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K “ CXINNEY-VENTO QUESTIONNAIRE FEORM R h
» » {OPTIONAL & CONFIDENTIAL) u »
s Bedmisistar Township School ¢

Student Name: Date of Birih:
School Name: Gratde:

Your child may be eligibla for additional educational sesvices through the McKinney-Vento Homelass
Asslstance Act. Eligibility can be determined by completing this questionnalre. THE INFORMATION YOU
BROVIDE IS CONFIRENTIAL, If aligible, studants ara to be immediately enrolled In accordance with the
McKinney-Vento Assistance Act.

1. Do you/yourstudent liva In any of these followling situations?
In emergency ortransitional sheiter or program
D] sharingthe housing of other persons due to:
3 Loss of housing, sconomic hardship or a similar reason {Le, evicted)
L3 Long term, cooperative living arrangement
[ other {please spacify):
[0 Inavehicle of any kind, park, public space, abandoned building, substandard housing,
bus or traln statlon or similar setting
[3 . inamotel, hatel, campground or similar seiting due to: (select one)
[J Lack of alternative adequate accommodations .
] Acanvenient living arrangement (iie, waiting for apartment/home to be ready)
LT other (please specify):
None ofthe above ’

2. Whatis your/your student’s living situation? Please check one box,
[ Living with your legal parent guardian
(3  Lwvingalone |
O Living with an adult that Is not 2 |agal parent or guardian

The undersigned certifles that the Information provided Is accurates

PRINT NAME OF PERSON COMPLETING FORM:

" SIGNATURE:

DATE:

ADDRESS OF CURRENT RESIDENCE:

PHONE NUMBER OR MESSAGE NUMSER:




provid

instructlons for Completing the Universal Child Health Record (GHw14)

Sectlon | - Parant

Pleass have tha parent/guardian compiete the top seolion and
sign the consent for the child care previdar/schao) nurss to
discuss sny Information on this form with the Geslth care

L

The WIC box needs to be chacked oply If thls form Is balng

sunt lo the WIC office,

WIC s a supplemental nulstlon

programm for Woreh, [nfants and Children that provides
nutdtlous foods, nutdtion ceunseling, health care refersals and
braast faeding support to Incarme eligihle famllies. For mote
Informallon about WIC In your area call 1-800-328.8838,

Sectlon 2 ~ Health Care Provider

1

2

3,

Plescs anter the date of the physical exam that is b
complats ths form, Nots slignificant abnomalities
espeoially if ihe child nsads treabment for that abnomalily

(09, weams for eozema; esthma medlcailons for

whae:lnq ste.) .

+  Wilght - Please note pounds vs, kilograms, If the
forrn Is belng used for WIG, the welght must havs
Deen {nken within the fast 30 days,

+  Holght - Please note inches va, cenlimetars, IF the
forn [s balng used for WIC, the helght must have
bean taken within the last 30 days.

+«  Head Clrcumference - Only enter if the ahild s less
thun 2 years,

Blood Prossure - Only enter if the ohlld Is 8 years
or older,

Immunization « A copy of an Immunization record may
be copled and attached, I you need a blank form on
wihiich 1o snter tha immunization dates, you can requsst a
supply of Personal Immunization Record {IMM-S) otrds
fram the New Jerssy Depariment of Haallh, Vaccine
Prevenlable Diseazes Program at 808-828-4560, The
rmm’unlzaﬂon record must ba attached for the form to be
valid,
*  *Date noxt Immunlzation is due” Is optional but halps
child zare providera to msaure that children In thelr
care ara up-to-date with Immurizations,

Msdloat Conditions » Flease list any ongolng medical
condliony that might impact the ohild's heallh and wall
belng In the ohfld care o achee! seting,

2. Note eny slgnifioant medical condifions or major
surgloal hslory, If the child hws a complex
wedleal ooncdition, & spactal care plan should be
completed and attached for any of the medion!
Issue Blocks that Yollow. A genaro vars plan
(CH-15) oan he downloaded a
www.lgovheallhfforms/ch-15.dot or pdf,  Hard
coples of the OH-15 can be reguested from the
Divislon of Famlly Health Services at 609-292-5885,

b, Medications ~ List any ongoing medicafions,

Include any medleations given at home f they might
Impact the ohild's health Whlle in ohild care (selzvre,
eardiac or 2sthma medications, elo), Short.term
madicatlons such as antiblolles do not need o be
listed on this form, Longeerm antibjotics such as
anlibloioa for urnary tract jifections or sliokle oell
prophylasls should ba fnejuded,

PRN Medicallons ars madications glven only as
nseded and should have guldelines as lo speciiic
factors that should trigger medication administration,

CHs1# {inslructions}
OCT47

4

&

Plsaso bo speolio abou! what overfhe-caunler
g,oro) medioations you recormend, and lnolude

formation for the parent snd child care provider as
lo_dosage, rowte, fragquency, and possibls slds
sffacls,  Many chitd oare providers may rquire
ssparale parniissions ¢liae for preserlption and OTC
medfcnifons,

¢ Limitsllons to physical aotivity » Flease be as
spzcific as possible end indlude dates of limliiation
asappropriate. Any [imltation to fleld tdps shauld be
noted, Note any apecial considerallens such ag
avolding sun exposurs or exgosurs 1o sllergens.
Potentlal severe reaclion fo Ingecl stings shauid be
noted, Speclal conslderations such as bagksonly
slowping for infants should be noled,

d.  Speclnl Equipment ~ Enter It lhe chlld wears
glacses, orhodontlc deviges, orthollss, ar other
spoolal equipment,  Chiidren wilh complex
equlpment nezds should have a care plan,

o. Allergles/Sensliivites »  Chilten  with  [ifs~
threatening allergles should havs a special care
plan. Severe allzrglc reacilony (o antmals or foods
{wheszing sio,) should be noted, Pedlaldo wsthma
zoliop plans can be oblalned from The Padiatds
Asthma Coalition of New Jorssy at www.pacn).org
or by phone at 508-8587.9340,

£ Speovlul Dists~ Any special diet and!orsup}:lemanis
that are madlcally Indioated should ba included,
Exclusiva breastieeding should be noted,

g.  Bahavicral/Mentsl Health Issues — Plezse nots
any siguificant behaviars) problems or menlal health
dlslg_’rla:osea such as aulism, brealt holding, or

h,  Emergency Plans - May requlre a spacial care plan
)f Inferventions are complex. e spsclfis about
algns and Symptoms lo walch for.  Use almple
{anguago and avold the use of complax medioal
orms,

Screening - Thiy seolion s required for school, WIO,

Head Start, chlld omre sellings, and some other

programs, This saction can provids valusble date for

publlc heath personne! o frack chiliren's heallh, Please
anter the date that the test was parfomed, Note If the
lestwaz abnormal or place an "N*If lbwas harmal,

¢ For lead screening sfate If the blood sampls was
capllary oF venous and ihe value of tha test
performed,

«  Far PPD enter milimetars of Induration, end the
date listed should be the date read, If a chest x-ray
was dona, record resulls,

»  Scoliosls soraenings are dens Blennfally In the
publlc schools beglnning at ags 40,

This form may ba used for clazrance for spords of
physical educallon, As such, plenss chuck ie box abava
the signaturs line and make any :g ropriate notallans In
the Limiialion {o Physical Aalivities block,

Floase 3ign snd date the form with the dats the form waa

completed (note ths date of lhe exam, If differant}

s Printthe health cars providers name,

+  Stump with health oare site's nams, address and
phons number,



APPENDIX

UNIVERSAL S e o
GRILD HEALTH RECORD New Jazsey Dapariment of Health
I < = e D R S T
Child's Namie fLaxl) kel Garidec Date ¢f 8lrlh
Clse [T Female { /
[DGEs GATIG Fave Fah INSUTANoe? i Y3, Name of GHIG's Faalth Insurenoe ORNIer
CYss  [INo

 ParervGundisn Name Hﬁmephu)nt Number Wnr;cmcphum?"_
{ “ .

ParenUGuardin Name Home Teephens NUmbar WTMapmr;ucnu Phons Number
{ ) - .

1giva my consent for my child's Healths Oare Provider and Ghlld Care Pro Vider/School Nurgs (o discuss the Infarmation on this form,
Signuiuteiute ThisTorm may ba ralessed O WIC,

Cives CNe

A e T S P

Resuls of phywlesl examinalion nosenal? ~ Dves — [Oo

— PR

Dale of Physleal Examationt

Abrormalites Noted; Wehl (myst ba feken
Withln 20 dwy's for WIC)
Helgh! (mUst bs taken
Wwithin 20 days for WiQ)
Haxd Ofrcumfecance
| (¥ <2 Yoars)
Blood Pressure
S . =3 Yeurs)
£ Inmuntzation Record Altashed
INMUNIZATIONS CT oate Next immunlzalion Dus:
| — ) MEDICAL CONDITIONS
Chranlc Medizal Gondilions/Related Suigeries L. Neaa Gommenls
» Lt mucdhos! sondiifons/ongoing surgics) ] sfacm Care Blin
ooneeny! _Alfachsd —
Meodloatlons/Teantmanis Ll None Qommenis
o Ustmedexlionsftrsatments: 0 Soctal Qare Plaa
Limitatfone to Physleal Acllvlly LY None Gommonls
+ ListImilallona/special conshieralions: & Spectl Caso Plan
Bpecial Equipment Needs LI Nons Commanis
s Llstliems necessary for dally salivilfes g ill‘l'.‘-’f!*‘.g“ Plan
Allerglss/Senslivitles Noae Commmis
« Lstalurgles: | iitélhuldm Plen
Spects) DIsWIlamin & Minetal Supplemanis Hons Gomments
« List dielary specifioations: i{;ﬂﬂllgm Flaa i
Bahaviarul lssues/Mental Health Dlagnoals 8 g"“‘ A Gxe Pl Comments
« List behavloralmantel Beallh Issussiooncems; A’l:!::th ol s Flan
Emargency Flans e Comments

» Lislsmargency plen Giat might be needed and | [ spachl Gace Blan
the sipn/symploms to waloh for: Altach
PREVENTIVE HEALTH SCREENINGS

Tyns Scraening Date Performed Record Valuw Typs Seradning Date Parformed_[  Nole It Abrormal
HobfHot Hearlng
Lexd: [ Capllary 3 Venous Vislon
Ta (mm of Induration) Santal
Olhar: Davelopmantal
Olher SeoliosTy

D 1 have wxamined the above student and reviewed hisiher heaith history, [t I my oplnion thal helehe Is madically ofwared to

parifipate fully in all child care/schiool aotlyliles, including physleat educition and competilva confect snorls, unfass nofed abova,
Name of Haalth Gate Providor (Print) Health Gars Provider Stemp!

' SignaturelOate .

CHsi¢ QOT4T Distibutiont OriglnakGhild Care Fravider  Copy-ParantGuatdian Copy-Heallh Care Provides



Bedminster Township School

Hoalth History
Child’s Pull Name:
(Last) (Blrst) (Middle) (WNickname)
Grade
(Date of Bisth) (Country of Bixth)

Plense complete the following health history. Give dates, ifpossible,
Has your child ever had the following? Ifyes, please explain:

1. Accident(s)
2. Allergio Reactions (Tnclude bee stings, food or medications, efo,)

Yes No 1fyes, explain

Hes your ohild ever needed medication or medical attention In the past for a.teaotion to & bes
sting orfood allergy? Yes No, If yos, please provide details:

3. Asthma Atftacks Ves No, Other Respiratory Infections; Yes No,
Explain

4. Bone or Joint Dissase or Injury: Yos_____No____Iyes, explain

5. Communioable Diseases (Speoify):
6, Convuision or Seizurss: Yas No Xf yes, explain

7. Diabstes: '
8. Dentel Problems: Yes No, Explain
9, Bar Infections: Yes No Bar Tubes: Yes No Date

Doss your child havs a hearing problem? Yes No
Does your child wear 2 hearing aide? Yes No
Dogs your child have a speech/language problem? Yes_ No

10, Freguent throat infections: Ves No
11, Frequent headaches: Yag No
12, Xidnsy or Urinary ‘Tract Problems: Ves No Explain if yes

13. Henrt Problems/Murmurs/Rheumatio Pever: Yes No Bxplain ___~

14. Doss your child have any vision problems; Yes - No
15, Does your child wear glasses? Yes (when) No

Sttt




Pg2

16, Doss your child have any neuromuscentar problems or limitations? Yes No_,
Explain if yes
17, Does your child have any developmantal defays or been diagnosed with any syndromes?
Yes No Explain if yog
18, Has your child ever been hospltalized? Yes No If yes, state whext and
reagon:
19, Whatmedicine, ifany, does your child take?

20, Doeg your child have any present physical imitations that may require prograrn
modifications or restrlotions?

21. Please add any other problsms or comments you would like to bring to the atientlon of the
school nurse: !

Note: No Medication ean be given st school withoui 2 compléted medijeation
administration forny signed by the paront and the preseribing physieian, All
medication must be in the original container with the pharmacy label infact,
Medications should be hand delivered to the school hurse by the parent or
gnavdian, Please see the school nuvse or the school website for modication

administration forms,

Parent’s Signature . Date

Mother's Full Name Eraployer:

Home Address Work Address

Home Phone Work Phone

Cell Phone

Father’s Full Name Brployer

Home Address Work Address

Horue Phone Work Phone .

Cel]l Phone
Home Situation;
Parents reside togsther Single parent home
Parents separated Father remarried
Parents divorced Mother remaried
Guardian cares for child Other

1f parents sre divoreed or soparated, who has Jegal (official) custody?

*¥Legal oustody papers should be supplied to the Main Office and stozed in child’s Permanent
Reoord Folder,



Pg. 3
Child’s Name:

Name and age of sibling(s):

Last school attended addrass:

Desoribe child’s last school experisnce:

Was child sbsent frequently? If so, explain

Personality and Bmotions!l Davel
Please check all that apply to your child:

Happy Moody Withdrawm
Bad Basily upset Overactive
Friendly Quiet
* Problems when separated fiom family? Yes No Bxplain: -

Loss of family membex? Yes No Explain:

Social Interactions

(Please cheok where appropriate)

Pears Adulis
Good - Ny Good
Falr Paix
Poot Poor

Traumatlc events? If 5o, please explain: Yes No oxplain

Please list any concerns, questions or problems that the school personnel should know sbout

Pleass sign below if you would like this page shared with your child’s teacher (if needed),

Parent’s Signature




BEDMINSTER TOWNSHIP SCHOOL DISTRICT
234 Somervilte Road
Bedminster, NJ 07921
Telephone (908) 234-0768 Fax (908) 234-2318
www.bedminsterschool.org

Preschoel Integrated Program - Full Day
Tuition Agreement

Tuition

The tuition fee for the Haif-Day Preschool Integrated Program for the 2025-2026 school year is
$7500.00 annually. Tuition is payable in monthly installments and there is no prorating. A
deposit of $750.00 is due upon execution of this agreement and holds a spot for your child in
the program. The deposit is non-refundable and will be applied to the June 2025 instaliment.
Tuition for September 2025 is due no later than September 1, 2025. Thereafter, each payment
of $750.00 is due on or before the first of each month from October through May. Failure to pay
the tuition fee in a timely manner will result in your child being disenrolled from the program.
Tuition is non-refundable.

If you withdraw your child from the program at any time during the year, you must send written
notice of your decision to the attention of the Supervisor of Student Services, Kelly Gutierrez
and the School Secretary, Karna Johnsen. By doing so your child’s spot will be given to the next
child on the waiting list.

Please note that transportation will not be provided by the school and continued enroliment is
contingent on compliance with all'school policies and procedures. The school reserves the right
to terminate attendance for non-compliance or any other reason it deems to warrant
disenrollment.

School Calendar

A copy of the 2025-2026 school year calendar can be obtained on our website at
www.bedminsterschool.crg

The school calendar takes into consideration the holidays that school is not in session. Your
monthly tuition payment is based upon the average number of school days per month and does
not change based on actual school days per month. Please note that there will still be preschool
on early dismissal or delayed opening days, however, they will be run on an abbreviated
schedule. Monthly payments are the same whether or not there is a school holiday, abbreviated
schedules, or weather-related closings that month, The District will only cancel school due to an
extreme weather condition or other emergency situations. You will be notified by the
SchoolMessenger system if school is canceled. You can also check the school website for
school cancellations. You can also register on the school website for email alerts as well as the
Friday Falder.



BEDMINSTER TOWNSHIP SCHOOL DISTRICT
234 Somerville Road
Bedminster, NJ 07921
Telephone (908} 234-0768 Fax (908) 234-2318
www.bedminsterschool.org

Student Absence

Costs remain the same throughout the school year, therefore tuition cannot be redacted if your
family takes a vacation or if you choose to keep your child home.

Please sign and return this agreement along with the deposit to:

Bedminster Township School

234 Somerville Road

Bedminster, NJ 07921

*Checks should be made payable to: Bedminster Board of Education

I have read and accepted the terms of this agreement.

Student's name;

Parent/Guardian name:

Parent/Guardian signature:

Date:
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