs,what?

Yes No



(ftri 'exariple:

sp.6ech elinic,
,no

no'
hospitalization:

11as, y-qui cnild ever.had a serious accident (for'example: broken bones, bad cuts, involved iir a

Date

DOES.YOIIR CHILD NOW HA\48, ORHAD rN Tm lASr
PROBLED{,S?



q*-!

. Otnsr health issues (please indicate)

.**{.+***** +****** +***+**+****** *****.***+**++****r(** ***++t*+**** *.+ ***+ ++***+* *t
PLEASE A}TSWER TEIE OLIOWtr{G QI]ESTIONS ABOUT PREGNAI{CY, LABOR,
OR DELTYERY OF YOUR CHILD.

Did the mother have difficulties during the Pregnan cX,lahor,or delivery of yourchild? ---;res/-no
Uyes, whtit?

Iflx, where?

Did your child have difficulties at birth or shortly after (for example: jaundice (yellow skin),

. breathing problems, infection, high fever, f.eeding problems)? .- yesl no
. Ifyes,what?

APGAR score at delivery (if you know)
Diilyoru child weigh Iess than 5 % pounds at birth?

- 
yed-no

.. Ayes, how much didthe child weigh?
\Mas your child bo.m prematurely (early)? . .. .: . . yes/- no

If yes, byhow manyweeks? '

: If yout child has now or in the'past bgd any qf.thg above.conditions, please give any necessary

irfornation (for examFle:medication andkeatnen$ . 
, I

Druing pregnancy did the mother con$rme alcohol --;res/-no; dntgs ---yes/-no
Smoki cigarettes dr:ring preqqancy -1--;res/ no . .. :.
Did theabther visit a physician or medical clinic duringher pregnancf-----yes/-no
Was yor:r child bom at home or at any place other tban a hospital or medical facility? ;res/--no

Was your child born post-maturely (Iate)? yes/- no
Ifyes, by how many weeks?

Was your ct.lild placed i! a neonatal inlensive carc nursery or high risk nursery after birth?
. _yes/____,_'no

Uyes,for how 4any days?

4
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