Birth Certificate_______

Baptism Certificate_____
immunizations______
SAINT ANNE’S SCHOOL

REGISTRATION FORM ~K -8
Name _ Male Female Grade______
Address
Home Telephone Cell/Mother Cell/Father o
Date of Birth Email Address
Place of Birth___ Date of Baptism & Church
Religion Child Resides with {circle): Both Parents Mother Father Guardian
Parishioner of St. Anne’s Yes No If no, name of parish
Your School District
Mother’s Name Maiden Name
Place of Birth : Religion
Mother’s Occupation Company Name —
Business Address Phone
Father's Name
Place of Birth Religion
Father’s Occupation Company Name
Business Address Phone
RELIGIOUS INFO:
Date of Baptism Church
Date of First Penance Church
Date of First Communion Church
Date of Confirmation Church
Other Children in Saint Anne’s School: Yes No
Name(s) _ Grade

Grade

Grade




EMERGENCY CONTACTS, IF PARENTS CANNOT BE REACHED:

Name: Name:
Relationship: _ Relationship:
Home Noﬁ . Home No:
Cell No: Cell No:

Name and Address of Last School Attended:

PLEASE NOTE: ANY STUDENT WHO WILL BE REQUESTING SPECIAL
EDUCATION SERVICES MUST SUBMIT A LETTER OF INTENT WITH THE
GARDEN CITY SCHOOL DISTRICT PRIOR TO JUNE 15T FOR THE NEXT

ACADEMIC YEAR.

Signature of Parent or Guardian Date



SAINT ANNE’S SCHOOL
2024 — 2025 TUITION INFORMATION FORM

Please submit form along with a $500 deposit by March 15, 2024. If you have already submitted a $500 deposit
for the 2024-2025 academic year, no additional deposit is required. However, you MUST complete and return
this form indicating your payment choice.

FAMILY NAME.

ADDRESS:

PHONE #:

____Our family will be returning to Saint Anne’s School for the
2024/2025 school year.

___No, my child(ren) will not be returning to St. Anne’s in September.

PLEASE SELECT ONE PLAN PER THE 2024-2025 TUITION SCHEDULE

PLEASE CHECK YOUR CHOICE:

PLAN A PLAN B PLAN C PLAN D
NURSERY: 4 DAYS 5 DAYS
STUDENT'S NAME 2024/2025 GRADE

1.

2.

3.

4.

Parent Signature

PLEASE NOTE: Any student who will be requesting special education services must submit a letter of
intent with the Garden City School District prior to June 1% for the next academic year.



SPECIAL EDUCATION SERVICES

1. Has your child been evaluated by a school district Committee for Special Education?
Yes No

m——

When

2, Did the Committee for Special Educatlon recommend any:
Testing Accommaodations - Yes No

Special Services such as:
Resource Room Teacher
Speech Teacher e
Remedial Reading
Remedial Math e A s

3. Do you have and IEP {Individualized Education Plan) from any school district for your

child?
Yes No
4. Do you anticipate any special support services your child will need to be a successful
student?
Yes No

If yes, please explain ___ .

5. Does your child have a Section 504 Plan for speclal accommeodations?

Yes No

Parent Signature N e Date B -

PLEASE NOTE: Any student who will be requesting special education services must submit a
letter of intent with the Garden City School District prior to June 1° for the next academic

vear.



SAINT ANNE’S SCHOOL

DATA COLLECTION FORM

DATE

STUDENT’S NAME GRADE

MAILING LABEL

(1€, Mr. & Mrs. John Smith)

IN ORDER FOR SAINT ANNE’S TO COMPLY WITH NEW YORK STATE’S STATISTICAL
REPORTING REQUIREMENTS, PLEASE COMPLETE THE FOLLOWING
INFORMATION FOR YOUR CHILD:

Ethnicity: Is your child Hispanic or Latino? Yes No
Race: What is your child’s race?
American Indian or Alaskan Native Asian

Native Hawaiian/Other Pacific Islander
Black or African American
Hispanic or Latino Multiracial

White



SAINT ANNE’S SCHOOL
25 DARTMOUTH STREET

GARDEN CITY, NY 11530
PHONE: 516-352-1205/FAX: 516-352-5969

DATE:

TO: SCHOOL

School Phone

FROM: Dr. Thomas Fasano, Principal
RE: Release of Student Records for:

Student Name

Student Current Grade

I hereby authorize you to release and forward all records regarding my child listed above. Please
include all academic, psychological and/or IEP records, and medical records. Kindly forward them to
Saint Anne’s School, where he/she has been registered to attend school.

Parent Signature Date




HEALTH FORN:
STUDENT'S MAME

SAINT ANNE'S SCHOOL-GARDEN CITY. NY

im_

i
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ot — |
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L
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STUDENT HEALTH'HIST ORY

HAB YOUR CHILD HAD ANY OF THE FOLLOWING? PLEASE CHECK AND EXPLAIN BELOW.
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REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM

TO BE COMPLETED BY PRIVATE HEALTH CARE PROVIDER OR SCHOOIL MEDICAL DIRECTOR
IF AN AREA IS NOT ASSESSED INDICATE NOT DORNE Cm
Note: NYSED requires a phvsicai exam for new entrants and students in Grades Pre-K orK, 1,3,5,7,9 & 11; annually for g
i interscholastic sports; and working papers as needed; or as required by the Committee on Special Education {CSE) or f
| Committee on Pre-School Special education (CPSE). i
STUDENT INFORMATION

Name - T Tsex OM OF pOB f
’;School: » - o ;Gr_ade: Exam Date: a
T HEALTH HISTORY i
Allergies [1No Type: |
[ Yes, indicate type | (I Medication/Treatment Order Attached (0 Anaphylaxis Care Plan Attached

Asthma [INo Ifl Intermittent [ Persistent  [J Other : -
'O Yes, indicate type [ Medscat:on/T reatment Order Attached [J Asthma Care Plan Attached

Date of fast selzure

Iseizures [ No Type.
1] Yes, indicate type ' O Medication/Treatment Order Attached [ Seizure Care Plan Attached

I“ U I

Diabetes ONo Type 01 02 '
EI Yes, indicate type } O Medacatnon/l‘ reatment Order Attached O Diabetes Medical Mgmt. Plan Attached :

R:sk Factors for Diabetes or ?re-Dlabetes. Cons:der screenmg for T?.’DM 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. i

'BMI kg/m2
Percentile (Weight Status Category): [J<5* [Isth4gth [Jsoth-g4% [185M-94% [J95t-98* [199%and>

Hyperlipidemia: ONo [OYes [J NotDone Mypertension: [1No [Yes [1 NotDone

. _ PHYSICALEXAMINATION/ASSESSMENT e

{Height: Weight: BP: Pulse: Respirations: !
Labhorat s . . il List Other Pertinent Medical Concerns -

Testing Posni\fi __:’i?f_twe o i __{e.g. concussion, mental health, one functioning organ)

TB-PRN | o~ o |

iSickle Cell Screen-PRN a4 a . |

| Lead LevelRequired Grades Pre- K&K | Date |

ClTestDone  [lead Elevated >5 ug/dL o

D System Review and Abnormal Findings Llsted Selow

D HEENT [J tymph nodes 'O Abdomen [T Extremities (3 speech

' Dental ' Cardiovascufar {1 Back/Spine 7 skin [J social Emaotional

[J Neck I Lungs o D ] Genitourinary . Neurological - £ Musculoskeletal

| ' 0 Assessment/Abnormalities Noted/ Recommendatlons Diagnoses /promems {l lst) {CD-10 Code*
|

ED Additional Information Attached ) 1*Required only for students with an IEP receiving Medicaid
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Name: | Affirmed Name (i applicable): 'DOB:

|

SCREENINGS
Vision & Hearing Screenings Required for PreKorK, 1,3,5,7, & 11 )

Vision Screening | With Correction Cles N0 Right i Referral | NotDone

Distance Acuity 20/ | 20/ O Yes O B
--N»éar\fié_iaurxAcuit; - ) , LZ_& 4 3 _E_ZO/ B O Yes .
ColorPerceptionScreening _ ClPass CVFail | =
Notes

Hearing Scﬁeéﬁﬁ?: 'F""éés'ir;'g‘iﬁ-&igaﬁasmgtﬁ‘dent can hear 20dB at all Fféa-iﬁéigé: 500, 1000, 2000, 3066, 400dw " —_—;‘; D_;‘;____ )

_Hz; for grades 7 & 11 also test at 6000 8000 Hz. [ —

Pure Tone Screening Right [J Pass [ Fail  Left [ pass [ Fail ri Referral (] Yes o
Notes
o o _ "7 Negative 7 Positive | Referral | NotDone
Scoliosis Screening: Boys grade 9, Girls grades 5 & 7 O 0 [ Yes i 0

FOR PARTICIPATION IN PHYSICAL EDUCATION*/SPORTS*/PLAYGROUND/WORK

s *Family cardiac history reviewed — rquired for Dominick Murray Sudden Cardiac Arrest Prevention Act

[ student may participate in all activities without restrictions.
if Restrictions Apply — Complete the information below

(1 student is restricted from participation in:
[ Contact Sports: Basketball, Competitive Cheerleading, Diving, Downhill Skiing, Field Hockey, Football, Gymnastics, Ice
Hockey, Lacrosse, Soccer, and Wrestling.

[ Limited Contact Sports: Baseball, Fencing, Softball, and Volleyball.
[J Non-Contact Sports: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimming, Tennis, and Track & Field.

[J other Restrictions:

Developmental Stage for Athletic Placement Process ONLY required for students in Grades 7 & 8 who wish to play at the
high school interscholastic sports level OR Grades 9-12 who wish to play at the modified interscholastic sports level.

TannerStage: (11 Ot O Owv OOV

O other Accommodations*: Provide Detalrs.(egt;ace insulin pump, prosthetic, sports goggles, ei}::):

_ o . MEDICATIONS -
(] Order Form for medication(s) needed at school attached
s ~ COMMUNICABLE DISEASE | IMMUNIZATIONS -
O Confirmed free of communicable disease during exam ' [0 Record Attached [ Reported in NYSIIS

HEALTHCARE PROVIDER

Healthcare Provider Signature:

Provider Name: ?f)lease print)

Provider Address:

Phone: T ' ) JFax:

Please Return This Form to Your Child’s School Health Office When Completed.
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