Plumsted Township School District

131 Evergreen Road
New Egypt, NI 08533
Telephone (609) 758-6800 Ext. 4206
Fax (609) 758-6808

www.newegypt.us

Dear Parents and Guardians,

Let me take this opportunity to welcome you to the Plumsted Township School District. We are
extremely proud of the accomplishments of students, teachers, and staff.

Our registration process is easy to follow, and will enable us to provide the best experience for
your child. To begin, please collect the following items, which are necessary to start the
registration procedure:

O Proof of Residency. A copy of your mortgage agreement, H.U.D. settlement
statement, affidavit of title, lease, deed, tax bill, or contract of sale (until closure of
home) with your name on it will be accepted.

0 Health and Immunization Records. Current records can be obtained from your
previous school or pediatrician. These must be current with dates and translated into
English. PIease note that the phys:cal examumtwn Sorms must be dated no more
than one year (365 days) prior to the ent:;y into New Egypt schools. All the forms
are enclosed in this registration packet.

[ Child’s Proof of Age. Birth certificate or passport in its griginal form or with seal;

no photocopies are accepted.

O Previous School Records. School records should include report cards, IEPs (if
applicable), and recent state test results.

To register your student:
1. Go to the district website (https:/www.newegypt.us/) and click on “Registration”
(top of the page) and download the necessary form.
2. Click on the link on the same web page to complete the Pre-Registration form. (or
type: hitps://genesis.newegypt. us/newegypt/openReg into your web browser)
3. Contact Mrs. Lynn Kukoda at (609) 758-6800 Ext. 5005 to make an appointment to
register your child,
Your child does not need to come with you for registration.

It is my hope that you will have a wonderful experience in our district.

Sincerely,

Mr. John Russo
Interim Superintendent



*Student Name: Date of Birth: Grade: Sex: Male/Female

PARENT/GUARDIAN INFORMATION:

Parent/Guardian #1 Name:

Parent/Guardian #2 Name:

EAMILY INFORMATION:

Check all people child lives with:

O Mother O Father O Guardian:
O Brothers (how many?) Ages: O Sisters (how many?) Ages:

Total number of people living in the household:

MEDICAL HISTORY:
Does your child have any health concerns the nurse needs to be made aware of? Yes No
If YES, please describe

Does your child have any allergic reaction (bad effect) from any of the following? {Check all that apply).
O Outdoor or indoor allergies (if yes, please list)

(1 Food allergies (if yes, please list)

O Medication or immunizations (if yes, please list)

O No, my child does not have any allergies that | am aware of.
Has your child been prescribed an Epi Pen? O Yes [ No
Has your child ever used an Epi Pen? O Yes [ONo

Does your child currently take medications? O Yes O No  if YES, list medication

Has your child ever been hospitalized or had surgery? O Yes O No  if YES please specify

Does or has your child received medical care for any of the following (check all that apply):

O Asthma O Heart Disease 1 Seizure O Concussion/Head Injury
[1 Diabetes O Orthopedic [ Mental Health 3 Other
MEDICAL PROVIDER INFORMATION
Primary Care Provider Name: Phone #
Dentist Name: Phone #
Child’s Health Insurance: Private Insurance/Employer sponsored NJ Family Care

Other ___ None

If you do not have a doctor or health insurance;

Would you like assistance finding a health care provider?

Would you like assistance obtaining health care insurance?

Check here if you want to discuss confidential information with the schoolnurse. o Yes o No

PARENT/GUARDIAN SIGNATURE DATE




Student's

PHYSICAL EXAMINATION REPORT GRADES K-12
(NOT for Sports Physicals- see last 2 pages of packet for info.)

Height

Yision

Weight

BirthDate

Hearing

Blood Pressure

. School

DISEASE HISTORY: (Please specify type and age at onset)

Type/ Age onset 7 Type/ Age onset 1 Type/ Age onset
A]!el'gics Operation or Inj urie; . . Aéihfna
Cong. Defects Convulsive Disordér Chickenpox
Drug Scns.iti\.fit.i.es= . Diabetcs Other lnesses
Heﬁatitis Heart Diseasc .I.l.heﬁmatip Fever
Neuromuscular Otis Media Strep Infections
Disorder
Monunucleosis
PHYSICAL EXAMINATION:

-
Ears (Otescopic)

Genetic-Urinary

Eyes Orthopedic:
Lympk.l Glands Structural
Thyr;)id Posture
Nose rpiEmE e e -
Throat Skin .
i Teeth-Mouth Nutt'iﬁon

Hernia

Heart Nervous System

Lungs Speech

Abdomen General Appearance
Other

I have examined this child and find hinvher physically fit to participate in school activities.

Examining Physlician's Signature

Date

Physician’s Stamp

***PLEASE ATTACH A COPY OF IMMUNIZATION RECORD, *#%*

Or use the form on the next page




Vaccine Administration Record

TUBERCULOSIS TESTING

A Mantoux TB skin test or interferon gamma release assay blood test for
tuberculosis must be given to any student who transfers in from another country
designated as high risk by the Department of Health. Contact your school nurse
to determine if tuberculosis testing is reqmred for your child.

PHYSICAL EXAMINATION

A. New Jersey Administrative Code 6A:16-2.2 requires an entrance physical
examination upon enrollment into school. Parents are to provide this examination
documentation,
1. If transferring from a New Jersey school, the sending school district shall ensure that
documentation of the entry examination is forwarded to the receiving school district as
per NJAC 6A:16-2.4 (d).
2. I transferring into a New Jersey school from out of state or out of country, the entry
physical exam documentation shall be submitted within 30 days of entry.
B. [t is also recommended that subsequent medical examinations of the student occur at least once
during each developmental stage, early childhood, pre-adolescence and adolescence.

Patient Name:
Birth date:

Chart number:

Vaccine
Type

Date of Disease 1st 2nd ard 4th - ' 5th ' Bth

Dose Dose Dose Dose Dose Dose

DTP/DTap

Tdap

1PV /OPV

MMR

HIB**

Hepatitis B

Varicella

Pneumococcal ™*

Meningococeal

Hepatitis A ***

_Influenza ™*

Mantoux / IGRA

Other

** Required l‘or preschoolers (2 months 5£h birthday any)

™ Not required

Examining Physiclan’s Signature

Date Physician’é Stamp








































