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Attached you will find the Bedminster School Registration Package. Please print package
SINGLE-SIDED and return via etail to kjohnsen@bedminsterschool.org,

s FAQs '
o Registration Form (2 pages) REQUIRED
s Release of Records. REQUIRED (Gt, 1 through 8)
o McKinney-Vento Questionnaire Form OPTIONAL
» Universal Child Health Recoid (2 pages) REQUIRED
« Health History (3 pages) REQUIRED
» Home Language Survey Fofm REQUIRED

In addition to the attached package, the following documents are needed. You will be
contacted to make an appointment to provide originals of these documents.

PARENT / GUARDIAN ID:
- Passport - Driver’s License. - Military ID

ORIGINAL PROOF OF BIRTH (One of the following options):

- Passport - Birth Certificate

ORIGINAL PROOF(S) OF RESIDENCY (One from each category):
Catégory A
o Real Estate Tax. Bill
o Mortgage
o Lease

Category B
o Utility Bill
o Bank Statement

U.S. BASED PHYSICAL STAMPED BY A U.S. PHYSICIAN

UPDATED IMMUNIZATIONS FROM U.S. PHYSICIAN




BEDMINSTER TOWNSHIP SCHOOL DISTRICT
' FAQ’S

Is Bedminster School a “one school district”?
Yes. We are a pre-K through 8 school district and a sending district to Bernards High School,
Bernardsville, NJ in the Somerset Hills School District,

What are the school’s hours?

School begins at 8:50 a.m. and ends at 3:20 p.m, No student should arrive prior to 8:40 a.m. unless
enrolled in an activity that requires them to be here prior to the start of school, or unless they are enrolled
in the before-care program. No student shall stay on premises after the close of school unless
participating in one of our after-school activities or enrolled in the after-care program.

Do you have a before care and after care program?

At this time, there is no before care. After care is running at the school and is provided by the Somerset
Hills YMCA. Please go on to the website and click on “information” and “child care to get more
information about the program.

Will my child receive busing?
All students that reside in the Township of Bedminster will receive courtesy busing.

How does busing work with the grade differentials within the school?

Bedminster School prides itself in the management of our age differences. Along those lines, we assign
seats on our buses, whereby the Kindergarteners are close to the front and the older children sit towards
the back. We do not have monitors that ride the bus with the students, but we do have monitors that take
attendance each day for our students in grades K through 4, as well as enforce the seat assignmenits.

Does my child have to ride the bus?

No. We have options for after-care and parent pick up. You may set up a permanent arrangement for the
year in writing with our reception desk, or occasionally change your child’s destination on a one-time
basis in writing by 2:00 p.m. Please refer to the arrival and dismissal procedures listed on our website
under “Information” and the “Parent Verification Related Documents™,

Does my child have to bring lunch every day?
No. We have a cafeteria with hot lunch and sandwiches that your child may utilize. You may either send
them with money or set up an account for your child that can be reloaded throughout the school year.

May we set up a tour of Bedminster School?

Tours during the year are not available. As a new student or Kindergartener registering during the
sumamet, you and your child will be able to see the facility at orientation in September just prior to the
start of the school year.



@ BEDMINSTER TOWNSHIP SCHOOL DISTRICT .@
= STUDENT REGISTRATION FORM (Please print & complete ALL secfions) o

Q.Eu:» Name: Date of Birfh: School Year / Grade:
First AGddle Last

n._ﬁ. State and Country of birth:

Tty Stale Comley
Student Birth Name {If different from current name):

Student Home Phione Number:
Student Physical Address, City, State and Zip Code:

Strosl Addoss City Shals/Zig Code
Student Mailing Address, City, State and Zip Code: : _
(¥ different from physical address) Addrexs Gily Slale /Zip Code
Ethnicity (if muili-racial, please cirala all that apply): Hrspanic Alrican American White Asian
Pacfic Islander / Nalive Hawaifan American Indian 7 Nalive Alaskan
Gender {please circle one): MALE FEMALE Student Birth Gender (if diiferent from current gender): MALE FEMALE
If coumtsy of birth is NOT the United States: Date of Entry info the United States:
. Dale of First Eniry into U.S. School:
Primary language spoken at home: Nativa Language:
Poes student have health insurance? (Please circle one}: NO YES If yes, list insurance provider:

Is mnﬂ..ﬁn.m umanmmnna._ns on Active !.__F_w Duty, in the National Guard orthe Reserve Component of the United States military services? NO YES

o.:.n_m znuw_n:n _um.dammuna_m? Mother Father Both
-m custody of this child timited by court order or legal agreement? NO YES

m IF YES ~ THE QRIGINAL LEGAL DOCUMENT DECLARING RESIDENTIAL CUSTODY MUST BE PROVIDED 70O THE SCHOOL UPON REGISTRATION
!Q.aﬁm.ﬁ. INFORMATION: NAME:
ba&.nmu. City, State and Zip Code:

m Streat Address City Sfale /Zip Code
Home Phone; Cell Phone: Work Phone:
E-mail address:
FATHER INFORMATION: NAME:
Address, City, State and Zip Code:

Strest Address Cly Slala /2l Code
Home Phone: Cell Phone: Work Phones,
Eimail address: .

M ~OVER)
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Contact¥1 NAME RELATIONSHIP:
PHONE: CELL: WORK:
Contact#2 NAME: RELATIONSHIP:
PHONE: CELL: WORK:
Confact#3 NAME: RELATIONSHIP:
PHONE: CELL: WORK:
Confact &4 NAME: ’ RELATIONSHIP:
PHONE : CELL: WORK:
SIBLING INFORMATION: 1) NAME: AGE:
2) NAME: AGE
3) NAME: AGE:
0 NAME: AGE:
[SEECTAY .i%
Has your child ever been in a Spacial Needs Program? NO YES Is your child currently in a Speclal Needs Program? NO  YES
Please circle all fypes of programs that apply: 504 1&RS IEP
Is yonor child receiving Speech Services?  NO YES
Has your child ever been In ar are they currently in a Limited English Proficiency/English as a Second Language (ESL) Program? NG YES

FLENSE BE SURE TO DR A DAE

PARENT / GUARDIJAN SIGNATURE:
DATE:

REVISED: 1/2021



. MCKINNEY-VENTO QUESTIONNAIRE FORM : S
" o {OPTIONAL & CONFIDENTIAL) u =
Fw Bedminstar Township School  FE

Student Narne: Date of Birth:
Bchool Name: Grade:

Your child may be eligible for additional educational services through the McKinney-Vento Homeless
Asslstance Act. Eligibility can be determined by completing this questionnalre. THE INFORMATION YOU
PROVIDE IS CONFIDENTIAL. If eligible, students are to he Immediately enrolled in accordance with the
McKinney-Vento Assistance Act.

1. Do you/your student live In any of these followIng sluations?
In emergency ortransitional shelter or srogram
00 sharingthe housing of other persons due to:
[ Loss of housing, economic hardship or a similar reason {Le. evicted)
[ Lengterm, cooperative living arrangement
[ Other (please specify):
[0 Inavehicle of any kind, park, public space, abandoned bullding, substandard housing,
bus or traln station or smilar setting
[0  inamotel, hotel, campground or simllar setting due to: (select ona)
[ Lack of alternative adequate accommodations _
[J Aconvenient living arrangement (i.e, waiting for apartmeant/home to be ready)
LI other (please speclfy):
None of the above ‘

2. What is your/your student’s living situation? Please check one box.
[ Living with your legal parent guardian
(] Living alone
[0  Living with an adult that Is not 2 legal parent or guardian

The undersigned certifies that the Informatlon provided Is aceurate:

PRINT NAME OF PERSON COMPLETING FORM;

" SIGNATURE:

DATE:

ADDRESS OF CURRENT RESIDENCE:

PHONE NUMBER OR MESSAGE NUMBER:




APPENDIX H

Endorsedbiy:  Amerioan Academy of Pedialrics, New Jersey Ohaplar
UNIVERSAL " NewJersay Academy of Famlly Ehyskolans
CHILD HEALTH RECORD NewJarsey Depariment of Health
Y < 7 O N A LI B G G e e D e v A o D ]
Child's Namo (Lavl) (Fkel) Gander Date of Blrth
Cinate [T Female I i
[ DCex Ghg Have Heallh INSUFANGE? 1FYes, Name of CHic's Health Insuranoe CEier
Cyss CINe _
ParentGuardien Name Heme Telephons Number Work Telephione/iisll Fhons Humber
{ ) - { ) -
ParenUBardlan Name Home Talephane NUmber Work TelephonelCal Prons NUmber
{ ) . { ) .
1give my oonsent for my child's Health Qure Provider and Ghild Oara Provider/School Nursa fo discuss the information or this form,
Signeture/Date This'form may ba relessed to WIC,
Clves CINe
Lo A i G AR s RO N
Date of Phyaleal Examinaton: Resuils of phywienl axaminelion normal? Llves _Oxo
Abnormalities Nated: Walght {m1ust be taken
within 30 deys for WIC)
Helght {mbist ba taken
Wwithin 30 days for WIGC)
Hexd Clretimferance
Yoars)
Blood Pressure
23 Yasrs)
7 Intmuntzation Record Attashed
IMMUNIZATIONS CJ oate Next Immunlzaiion Due
B MEDIGAL CONDITIONS
Chranlc Medical Conditions/Related Surgerles L Noas Commenls
+ Ut mudios! conditionsiongaing surglze) [ Special Garo £lan
CUNORINY: I Alfached
Medioallons/Traglments Hone Gomments
+ Ustmedicslionsfiraatmenis: g i"’m'.dc'“ Flan
Limitations lo Physlcal Actlvily None Commens
« Listlmilallons/special oonstderations: a iﬁ:fl".dc‘“’ Flan
Speclal Equipment Needs Hone Commants
« Llatftems necessary for dally sativities O iﬁﬂ'{f“‘ Flan
Allerglas/Senslivilles Noe Commenis
o Ustalergies: 0 i%.u?hidcm Plen
Commignls
Spaclal DieWilamln & Mineral Supplemenis Hoas
o List dietary specifications: i{ﬁlﬁ'f‘ Plan
Bahavioral lssues/iental Health Dlagnoals L] Nens Comments
« List behavioralmentel frealih fasunsfooncerns: o ﬁmﬁg”‘ Plsn
Emargency Plans L Neae Comments
« Usl emargency plan that might be needed and | [J Spsclal Gaca Plan
the signisymploms to walch for: Allached
PREVENTIVE HEALTH SCREENINGS
Typs Scrasning Dals Performud Record Value Typs Serasning Date Pasformad Note If Abnonmal
HebiHol Hearlng
Lexd: L Capllary T3 Venous Vision
TB (mra of Induration) Dantal
Olhar Devalopmental
Clher: SebliosTs
| 1 hava wxamined the above student and reviewed his/her health history, [t Is my oplalon thal he/sha Is medieally clvared to
rarifcipate fully In all chilld caralschool aotlviiles, including physica! education and conipetiiive contect sparls, uniase noled above,
Name of Haalih Gare Provider {Print) Heaith Gars Provkier Stamp;
SignalureiDite
CH-44 CQOT47 Distdbulion: OriginakChild Care Provider Copy-ParantGuatdian  CopysHealth Gare Provider



sent io the WIG office,

Instructions for Completing the Universal Chlld Health Record {GH-14)

Saction 1 -Parant

Pleass hava tha parent/guardian completa tha top section and
sign the consent for the child care providar/schod) nurse to
dlsctIJ;s any Information on this form with the heslth cers
provider,

The WIC box needs to be chacked only If this form Is belng

WIC is a supplemental nutsitlon

program {for Wornan, Infants and Children that providas
nutitlous foods, nutdtien counseling, health care referrals and
breast fzeding support to Income all?lhle famllies, For more

Information about WIC In yourarea cal

[ 1-800-328-3838,

Sectlon 2 - Health Care Provider

1

2,

3

Pleass enter the date of the physical sxam that Is helng

used lo complats the form, Note significant abnamalifles

espaclally if ihe ohild needs treatment for that abnomality

(09, weams for eczeme; esthma madications for

whaazlnq ate.)

+  Wilght - Please note pounds vs, kilograms, If the
forn is baing used for WIG, te welght must have
bean taken within the last 30 days.

+  Helght - Please note inches vs. centimotars, [Fthe
form Is baing used for WIC, the helght must have
bean taken within the last 30 days.

«  Haud Clreumference - Only enter if the ohild Is less
than 2 years.

»  Blood Prossure - Only enter if the chlld Is 3 years
or oldar,

Immunization - A copy of an immunization record may
be coplsd and attached, If you need a blank form on
which ta snter the Immunizatlon dates, you can request &
supply of Personal Immunizalion Record (IMM-8) cards
from the Now Jersey Depariment of Haalih, Vaccins
Preventable Dizeases Program at 809-828-48€0, The
Imurgunlzation record must be attached for the form to be
valld,
«  "Data naxt Immunizatien is due* Is optional but helps
ohlld care providars to mssure that chiléren fn thelr
¢are are up-ta-date with mmunizations,

Medloat Conditions - Flease list any ongolng medical
canditions that might Impact the child’s health and wall
being In the okild care or schoo! setiing,

a. Note eny significant medical conditions or major
strgleal history. If the child has a complex
medleal condition, & special care plan should be
completed and attached for any of the modioxl
Issue blocks that follow. A genario vare plan
{CH-15) oan ba downloaded at
www.nj.govheallhffopms/ch-15.dot or pdf, Hard
goples of the OH-15 can be raguested from (he
Divislon of Famlly Health Services at 609-292-56686,

b, Medicatlons - List any ongoing medicalions,
Include any madications given at homa If they might
Impact the ohild's health while In child care {selzyre,
cardlac or asthma medications, elc), Short-term
maedications such as aniblollcs de not need to be
listed on this form. Longtenn antibiotics such as
aniiblotios for urinary tract jufections or sickle oell
prophylaxls sheuld be includsd,

PRN Medicalions are madications glven only as
needed and should have guldelines as Yo specific
factors that should trigger medication administration,

GH~14 finsiruzlions)
QCT47

4.

Please bs spwoliiz aboul what overthe-caunter
(OTQ) medieations you recommend, and Includa
information for the perant and child care provider as
fo dosage, rowte, fraquency, end possibls side
sffecls, Many chiid oare providers may require
ssparate pernissions slips for prescription and OTC
medicalfons,

¢, Limitatlons to physical aotlvity - Please be as
specliic as possible and indude dates of limliation
as appropriate, Any fimilalion to fleld trips should be
noled, Notz any special conslderations such as
avolding sun exposurs or exposurs {o allergens.
Polential severs reaclion lo Inseol stings shatld be
noted. Speclal considerations such aa begkeonly
slpaping for Infants should be noled,

d. Spacinl Equipment ~ Enter If tha child wears
glacses, crihodontic deviges, orhotlos, or other
spaplal  equipment,  Ohlidren with complex
equipment needs shouid have a care plan,

e, Allergles/Sensitivities « Chlldren with  lifa-
threatening allergles should have a special care
plan. Savere allergle reactions lo animals or foods
{wheszing eto,) should be nated, Pedlalds asthma
#2ollop plans can be obtalned from The Pediatie
Asthma Coalition of New Jorsey at www.paon.org
or by phone at 808-857-9340,

€ Speolnl Dlsts ~ Any speclal dlet and/or suprlemenis
that are medically indicated should ba included,
Exclusive breastfseding should be noted,

g. Behavioral/Mental Health Issuss — Please note
any significant behaviora] problems or mental health
glsgi%osos such as aullsm, brealh holding, or

h,  Emergency Plans - May require a special care plan
If Interventions are complex. Be speclfio about
algns and symptoms fo watch for. ~ Use almple
{anguage and avold the use of complex medical
eIms.

Screening - This seollon [s required for schoel, WIQ,

Head Stert, chlld ocare seltings, and sorme other

programs, This seclion can provide valuable data for

publlo heath personnel to frack children's health, Please
anter the date that the test was pardoimed, Note If the
test waa abnormal or placs an "™N* i it was narmal,

¢ For lead screening state If the blood sample was
caplilary or venous and the value of the lest
performed,

«  Far PPD enter milimetats of induration, and lhe
dale listed should be the date read. If a chest x-ray
was dona, racord rasulls,

»  Scoliosis scresnings are dons Blennially In tha
public schools beginning at age 40,

This form may be used for clearance for sporis or
physical aducation, As such, pleass chuck the hox abava
ihe signaturs line and make any ag ropriate notatlons In
the Limlialion to Physical Aclivities block.

Please sign and date the form with the date tha form was

completed (note the date of 1he exam, If different)

+  Printthe health cars provider’s nams,

+  Stamp with health oare siie's neme, address and
phone number,



Bedminster Township Schoo)

Health History
Child’e Full Name:
{Last) (First) (Middls) (Nickname)
Grade
{Date of Birth) (Country of Bixth)

Please complete the following health history. Give dates, ifpossible,
Has your child ever had the following? If yes, please explain:

1. Accident(s)
2. Allergic Reactions (Include bee stings, food or medications, sto.)

Yes No 12 yes, explain

Has your child ever needed medication or medioal attention in the past for a reastion to a bee
sting or food allergy? Yes No If yes, please provide details:

3. Asthma Attack: Ves No Cther Respiratory Infections: Yes No
Explain

4, Bone or Joint Disease or Infury: Yes No, Xf yes, explain

3. Communioable Diseases (Speoify):
6. Convulsion or Seizures: Yes No Xf yes, explain

7. Diabetes:
8. Dental Problems: Yes No Bxplain
9, Bar Infections: Yes No Ear Tubes: Yes No Date

Does your child hava a hearing problem? Yes No
Does your child wear a hearing aide? Ves No
Doss your child have a speech/language problem? Yes No

10, Frequent throat infactions: Ves No
11. Frequent headaches: Yes No

12, Xidney or Urinaty Tract Problems: Yes No Explain if yes
13. Heart Problems/Murmurs/Rheumatic Fever: Yes No Explain
14, Doss your child have any vision problems; Yes No

15, Does your child wear glasses? Yes (when) No.
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16, Does your child have any neuromuseular problems or limitations? Yes No
Explain if yes
17, Does your child have any developmental delays or been diagnosed with any syndromes?
Yes No Explain if yeg
18, Has your child ever besn hospitalized? Yes No It yes, state when and
Yeason:
19, What medicine, if any, does your child takes?

20, Does your child have any present physical Hmitations that may raquire prograr
modifications or restrlotions?

21. Please add any other problems or comments you would like to bring to the attentlon of the
school nurse: :

Note: No Medication can be given at school without s compléted medication
administration form signed by the paront and the prescribing physician, All

medication must be in the original container with the pharmacy label infact,
Medications should be hand dolivered to the school nurse by the parent or
gnardian. Please see the school nurse or the school website for medication
administration forms,

Parent’s Signature . Date

Mother’s Full Name Employer

Home Address Work Address

Home Phone. ‘Work Phone

Cell Phone

Father’s Full Name Emplayer

Home Address Work Address

Homs Phone Work Phone

Cel! Phone
Home Situation;
Parents reside together Single parent home
Parents separated Father remaried
Parents divorced Mother remaried
Guardian carss for child Other

1f pavents ars divoxced or separated, who has legal (official) custody?

**Legal custody papers should be supplied to the Main Office and stored in child’s Permanent
Reocord Folder,
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Child’s Name:
Name and age of sibling(s):

Last school attended address:

Desoribe child’s last school experience; °

Was child absent frequently? I so, explain

Personality and Emotional Davel
Please check all that apply to your child:

Heppy Moody Withdrawn
Sad Basily upset Overactive
Friendly Quiet

Problems when separated from family? Yes No Explain:

Loss of family mamber? Yes No Explain:

Social Interactions

(Please check where appropriate)

ears Adults

Good - : Good
Falr Fair
Poor Poor

Traumatic events? If so, please explain: Yes No explain;

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

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




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

Preschool Integrated Program - Half Day
Tuition Agreement

Tuition

The tuition fee for the Half-Day Preschool Integrated Program for the 2023-2024 school year is
$4,250.00 annually. Tuition is payable in monthly installments and there is no prorating. A
deposit of $425.00 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 2024 installment.
Tuition for September 2023 is due no later than September 1, 2023. Thereafter, each payment
of $425.00 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 Director of Student Services, Lauren Zugale 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
disenroliment.

School Calendar

A copy of the 2023-2024 school year calendar can be obtained on our website at
www.bedminsterschool.org

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 schoot 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 Folder,



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.

L

Please sign and return this agreement along with the depaosit to:
Bedminster Township School

Attn: Lauren Zugale

234 Somerville Road

Bedminster, NJ 07921

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

| have read and accepted the terms of this agreement.

Student’'s name:

Parent/Guardian name:

Parent/Guardian signature:

Date:




