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Sag Harbor Public Schools - New Student Registration Form 
 

 Learning Center (Pre-K) 
 Elementary School (K-5) 
 Middle School (6-8) 

 
Entry Grade Level: ___________   (school fills in) 
 
Date of Initial Registration: _____/_____/_____

 High School (9-12) Student ID #: _______________  (school fills in)

   
           

PLEASE PRINT ALL INFORMATION  
Student’s Name  (First, Middle, Last) 

 

Gender   Male   Female 
 

Date of Birth  (MM/DD/YYYY)   /  /   

 
Birth Place (City, State, and Country) 

 

Proof of Birth for Student – Originals Only  Duly certified transcript of a Birth Certificate      Passport showing date of birth  

Please provide one (1) proof  Duly cert if ied transcript of a Record of Bapt ism 
  Other documentary evidence or other recorded evidence in existence two 
     years or more and satisfactory to the District as evidence of age.  

Language Spoken at Home                            Dominant Language 
     

Ethnicity                              Is the student Hispanic/Latino or of Spanish origin   Yes     No 
 

Please select one or more from the five racial groups:   White    Black or African American           Asian 

 Native Hawaiian/Pacific Islander        American Indian or Alaska Native 

       
Special Programs in previous school 

 
If yes, please check appropriate box(es) 

 504  Athletics  Special Education 
 AIS  ESL/Bilingual  Enrichment/Gifted & Talented 

 Other   _________________________________________________________ 

 
Previously attended Sag Harbor Schools?   Yes   No If yes, which grade level? _________________  

 
Date of entry into 9th Grade in a New York State school, if applicable  (MM/DD/YYYY)   ___  __/___  __/___   __ 

 
Date of entry in New York schools (MM/DD/YYYY)
  

  /  /   

Have you repeated a grade level in school?   Yes   No If yes, which grade level?    
 

Have you advanced a grade level in school?   Yes   No If yes, which grade level?    
 

The answer you give below will help the District determine what services you or your child may be able to receive under the McKinney-Vento Act. 
Students who are protected under the McKinney-Vento Act are entitled to immediate enrollment in school even if they don’t have the documents 
normally needed, such as proof of residency, school records, immunization records, or birth certificate. Students who are protected under the 
McKinney-Vento Act may also be entitled to free transportation and other services. 

 
Where is the student currently living? (Please check one box.) 
  In a shelter 
 With another family or other person because of loss of housing or as a result of economic hardship (sometimes referred to as “doubled-up”) 
  In a hotel/motel 
  In a car, park, bus, train, or campsite 
    Other temporary living situation (please describe)    
 In a permanent housing 

 
    ____________________________________________            _________________________________________       _____/_____/_____ 
    Print Name of Parent/Guardian      Signature of Parent/Guardian                                                                  Date 
     
                                                                                                       _________________________________________      _____/_____/_____ 

  Jeff Nichols, Superintendent of Schools                                                    Date 
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School Transferred From: Name of School 
 

Mailing Address 
 

Mailing City, State, Zip Code 
 
 

If the student is attending on a tuition basis: 
Tuition Paid by Sending School  Yes   No 

Tuition Paid by Parent/Guardian  Yes   No 
 
 
 

Home Phone of Student 
 
 

Street Address of Student  (No P. O. Box) 
 
 

City, State, Zip Code of Student 
 
 

Cross Street Name (for transportation purposes) 
 
 
 

Mailing Address of Student (if different) 
(Enter in P. O. Box, if applicable) 

 
 

Mailing City, State, Zip Code of Student 
 
 
 

Previous Home Address 
 
 

Previous Home Telephone Number 
 
 
 

Foreign Exchange Student  Yes   No 
 
To verify residency at time of registration, the following is a non-exhaustive list of acceptable documentation. 
 
FOR HOMEOWNERS:  
You MUST present the following documents:  Real Property Tax Bill  OR      Signed Deed 
        AND 
Two (2) of the following current documents in the Homeowner’s name:  

 Mortgage Statement  Utility Bill  Fuel Oil Bill   Cable/TV Bill   Property Insurance Certificate   
  Voter Registration    Recent W2 Form   

 
FOR RENTERS:  
You MUST present the following documents:  
 A valid and fully executed lease for the rental unit AND a canceled check or rent receipt signed by the landlord, including the landlord’s address, telephone 

number and property address AND a completed, signed and notarized “Affidavit of Renter/Tennant.”  OR     

 A completed, signed and notarized “Affidavit of Property Owner/Landlord” AND a completed, signed and notarized “Affidavit of Renter/Tennant.” 

        AND 

Two (2) of the following current documents in the Renter’s name:  
 Utility Bill  Fuel Oil Bill   Cable/TV Bill   Property Insurance Certificate                                           

  Voter Registration       Recent W2 Form 
      



Page 3 of 5 
 

Legal Father (First Name, Last Name) 
 

Home Telephone Cell Phone 
 

 

Day/Work Telephone    

Pager Number  
 
Marital Status - Please check one box.  Married  Divorced  Single  Separated  Widowed 

Place of Employment Occupation 
 

Email Address 
 
 
Legal Mother (First Name, Last Name) 

 
 

Home Telephone Cell Phone 
 

 

Day/Work Telephone    

Pager Number  

 
Marital Status - Please check one box. 

 

 Married 
 

 Divorced 
 

 Single 
 

 Separated 
 

 Widowed 

Place of Employment Occupation 
 

Email Address 
 
 
Guardian (First Name, Last Name) 

Please complete the custodial affidavit. 
 

Home Telephone Cell Phone 
 

 

Day/Work Telephone    

Pager Number  

 
Marital Status - Please check one box. 

 

 Married 
 

 Divorced 
 

 Single 
 

 Separated 
 

 Widowed 

Place of Employment Occupation 
 

Email Address  
 

Guardianship  (Relationship to Student) 
Proof of Guardianship - Please check one box. 

 
 
 
  Court Documents   Notarized Guardianship   Court Custody 

  Adoption Documents   Notarized Affidavit of Emancipation 
 
 

With whom does the student reside? 
 

 
Name of Stepfather/ Stepmother  (First Last Name) 

(if applicable) 
 

Send Reports to Other/Second Parent?   Yes   No 
 

Other/Second Parent’s First and Last Name 
 

Mailing Address 
 

Mailing City, State, Zip Code 



Page 4 of 5 
 

Name of all brothers and sisters living in the home: 
 

Name  (First, Last) Date of Birth Gender School’s Name Grade 
 

 Male   Female 

 
 Male   Female 

 

 
 Male   Female 

 
 Male   Female 

 
 
 

Do you have a computer at home?   Yes   No Do you have a computer at work?   Yes    No 
 

Do you have Internet access at home?   Yes   No Do you have Internet access at work?   Yes    No 

Work email address:     
 

 
 
 

* Completion of the Home Language Questionnaire is required by the New York State for Speech-Language 
Screening and English as a Second Language Services. 

 
 

WARNING 
 

 
1. Any person or persons, who provide willfully false information regarding residence, will be subject to criminal penalties. 

 
2. I am making this affidavit knowing that the Board of Education of the Sag Harbor Union Free School District will rely 

on it in determining whether I will be considered a resident whose child(ren) is(are) entitled to an education free of 
charge. 

 
3.   I  u n d e r s t a n d  a n d  a g r e e  t h a t  i f  a n y o f  t h e  s t a t em e n ts  m a d e  b y m e  a r e  w i l l f u l l y  f a l s e ,  t h a t  I  

m a y  b e  s u b j e c t  t o  c r im in a l  p r os ec u t i o n  a n d  c i v i l  l i a b i l i t y .  In addition, if it is determined that a 
registrant’s child resides outside of the District, the District may take legal action to collect tuition charges, such 
tuition charges may exceed $16,000 per year if the student is not legally entitled to receive a tuition free education 
from the District. 

 
4.   The District reserves the right to investigate any student’s residency by any legal means available. Including but not 

limited to public records, site visits and other lawful methods of investigation. 
 

5.   The school retains the right to temporarily delay completion of the student’s registration pending evaluation of the facts 
presented in this form or any other required form. 

 
6.   I also understand it is my responsibility to notify the school of any changes and/or circumstances affecting this 

application. 
 
 
 
 

Signature of Parent/Guardian Date 
 
 

Sworn to before me this   day of   , 20   
 

Notary Public    
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Emergency Contact Information 
 
 

Contact #1 
 

Contact Name (First, Last) Relationship 
 
 
 

Home Telephone Number Work Telephone Number 
 
 
 

Cell Number Pager Number 
 
 

Contact #2 
 

Contact Name (First, Last) Relationship 
 
 
 

Home Telephone Number Work Telephone Number 
 
 
 

Cell Number Pager Number 
 
 

Contact #3 
 

Contact Name (First, Last) Relationship 
 
 
 

Home Telephone Number Work Telephone Number 
 
 
 

Cell Number Pager Number 
 
 
 

Doctor’s Name 
 

Doctor’s  Name (First, Last) Telephone Number 
 
 

Dentist’s Name 
 

Dentist’s Name (First, Last) Telephone Number 









Vaccines
Prekindergarten

(Day Care, 
Head Start, 

Nursery 
or Pre-k)

Kindergarten and Grades
1, 2, 3, 4 and 5

Grades 
6, 7, 8, 9, 10

and 11

Grade
12

Diphtheria and Tetanus 
toxoid-containing vaccine                               
and Pertussis vaccine 
(DTaP/DTP/Tdap/Td)2

4 doses

5 doses 
or 4 doses 

if the 4th dose was received 
at 4 years or older or

3 doses 
if 7 years or older and the series 

was started at 1 year or older

3 doses

Tetanus and Diphtheria 
toxoid-containing vaccine                             
and Pertussis vaccine 
adolescent booster (Tdap)3 

Not applicable 1 dose

Polio vaccine (IPV/OPV)4

3 doses
4 doses 

or 3 doses 
if the 3rd dose was received at 4 years or older

Measles, Mumps and 
Rubella vaccine (MMR)5

1 dose 2 doses

Hepatitis B vaccine6 3 doses 3 doses 
or 2 doses of adult hepatitis B vaccine (Recombivax) for children who received 

the doses at least 4 months apart between the ages of 11 through 15 years

Varicella (Chickenpox) 
vaccine7

1 dose 2 doses

Meningococcal conjugate 
vaccine (MenACWY)8

Not applicable

Grades 
7, 8, 9, 10  

and 11:
1 dose

2 doses 
or 1 dose 

if the dose 
was received 
at 16 years or 

older

Haemophilus influenzae 
type b conjugate vaccine 
(Hib)9

1 to 4 doses Not applicable

Pneumococcal Conjugate 
vaccine (PCV)10

1 to 4 doses Not applicable

2020-21 School Year
New York State Immunization Requirements                                    

for School Entrance/Attendance1

NOTES:
Children in a prekindergarten setting should be age-appropriately immunized. The number of doses depends on the schedule 
recommended by the Advisory Committee on Immunization Practices (ACIP). Intervals between doses of vaccine should be in accordance 
with the ACIP-recommended immunization schedule for persons 0 through 18 years of age. Doses received before the minimum age or 
intervals are not valid and do not count toward the number of doses listed below. See footnotes for specific information for each vaccine. 
Children who are enrolling in grade-less classes should meet the immunization requirements of the grades for which they are age 
equivalent.

Dose requirements MUST be read with the footnotes of this schedule

Department
of Health
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1. Demonstrated serologic evidence of measles, mumps or rubella antibodies 
or laboratory confirmation of these diseases is acceptable proof of immunity 
to these diseases. Serologic tests for polio are acceptable proof of immunity 
only if the test was performed before September 1, 2019 and all three 
serotypes were positive. A positive blood test for hepatitis B surface antibody 
is acceptable proof of immunity to hepatitis B. Demonstrated serologic 
evidence of varicella antibodies, laboratory confirmation of varicella disease 
or diagnosis by a physician, physician assistant or nurse practitioner that a 
child has had varicella disease is acceptable proof of immunity to varicella.

2. Diphtheria and tetanus toxoids and acellular pertussis (DTaP) vaccine. 
(Minimum age: 6 weeks)

a. Children starting the series on time should receive a 5-dose series of 
DTaP vaccine at 2 months, 4 months, 6 months and at 15 through 18 
months and at 4 years or older. The fourth dose may be received as early 
as age 12 months, provided at least 6 months have elapsed since the 
third dose. However, the fourth dose of DTaP need not be repeated if it 
was administered at least 4 months after the third dose of DTaP. The final 
dose in the series must be received on or after the fourth birthday and at 
least 6 months after the previous dose.

b. If the fourth dose of DTaP was administered at 4 years or older, and at 
least 6 months after dose 3, the fifth (booster) dose of DTaP vaccine is 
not required.

c. For children born before 1/1/2005, only immunity to diphtheria is 
required and doses of DT and Td can meet this requirement.

d. Children 7 years and older who are not fully immunized with the childhood 
DTaP vaccine series should receive Tdap vaccine as the first dose in the 
catch-up series; if additional doses are needed, use Td or Tdap vaccine. 
If the first dose was received before their first birthday, then 4 doses are 
required, as long as the final dose was received at 4 years or older. If the 
first dose was received on or after the first birthday, then 3 doses are 
required, as long as the final dose was received at 4 years or older. 

3. Tetanus and diphtheria toxoids and acellular pertussis (Tdap) adolescent 
booster vaccine. (Minimum age for grade 6: 10 years; minimum age for 
grades 7 through 12: 7 years)

a. Students 11 years or older entering grades 6 through 12 are required to 
have one dose of Tdap.

b. In addition to the grade 6 through 12 requirement, Tdap may also be 
given as part of the catch-up series for students 7 years of age and 
older who are not fully immunized with the childhood DTaP series, as 
described above. In school year 2020-2021, only doses of Tdap given 
at age 10 years or older will satisfy the Tdap requirement for students 
in grade 6; however, doses of Tdap given at age 7 years or older will 
satisfy the requirement for students in grades 7 through 12.

c. Students who are 10 years old in grade 6 and who have not yet received 
a Tdap vaccine are in compliance until they turn 11 years old.

4. Inactivated polio vaccine (IPV) or oral polio vaccine (OPV). (Minimum age: 6 
weeks)

a. Children starting the series on time should receive a series of IPV at 2 
months, 4 months and at 6 through 18 months, and at 4 years or older. 
The final dose in the series must be received on or after the fourth 
birthday and at least 6 months after the previous dose.

b. For students who received their fourth dose before age 4 and prior to 
August 7, 2010, 4 doses separated by at least 4 weeks is sufficient.

c. If the third dose of polio vaccine was received at 4 years or older and at 
least 6 months after the previous dose, the fourth dose of polio vaccine 
is not required.

d.  Only trivalent OPV (tOPV) counts toward NYS school polio vaccine 
requirements. Doses of OPV given before April 1, 2016 should be 
counted unless specifically noted as monovalent, bivalent or as given 
during a poliovirus immunization campaign. Doses of OPV given on or 
after April 1, 2016 should not be counted.

5. Measles, mumps, and rubella (MMR) vaccine. (Minimum age: 12 months)

a.  The first dose of MMR vaccine must have been received on or after the 
first birthday. The second dose must have been received at least 28 
days (4 weeks) after the first dose to be considered valid.

b.  Measles: One dose is required for prekindergarten. Two doses are 
required for grades kindergarten through 12.

New York State Department of Health/Bureau of Immunization
health.ny.gov/immunization 5/20

c.  Mumps: One dose is required for prekindergarten. Two doses are 
required for grades kindergarten through 12.

d.  Rubella: At least one dose is required for all grades (prekindergarten 
through 12).

6. Hepatitis B vaccine

a. Dose 1 may be given at birth or anytime thereafter. Dose 2 must be 
given at least 4 weeks (28 days) after dose 1. Dose 3 must be at least 8 
weeks after dose 2 AND at least 16 weeks after dose 1 AND no earlier 
than age 24 weeks (when 4 doses are given, substitute “dose 4” for 
“dose 3” in these calculations).

b. Two doses of adult hepatitis B vaccine (Recombivax) received at least 4 
months apart at age 11 through 15 years will meet the requirement.

7.   Varicella (chickenpox) vaccine. (Minimum age: 12 months)

a. The first dose of varicella vaccine must have been received on or after 
the first birthday. The second dose must have been received at least 28 
days (4 weeks) after the first dose to be considered valid. 

b. For children younger than 13 years, the recommended minimum interval 
between doses is 3 months (if the second dose was administered 
at least 4 weeks after the first dose, it can be accepted as valid); for 
persons 13 years and older, the minimum interval between doses is 4 
weeks.

8. Meningococcal conjugate ACWY vaccine (MenACWY). (Minimum age for 
grade 7: 10 years; minimum age for grades 8 through 12: 6 weeks).

a. One dose of meningococcal conjugate vaccine (Menactra or Menveo) is 
required for students entering grades 7, 8, 9, 10 and 11. 

b. For students in grade 12, if the first dose of meningococcal conjugate 
vaccine was received at 16 years or older, the second (booster) dose is 
not required.

c.  The second dose must have been received at 16 years or older.  The 
minimum interval between doses is 8 weeks.

9. Haemophilus influenzae type b (Hib) conjugate vaccine. (Minimum age: 6 
weeks)

a. Children starting the series on time should receive Hib vaccine at 2 
months, 4 months, 6 months and at 12 through 15 months.  Children 
older than 15 months must get caught up according to the ACIP catch-up 
schedule. The final dose must be received on or after 12 months. 

b. If 2 doses of vaccine were received before age 12 months, only 3 doses 
are required with dose 3 at 12 through 15 months and at least 8 weeks 
after dose 2.

c. If dose 1 was received at age 12 through 14 months, only 2 doses are 
required with dose 2 at least 8 weeks after dose 1.

d. If dose 1 was received at 15 months or older, only 1 dose is required.

e. Hib vaccine is not required for children 5 years or older.

10. Pneumococcal conjugate vaccine (PCV). (Minimum age: 6 weeks)

a. Children starting the series on time should receive PCV vaccine at 2 
months, 4 months, 6 months and at 12 through 15 months. Children older 
than 15 months must get caught up according to the ACIP catch-up 
schedule. The final dose must be received on or after 12 months.

b. Unvaccinated children ages 7 through 11 months are required to receive 
2 doses, at least 4 weeks apart, followed by a third dose at 12 through 
15 months.

c. Unvaccinated children ages 12 through 23 months are required to 
receive 2 doses of vaccine at least 8 weeks apart.

d. If one dose of vaccine was received at 24 months or older, no further 
doses are required.

e. PCV is not required for children 5 years or older.

f.  For further information, refer to the PCV chart 
available in the School Survey Instruction Booklet at:                                                                
www.health.ny.gov/prevention/immunization/schools

For further information, contact:

New York State Department of Health
Bureau of Immunization

Room 649, Corning Tower ESP
Albany, NY 12237

(518) 473-4437
 

New York City Department of Health and Mental Hygiene
Program Support Unit, Bureau of Immunization,

42-09 28th Street, 5th floor
Long Island City, NY 11101

(347) 396-2433
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REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM 
TO BE COMPLETED IN ENTIRETY BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR 

Note: NYSED requires a physical exam for new entrants and students in Grades Pre-K or K, 1, 3, 5, 7, 9 & 11; annually for 
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or 

Committee on Pre-School Special education (CPSE). 
STUDENT INFORMATION 

Name Sex:   � M   � F DOB: 

School: Grade: Exam Date: 

HEALTH HISTORY 

Allergies    ☐ No 

☐ Yes, indicate type 
☐ Medication/Treatment Order Attached ☐ Anaphylaxis Care Plan Attached 
☐ Food      ☐ Insects         ☐ Latex  ☐ Medication  ☐  Environmental 

Asthma       ☐ No 

☐ Yes, indicate type 

☐ Medication/Treatment Order Attached ☐ Asthma Care Plan Attached 
☐  Intermittent  ☐  Persistent          ☐  Other : ___________________________ 

Seizures      ☐ No ☐ Medication/Treatment Order Attached ☐  Seizure Care Plan Attached 
☐ Yes, indicate type ☐ Type: __________________________ Date of last seizure: ______________

Diabetes    ☐ No ☐ Medication/Treatment Order Attached ☐ Diabetes Medical Mgmt. Plan Attached 
☐ Yes, indicate type ☐Type 1  ☐ Type       ☐ bA1c results: ____________  Date Drawn: _____________
Risk Factors for Diabetes or Pre-Diabetes:    

 Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors: Family Hx T2DM, Ethnicity, Sx Insulin Resistance, 
Gestational Hx of Mother; and/or pre-diabetes. 

Hyperlipidemia:    ☐ No     ☐ Yes Hypertension:    ☐ No     ☐ Yes 

PHYSICAL EXAMINATION/ASSESSMENT 

Height: Weight:   BP:    Pulse:  Respirations: 

TESTS Positive Negative Date Other Pertinent Medical Concerns 
PPD/ PRN ☐ ☐ One  Functioning:      ☐ Eye      ☐ Kidney      ☐ Testicle 
Sickle Cell Screen/PRN ☐ ☐ ☐ Concussion – Last Occurrence: __________________________ 
Lead Level Required  Grades Pre- K & K  Date ☐ Mental Health: ________________________________ 

☐  Other:   ☐ Test Done       ☐ Lead Elevated  > 10  µg/dL  
☐ System Review and Exam Entirely Normal 

Check Any Assessment Boxes Outside Normal Limits And Note Below Under Abnormalities 

☐ HEENT ☐ Lymph nodes ☐ Abdomen ☐ Extremities ☐ Speech 
☐ Dental ☐ Cardiovascular ☐ Back/Spine ☐ Skin ☐ Social Emotional 
☐ Neck ☐ Lungs ☐ Genitourinary ☐ Neurological ☐ Musculoskeletal 
☐ Assessment/Abnormalities Noted/Recommendations:  Diagnoses/Problems (list)  ICD-10 Code 

_________________________  _____________ 

_________________________  _____________ 

_________________________  _____________ 

☐ Additional Information Attached _________________________  _____________ 
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Name: DOB: 

SCREENINGS 
Vision Right Left Referral Notes 
Distance Acuity 20/ 20/ ☐ Yes   ☐ No 
Distance Acuity With Lenses 20/  20/ 
Vision – Near Vision 20/ 20/ 
Vision – Color      ☐ Pass  ☐  Fail 
Hearing Right dB Left  dB Referral 
Pure Tone Screening ☐ Yes   ☐ No 
Scoliosis   Required for boys grade 9 Negative Positive Referral 

 And girls grades 5 & 7 ☐ ☐ ☐ Yes   ☐ No 
Deviation Degree: Trunk Rotation Angle: 
Recommendations: 

RECOMMENDATIONS FOR PARTICIPATION IN PHYSICAL EDUCATION/SPORTS/PLAYGROUND/WORK 
☐ Full Activity without restrictions including Physical Education and Athletics. 
☐ Restrictions/Adaptations Use the Interscholastic Sports Categories (below) for Restrictions or modifications 
☐ No Contact Sports Includes: baseball, basketball, competitive cheerleading, field hockey, football, ice 

hockey, lacrosse, soccer, softball, volleyball, and wrestling 
☐ No Non-Contact Sports Includes: archery, badminton, bowling, cross-country, fencing, golf, gymnastics, rifle, 

Skiing, swimming and diving, tennis, and track & field 
☐ Other Restrictions: 

☐  Developmental Stage for Athletic Placement Process ONLY 
Grades 7 & 8  to play at high school level  OR  Grades 9-12 to play middle school level sports   
Student is at  Tanner Stage:  ☐ I   ☐ II   ☐ III   ☐ IV  ☐ V  

☐  Accommodations: Use additional space below to explain 
☐ Brace*/Orthotic ☐ Colostomy Appliance* ☐ Hearing Aids 
☐ Insulin Pump/Insulin Sensor* ☐ Medical/Prosthetic Device* ☐ Pacemaker/Defibrillator* 
☐ Protective Equipment ☐ Sport Safety Goggles ☐ Other:  

*Check with athletic governing body if prior approval/form completion required for use of device at athletic competitions.

Explain: _____________________________________________________________________________
MEDICATIONS 

☐ Order Form for Medication(s) Needed at School attached 
 List medications taken at home: 

IMMUNIZATIONS 
☐ Record Attached   ☐ Reported in NYSIIS                Received Today:    ☐ Yes    ☐ No 

HEALTH CARE PROVIDER 
Medical Provider Signature: Date: 
Provider Name: (please print) Stamp: 
Provider Address: 
Phone: 
Fax: 

Please Return This Form To Your Child’s School When Entirely Completed.  
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