REGISTRATION CHECKLIST

You will need to bring the following documents to register your child for school:
1. Original Birth Certificate with raised seal (we will make a copy for you, if
necessary)
2. Proof of residency
-

Tax Bill

-

Closing Papers on a new home

-

Lease agreement if renting

-

If you are residing with a relative, you will need to complete a ‘Parent
Affidavit’ and the relative you are residing with will need to complete
an ‘Application by a Resident’ (this application needs to be notarized).
Please inquire in the office if you need these documents.

3. Copy of Immunization records
4. Completed health survey
5. A physical exam is not necessary for registration but your child will need
one before entering school in September

BYRAM TOWNSHIP SCHOOLS
GRADE LEVEL PHYSICAL EXAMINATION

Name__________________________Exam Date________________Age______________Date of Birth_________
Address________________________City/State/Zip______________________________Home Phone___________
School_________________________Sport_______________________Grade___________________Age________
Physician_______________________Phone______________________Fax________________________________
Address:_______________________City/State/Zip___________________________________________________
PHYSICIAN OR PROVIDER INFORMATION
Height__________Weight_______________Blood Pressure_________/ ____________Pulse_________bpm.
Vision R 20/_______L 20/_____________ Corrected: Y/N
Glasses: Y/N
Normal

Abnormal Findings

No

Yes/Possible

Comments

Head/Neck
Eyes /Sclera/Pupils
Ears
Nose/Mouth/Throat
Heart:
Murmurs/Rhythms
Lungs:
Auscultation/Percussion
Chest Contour
Skin
Abdomen:
Assessment(inc.liver,spleen)
Tanner Stage:
Testes/Onset of Menses:
Hernia
Neck/Back/Spine:
Range of Motion:
Scoliosis:
Upper Extremities
Lower Extremities
Neurological:
Balance & Coordination:
Romberg:
Heel Walk:
Tandem Walk:
Nose Touch:
Toe Walk:
Most recent Immunizations/Dates:
Medications currently in use:
Additional Observations:

Print Name of Physician_________________________Physician’s/Provider’s Signature________________________
_______________________________________________________________________________________________

QUESTIONNAIRE REGARDING INCOMING KINDERGARTENERS
1. Child’s full name _________________________________________________________________________
2. Child’s name as you would like him/her called/have items labeled in class (i.e. Billy instead of William):
___________________________________
3. The date on which your child turns 5 years old: _________________
4. Will this child be your oldest child attending Byram Schools next year? _____yes _____no
5. In which town do you live? If Byram, please list the neighborhood in which you live. (Forest Lakes, East
Brookwood, Cranberry Lake, etc.) ________________________________________________
6. Does/did your child attend pre-school? If so, please list school and teacher’s name.
_______________________________________________________________________________
7. To the best of your knowledge, does your child regularly interact with any other children who will be in
Byram’s Kindergarten next year? If so, please list the names of those children and how often they are
together/in what capacity they are together. (Babysitting arrangement, neighbor, playdates, cousins, preschool, etc.)
_________________________________________________________________________________
8. Are there any incoming Kindergarten children that your child should be separated from? Please list the
child(ren) and explain ________________________________________________________________

9. Does your child have food allergies or food restrictions? _________________________________________
10. Does your child have any difficulties with speech? _____________________________________________
11. Was your child’s first language English? _____yes _____no.
Is there a language, other than English, spoken in your home? _______yes ________no
Please explain (frequency, who speaks it, does your child understand/speak it, how often is it spoken, etc)
______________________________________________________________________________________

12. Any other information of which we should be aware (use back if needed):
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

__________________________

___________________________

_________

Name of person completing form

Signature

Date

BYRAM SCHOOL DISTRICT
ELEMENTARY STUDENT HEALTH SURVEY
Name: ________________________________________Birthdate: _______________________
Primary Language spoken at home _________________Other Languages __________________
Grade: ______Sex: ______ Name of Local Doctor: ____________________________________
Has your child ever had or has now? (Please check at right of each item)
Yes No Year
High blood pressure
Excessive worry or anxiety
Heart condition
Depression
Asthma
Ulcer
Sever Allergies
Se Severe or chronic abdominal pain
Contact with tuberculosis
Excessive colds
Positive tuberculin test
Speech Problem
Tumor, growth or cancer
Eye trouble
Diabetes or sugar in urine
Wears glasses
Serious skin disease
Frequent ear infections
Concussion
Hearing loss
Frequent or severe headache
Frequent or painful urination
Dizziness or fainting spells
Intestinal trouble
Severe head injury
Wets or soils pants
Epilepsy (convulsions)
Scoliosis in family

Yes

No

Year

Has your child had any orthopedic (bone or joint) problems? What? When? Explain:
______________________________________________________________________________________
Has your child had any operations? What? When? Explain: ______________________________________
Has your child ever had serious illnesses or injuries other than those already noted? What?
When? Explain: ________________________________________________________________________
_____________________________________________________________________________________
Has your child been diagnosed with Attention Deficit Disorder? Explain: __________________________
_____________________________________________________________________________________
List any medications your child is allergic to: ________________________________________________
_____________________________________________________________________________________
Does your child have severe bee sting sensitivity? Local______ or General_______Explain:__________
_____________________________________________________________________________________
Does your child have other health or behavior problems (learning, hyperactivity tantrums,
coordination)?_________________________________________________________________________
_____________________________________________________________________________________
Is your child under regular medical supervision for any of the above conditions? If yes, give name of
physician: ____________________________________________________________________________
Do you have any special question or concerns about your child’s health?___________________________
_____________________________________________________________________________________
If so, please contact the school nurse for a confidential conference.

