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OFFICE  OF EARLY CHILDHOOD EDUCATION 

UNIVERSAL PRE-KINDERGARTEN

ATS Registration Cover Sheet 
School Year _______________

SITE INFORMATION

           

STUDENT INFORMATION

PARENT

PARENT / GUARDIAN INFORMATION 
    APT NO.  

___________________________________________   

OTHER PERTINENT INFORMATION 

MIDDLE NAME 

FIRST NAME 

LAST NAME 

SUFFIX (Jr. III) 

PARENT / GUARDIAN NAME STREET ADDRESS APT NO.: 

CITY STATE ZIPHOME PHONE NO.: WORK PHONE NO.: 

BOROUGH DISTRICT SITE NAME DOE UNIQUE SITE ID SITE PHONE NO. 

OFFICIAL CLASS CODE                     

DATE OF BIRTH 

PLACE OF BIRTH 
CITY   STATE 

IF FOREIGN COUNTRY 

PROOF OF BIRTH 
BIRTH CERTIFICATE NO. 

PASSPORT NO. 

GENDER
                    MALE              FEMALE 

PROOF OF ADDRESS

PARENT AFFIDAVIT OF 

RESIDENCY

LEASE AGREEMENT 

AFFIDAVIT OF RESIDENCE 

 LETTER  FROM LANDLORD 

LETTER FROM A GOVT 

AGENCY CONFIRMING 

ADDRESS

ETHNIC CODE

HOME LANGUAGE CODE 

EMERGENCY CONTACT PHONE NO. 

STUDENT ID 

HEALTH INSURANCE 
PRIVATE                  MEDICAID 

CHILD-HEALTH PLUS       NONE 

HOUSING
PERMANENT TEMPORARY 

 DOUBLED  SHELTER 

HEALTH  ALERT 
YES

 NO 

FOR OFFICIAL USE ONLY

ENTERED BY: 

DATE:

UPK SESSION 
A.M.  P.M.         FULL DAY 

ADMIT DATE IMMUNIZATION RECORDS 
 YES  

 NO 

OTHER DOC 

EMERGENCY CONTACT NAME 

APPROVED BY CBO DIRECTOR DATE

 UTILITY BILLS

YES

NO

PRIVATE MEDICAID (D) Double Up (A) Awaiting Foster Care 
Placement

CHILD HEALTH PLUS NONE (S) Shelter (H) Hotel/Motel
(T) Other Temporary 
Living Situation

(P) Permanent 
Housing

YES

NO

A.M. P.M. FULL DAY

Prepared By CBO or designee Date

EMERGENCY CONTACT NAME

(optional)

(D) Doubled-Up

MALE FEMALE
Other documentation (if any)

N.Y.

IEP

YES

NO

CBO ATS Registration Cover Sheet



 
DIRECTIONS: 
Please type or print clearly in blue or black ink only.  Complete, sign and return this application to the CBO of your choice and 
make a copy of the application(s) and retain for your records.  To register you must bring your child and the following required 
documentation to the program for registration: proof of birth (birth certificate or passport), verifiable proof of residence (two 
documents), and immunization records.  For more information regarding registration documents, please visit 
http://schools.nyc.gov/Academics/EarlyChildhood/ParentResources.   
 
For a list of CBOs please review the Pre-Kindergarten Directory available at your local school or CBO.  You may also visit the 
NYC Department of Education website at http://schools.nyc.gov/choicesenrollment/prek. If you have questions regarding UPK, 
please visit http://schools.nyc.gov/Academics/EarlyChildhood/ParentResources.  
 
Please note that a separate application must be submitted to each CBO to which you apply.  Duplicate a blank 
application if you intend to apply to more than one CBO.   Please note that only Parent/Guardians who are New York City 
residents may submit an application.   
 
NAME OF CBO YOU ARE APPLYING TO: _____________________________________________________ 

 
Section A: STUDENT INFORMATION – Please print clearly in ink  
STUDENT LAST NAME  STUDENT FIRST NAME  DATE OF BIRTH (mm/ddyyyy)         GENDER (optional) 

                                                             

           /          / 2006        M     F 

STUDENT CURRENT ADDRESS (House #, Street, Apt.  #, City, State and Zip Code)   

 
Section B: OPTIONAL INFORMATION – Please print clearly in ink  
HEALTH INSURANCE 
Does the student have health insurance? 

 Yes   If yes, what type of coverage is it?    Private Health Insurance   Medicaid   Child Health Plus B 
 No   If no, would you like to be contacted about getting coverage?   Yes   No 

HOME LANGUAGE 
In which language(s) would you like to receive written and/or oral communication regarding the Pre-Kindergarten Admissions  
Process?  Please check all that apply:   English    Arabic    Bengali    Chinese    Haitian Creole    Korean    Russian   
                                                               Spanish   Urdu       Other, please specify: _____________________ 
 

Section C: PARENT INFORMATION – Please print clearly in blue or black ink   

I understand that daily attendance and promptness are required. I must arrange for a responsible adult to bring my child to school  
and pick him/her up daily.  I understand that no transportation is provided.  

PARENT/GUARDIAN LAST NAME  PARENT/GUARDIAN FIRST NAME  RELATIONSHIP TO STUDENT  

DAYTIME TELEPHONE NUMBER  EVENING TELEPHONE NUMBER  PARENT/GUARDIAN EMAIL ADDRESS  

 
            
Parent/Guardian Signature        Date 

 

APPLICATION FOR COMMUNITY BASED ORGANIZATION (CBO) 
UNIVERSAL PRE-KINDERGARTEN (UPK) 

FOR THE 2010–11 SCHOOL YEAR 



TYPE OF EXAM:          NAE Current           NAE Prior Year(s)

Comments

REVIEWER:

Date 
Reviewed:

DOHMH
ONLY

PROVIDER  
I.D.

__ __ / ___ ___ / ___ ___

I.D. NUMBER

Health Care Provider Signature Date
__ __ / ___ ___ / ___ ___

Health Care Provider Name and Degree (print) Provider License No. and State

Facility Name National Provider Identifier (NPI)

Address City State Zip

Telephone 
( __ __ __ ) ___ ___ ___ – ___ ___ ___ ___

Fax 
( __ __ __ ) ___ ___ ___ – ___ ___ ___ ___

Hep B __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

Rotavirus __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

DTP/DTaP/DT __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

__ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

Hib __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

PCV __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

Polio __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

RECOMMENDATIONS � Full physical activity     � Full diet

� Restrictions (specify) ___________________________________________________________________________

Follow-up Needed � No � Yes, for _________________________  Appt. date: __ __ / ___ ___ / ___ ___

Referral(s): � None      � Early Intervention      � Special Education      � Dental      � Vision

� Other ________________________________________________________________________

ASSESSMENT � Well Child (V20.2)      � Diagnoses/Problems (list) ICD-9 Code

_____________________________________________________________ __ __ __ __ __

_____________________________________________________________ __ __ __ __ __

_____________________________________________________________ __ __ __ __ __

Health insurance � Yes
(including Medicaid)? � No

Does the child/adolescent have a past or present medical history of the following?
� Asthma (check severity and attach MAF/Asthma Action Plan): � Intermittent � Mild Persistent � Moderate Persistent � Severe Persistent

If persistent, check all current medication(s): � Inhaled corticosteriod � Other controller � Quick relief med � Oral steroid � None

� Attention Deficit Hyperactivity Disorder � Orthopedic injury/disability
� Chronic or recurrent otitis media � Seizure disorder
� Congenital or acquired heart disorder � Speech, hearing, or visual impairment
� Developmental/learning problem � Tuberculosis (latent infection or disease)

� Diabetes (attach MAF) � Other (specify) ___________________

Explain all checked items above or on addendum

Birth history (age 0-6 yrs)

� Uncomplicated � Premature: ________ weeks gestation

� Complicated by _______________________________

Allergies � None � Epi pen prescribed

� Drugs (list) 

� Foods (list) 

� Other (list) 

STUDENT ID NUMBER
OSIS

CHILD & ADOLESCENT HEALTH EXAMINATION FORM
NYC DEPARTMENT OF HEALTH & MENTAL HYGIENE    —    DEPARTMENT OF EDUCATION

Please 
Print Clearly 

Press Hard

Child’s Last Name First Name Middle Name

Child’s Address

City/Borough State Zip Code

� Parent/Guardian Last Name First Name
� Foster Parent

School/Center/Camp Name

Sex � Female 
� Male 

Hispanic/Latino?
� Yes   � No

Race (Check ALL that apply)      � American Indian   � Asian   � Black   � White
� Native Hawaiian/Pacific Islander � Other ____________________________

PHYSICAL EXAMINATION

Height   ____________________ cm ( ___ ___ %ile)

Weight   ____________________ kg ( ___ ___ %ile)

BMI       ____________________ kg/m2 ( ___ ___ %ile)

Head Circumference (age ≤2 yrs) ______________ cm ( ___ ___ %ile)

Blood Pressure (age ≥3 yrs)  _________  /  __________ 

DEVELOPMENTAL (age 0-6 yrs) � Within normal limits

If delay suspected, specify below

� Cognitive (e.g., play skills) ____________________________

� Communication/Language _________________________

� Social/Emotional __________________________________

� Adaptive/Self-Help ________________________________

� Motor ___________________________________________

SCREENING TESTS Date Done Results

Blood Lead Level (BLL)
__ __ / ___ ___ / ___ ___ _________ µg/dL

(required at age 1 yr and 2 yrs
and for those at risk) __ __ / ___ ___ / ___ ___ _________ µg/dL

Lead Risk Assessment � At risk (do BLL)
(annually, age 6 mo-6 yrs)

__ __ / ___ ___ / ___ ___ � Not at risk 

Hearing 
� Pure tone audiometry � Normal
� OAE __ __ / ___ ___ / ___ ___ � Abnormal

—— Head Start Only ——

Hemoglobin or __________ g/dL
Hematocrit (age 9–12 mo)

__ __ / ___ ___ / ___ ___ __________ %

Date Done Results

Tuberculosis Only required for students entering intermediate/middle/junior or high school
who have not previously attended any NYC public or private school 

PPD/Mantoux placed __ __ / ___ ___ / ___ ___ Induration ______mm

PPD/Mantoux read __ __ / ___ ___ / ___ ___ � Neg           � Pos

Interferon Test __ __ / ___ ___ / ___ ___ � Neg           � Pos

Chest x-ray � Nl � Not
(if PPD or Interferon positive)

__ __ / ___ ___ / ___ ___
� Abnl Indicated

Vision

__ __ / ___ ___ / ___ ___

Acuity Right ___ / ___
(required for new school entrants Left ___ / ___
and children age 4–7 yrs) � with glasses Strabismus � No  � Yes

General Appearance:

Nl Abnl Nl Abnl Nl Abnl Nl Abnl Nl Abnl

� � HEENT � � Lymph nodes � � Abdomen � � Skin � � Psychosocial Development
� � Dental � � Lungs � � Genitourinary � � Neurological � � Language
� � Neck � � Cardiovascular � � Extremities � � Back/spine � � Behavioral

Date of Birth (Month/Day/Year )
__ __ / ___ ___ / ___ ___ ___ ___

Phone Numbers

Home _____________________

Cell  ______________________

Work ______________________

TO BE COMPLETED BY PARENT OR GUARDIAN

TO BE COMPLETED BY HEALTH CARE PROVIDER     If “yes” to any item, please explain (attach addendum, if needed)

CH-205 (5/08) Copies: White School/Child Care/Early Intervention/Camp, Canary Health Care Provider, Pink Parent/Guardian

Medications (attach MAF if in-school medication needed)

� None        � Yes (list below) 

Dietary Restrictions
� None        � Yes (list below) 

Influenza __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

MMR __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

Varicella __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

Td __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

Tdap __ __ / ___ ___ / ___ ___ Hep A __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

Meningococcal __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

HPV __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___ __ __ / ___ ___ / ___ ___

Other, specify: ____________ __ __ / ___ ___ / ___ ___ ; _______________ __ __ / ___ ___ / ___ ___

IMMUNIZATIONS – DATES CIR Number 
of Child

Describe abnormalities:

District __ __
Number __ __ __



 
Residency Questionnaire 

 
 
 
Parent/Guardian/Student: 
 
This form is intended to address the McKinney-Vento Act 42 U.S.C. 11435, and must be completed for each 
student.  The information you provide is confidential.  Your child will not be discriminated against based 
upon the information provided. 
 
Please complete the following questions regarding the student’s housing in order to help determine services 
the student may be eligible to receive. 
 
Note to schools/Temporary Housing Liaisons: Please assist students and families in filling out this form.  Do not 
simply include this form in the registration packet, because if the student qualifies as residing in temporary housing, the 
student is not required to submit proof of residency and other required documents that may be part of the 
registration packet. 
 

Student Name 
Last                                                            First                                                           Middle      

OSIS # Date of Birth 
MM/DD/YY Gender School 

    

 
Please identify the student’s current living arrangements.  Please check one box: 
 

 
 
_____________________________  _____________________________  _______________ 
     Parent/Guardian Name (print)           Parent/Guardian Signature  Date 
 
Please return this form to your child’s school as requested.  
 
Note: The answer you give above will help determine what services you or your child may be eligible to receive under 
the McKinney-Vento Act.  Students who are protected under the 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.  The Students in Temporary Housing (STH) Liaison(s) is required to assist the student in obtaining any 
necessary documents, including immunization or school records after the student has been enrolled. Students who are 
protected under the McKinney-Vento Act may also be entitled to free transportation and other immunization services. 
Please refer to Chancellor’s Regulation A-780. 
 

 
This form is accompanied by a one-page attachment titled, “McKinney-Vento Homeless Assistance Act – 

Students in Temporary Housing Guide for Parents.” 
 

Revised 8/11/08 

Check 
(√) Residency Questionnaire Choice 

 
ATS 
Code  

 With another family or other person because of loss of housing or as a result of economic 
hardship D 

 Emergency or transitional shelter S 

 Hotel or motel (that is NOT an emergency or transitional shelter and involves payment) H 

 With an adult who is not a parent or guardian, or alone without an adult  U 

 Trailer park, campground, car, park, public places, abandoned building, street, or any other 
inadequate living space T 

 Permanent housing  P 

School Use 
Only



FORM

PSETHE NEW YORK CITY DEPARTMENT OF EDUCATION
PARENT/GUARDIAN STUDENT ETHNIC IDENTIFICATION

- All students between 5 and 21 years of age have the right to a free public education.

- Children may not be refused admission to a public school because of race, color, creed, national origin,
   gender, gender identity, pregnancy, immigration/citizenship status, disability,sexual orientation,
   religion, or ethnicity.1
.

English Only

HEADER INFORMATION

Borough District School
Name of
High School/
Mini School/Annex

Grade  Code Class  Code

(HIGH SCHOOL ONLY 4-DIGIT)

NYC Student Identification Number

Student Name: Last, First, Middle Initial

           Date of Birth (Month/Day/Year

DIRECTIONS TO PARENT/GUARDIAN

PLEASE REVIEW THE RACIAL/ETHNIC DEFINITIONS BELOW BEFORE YOU RESPOND.

Check ( √ ) the one that best describes your child.

Check ( √ ) only ONE category.

AMERICAN INDIAN OR ALASKAN NATIVE:  A person having origins in any of the original peoples of North America and who maintains
cultural identification through tribal affiliation or community recognition.  E.g. Cherokee, Mohawk, Inuit. (ATS - Code 1)

ASIAN OR PACIFIC ISLANDER:  A person having origins in any of the original peoples of the Far East, Southeast Asia, the Pacific  Islands, or
the Indian subcontinent.  This area includes, e.g. China, India, Pakistan, Bangladesh, Sri Lanka, Japan, Korea, the Philipine Islands, and Samoa.
(ATS - Code 2)

HISPANIC:  A person of Mexican, Puerto Rican, Cuban, Central or South American, or other Spanish culture or origin - regardless of race. (ATS
- Code 3)

BLACK, NOT OF HISPANIC ORIGIN:  A person having origins in any of the Black racial groups of Africa. (ATS Code 4)

WHITE, NOT OF HISPANIC ORIGIN:  A person having origins in any of the original peoples of Europe, North Africa, or the Middle East. (ATS
Code 5)

MULTIRACIAL:  A person having origins in two or more of the above mentioned groups. (ATS Code 7)

Signature of Parent/Guardian/Other Date

Relationship to Student:

  Mother   Father   Guardian  Other (Specify)

PUPIL ACCOUNTING SECRETARY:  Please enter numeral (1-7) for encoding in Admission Book or on the
           school's automated system (UAPC, ATS)

See reverse for important message to Parents/Guardians and
Confidentiality Procedures and Regulations.



FORM

PSE
THE NEW YORK CITY DEPARTMENT OF EDUCATION

PARENT/GUARDIAN STUDENT ETHNIC IDENTIFICATION

To the Parent/Guardian:

The No Child Left Behind Act requires the Department of Education to collect and record the ethnic identity of public
school students. This information is used for statistical analysis, data reporting, and accountability determinations.

We need your help in order to accomplish this task.  Please review the Racial/Ethnic definitions on the reverse side of this
page. Put a check ( √ ) in the box for the category which best describes your child.

The New York City public school system understands the sensitive nature of this information and wishes to assure you
that it will be kept secure and confidential.

Thank you for your cooperation.

CONFIDENTIALITY PROCEDURES AND REGULATIONS

To School Staff:
This form will be filed in the student's Cumulative Record folder as confidential information

To the Parent/Guardian
The information which you have provided on this form is confidential.  It is protected by the Confidentiality
Regulations cited below.

The Family Educational Rights and Privacy Act (1974) and Regulations of the Chancellor A-820 prohibit unauthorized
access to student records and unauthorized release of any student record information identifiable by either student
name or student identification number

Please complete the form on the reverse side of this page

1 Race may be considered as a factor in school enrollment only where required by court order; gender is a factor only
in single-gender schools.



 

The New York City Department of Education 
Pre-Kindergarten Language Needs Survey 

 

1 
 

Dear Parent or Guardian, 
This survey is an important piece of your pre-kindergarten enrollment package as it provides your new 
school with information about your family’s language needs. Your assistance in answering the questions 
below is greatly appreciated. Please return this form to your school administrator, 
___________________, and if you have questions, speak with __________________ at 
____________. 
Thank You 

 

 
PART 1. LANGUAGE NEEDS: This information will establish what language is used at home and the language of 
instruction requested by the family (if available). 
1. Which language(s) do you speak at home? Please check (√) all that apply: 

□ English  
□ Spanish 
□ Chinese 
□ Bengali 
□ Arabic 
□ Haitian Creole 
□ Russian 

□ Urdu  
□ French 
□ Korean 
□ Albanian 
□ Punjabi 
□ Polish 
□ Other, please specify________________ 

2.What language does the child understand? 

English   □ Other Home Language(s)  □:  

3. What language does the child speak? 

English   □ Other Home Language(s)   □: 

4. What language does the child read? 

English   □ Other Home Language(s)    □: Does not read yet  □ 

5. What language does the child write? 

English   □ Other Home Language(s)    □: Does not write yet  □ 

6. What language is spoken in the child’s home or residence most of the time? 

English   □ Other Home Language(s)    □: 

7. What language does the child speak with parents/guardians most of the time? 

English   □ Other Home Language(s)    □: 

8. What language does the child speak with brothers, sisters, or friends most of the time? 

English   □ Other Home Language(s)   □: 

9. What language does the child speak with other relatives or caregivers (e.g., babysitters) most of the time? 

English   □ Other Home Language(s)    □: 

10.Would you like your child to receive instruction using your home language (if available): 

□ All the time                                          □ Most of the time                              □ Some of the time 



 

The New York City Department of Education 
Pre-Kindergarten Language Needs Survey 

 

2 
 

PART 2. INSTRUCTIONAL PLANNING: Responses to these supplementary questions will be used for instructional 
planning. Enter the correct response for each of the following questions concerning your child. 
1. Is this your child’s first time participating in an instructional program or group experience in the U.S.? 

      □ Yes       □ No 

 IF NO: 

 a. Where did he/she go participate in daycare/preschool/play group? 
 

 b. What was the date of enrollment? 

 c. How long did he/she attend? 

 d. Which language was used for instruction? 

2. Has your child participated in an instructional program or group experience in another country?  

□ Yes       □ No 

 IF YES: 

 a. Where did he/she participate in daycare/preschool/play group? 
 

 b. How long did he/she attend? 

 c. Which language was used for instruction? 

3. Does your child have any conditions that require special help or attention in school?               □ Yes       □ No 

 IF YES, please check all that apply: 
□ Hearing impaired 
□ Visually impaired 
□ Speech impaired 
□ Physically impaired 

 
□ Emotionally impaired 
□ Asthma 
□ Developmentally Disabled 
□ Other (Please Specify)________________ 

 IF YES, what early intervention has your child received, if any?  

4. Does the child use any other form(s) of communication, such as American Sign Language or Augmentative 
Communication Device (e.g., Communication Board-manual/electronic)?       □ Yes       □ No 

 IF YES: Which ones? 

 
PART 3. PARENT INFORMATION: Responses to these supplementary questions will be used so that the NYC 
Department of Education can communicate with you in the language of your choice.  
 
1. What is your first language?   

      Parent/Guardian: _______________                                    Parent/Guardian: ________________ 

      First language:     ________________                                   First language: ___________________ 

2. In what language would you like to receive written information from the school? 

3. In what language would you prefer to communicate orally with school staff? 

 

Parent Signature                                                                                                       Date 



 

The New York City Department of Education 
Pre-Kindergarten Language Needs Survey 

 

3 
 

 

TO BE COMPLETED BY ENROLLMENT OR SCHOOL PERSONNEL ONLY 
Date: Name of Student: 

Borough District: School: 

Gender: Ethnicity Code: 
(form PSE): 

 

Date of Birth: 

Relationship of person providing information for survey (check one): 
□ Mother              □ Guardian 
□ Father               □ Other (specify): 
If an interview is conducted, in what language is it conducted? 

Is a translator/interpreter used? 

Pre-K Home Language Code 
  

  
Potential English Language Learner? 

Instruction will be provided in: 
□ English         
□ Spanish        
□ Other ________________________ 
□ Both English and the home language of _______________ 
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