
DISCOVER PRE-KINDERGARTEN
ALEXANDRIA CENTRAL SCHOOL DISTRICT

2023-2024 Pre-Kindergarten Application and Information



Life-long learning begins here
The Alexandria Central School District offers a high-quality pre-kindergarten program.

This booklet includes an application for UPK enrollment and other important information.
To learn more about your options, we encourage you to contact the principal, Kylie Morgia,

at 315-482-9971.

A few words about pre-kindergarten
Pre-kindergarten is more than simply a doorway into your child’s formal education

experience.  Research shows that a high-quality pre-kindergarten program increases a child’s
chances of succeeding in school and in life. Children who attend a high-quality pre-k program are
less likely to be held back, less likely to need special education, and more likely to graduate high
school.

Alexandria Central School District offers a high-quality pre-kindergarten program that is
developmentally appropriate.  Our well-trained and caring pre-kindergarten staff nurture each
child’s curiosity and their love of learning.   Through art, music, large motor games, group
activities, dramatic play, speech and language activities, and our curriculum, children learn about
their community and appreciate the uniqueness they each hold.  Each child is given individualized
attention to help them grow their cognitive, motor, and social skills.

Through the Core Knowledge Preschool curriculum, our students will develop fundamental
competencies and specific knowledge that provide a coherent foundation for later learning in
Kindergarten and beyond.  The teacher-led curriculum is designed to provide cross-curricular
connections, language instruction, scaffolding and assessment strategies, and an explicit sequence
of activities that build new knowledge and skills.

Finally, we recognize the role parents play as teachers and advocates before and after their
children begin attending school. We look forward to working with you to give your child a solid
foundation for school success.



Frequently Asked Questions
Q: Will transportation be provided to pre-kindergarten?
A: Yes, Transportation will be provided to and from pre-kindergarten.
Q: How old does my child have to be?
A: Your child must be four years old by December 1, 2023.
Q: Can I enroll my child if I do not live within the Alexandria Central School District?
A: No. You must submit proof of residence. Only available to residents of the Alexandria Central
School District.
Q: Can I remain on the waiting list for a seat?
A: Yes

Applying for Pre-Kindergarten
Complete the online application. You must also submit a copy of your child's birth
certificate, immunization records, a current physical, lead screening, and proof of
residency.  If you choose to print the application, please print legibly so that all
information can be interred accurately.  Review your application to make sure the
information is accurate.

Submit your application electronically or mail your application to:
Alexandria Central School District
Attn:  UPK  Registration
34 Bolton Ave
Alexandria Bay, NY 13607

Electronic submission can be emailed to mainoffice@acsghosts.org

Questions?
Call (315) 482-9971 or email mainoffice@acsghosts.org
www.alexandraicentral.org

Remember:
● To be eligible for Pre-K, your child must be four years old by December 1, 2023.
● Only Alexandria Central School District residents can participate in the program.
● The Special Education Dept determines special education placements.
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STUDENT ENROLLMENT FORM 
The information on this form is very import. PLEASE PRINT CLEARLY. 

Student Information 

First Name Middle Name Last Name Name child goes by 

Gender Date of Birth (mm/dd/yyyy) Grade Level 

Military Family Coast Guard Border Patrol 

Military Branch Unit Civilian Position for Military 

Ethnic Category (choose all that apply):  American Indian  Asian  Black/African American

 Hispanic/Latino  Native Hawaiian/Pacific Islander  White/ Caucasian

Household Information 

Physical Address Mailing Address (if different and/or PO Box) 
Street Address Street Address or PO Box 

City State Zip City State Zip 

Parent/Guardian Information 

Mother/Guardian Name 
Last name First Name Middle Name Relationship to Student 

Home Phone Cell Phone Work Phone Place of Employment 

Is this person a legal guardian? 

     Yes       No 
Does this person live in the home? 

     Yes       No 
E-mail Address 

Lives with Student? 

     Yes       No 
Has Custody of Student? 

     Yes       No 
Receive student mailings? 

     Yes       No 

 Yes  No      Yes  No  Yes  No 
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Parent/Guardian Information Continued 

Father/Guardian Name 
Last name First Name Middle Name Relationship to Student 

Home Phone Cell Phone Work Phone Place of Employment 

Is this person a legal guardian? 

     Yes       No 
Does this person live in the home? 

     Yes       No 
E-mail Address 

Lives with Student? 

     Yes       No 
Has Custody of Student? 

     Yes       No 
Receive student mailings? 

     Yes       No 

Sibling Information 

Name(s) of any siblings 
First Name Last Name Male/Female Birthdate (mm/dd/yyyy) Grade 

 M  F 

     M  F 

     M  F 

     M  F 

     M  F 

Emergency Contact Information 

If a Parent/Guardian cannot be reached 
Name Relationship Home Phone Cell Phone Work Phone 



 
34 Bolton Avenue, Alexandria Bay, New York 13607 Phone: 315-482-9971 Fax: 315-482-9973 

 

AUTHORIZATION FOR THE RELEASE OR TRANSFER  
OF INFORMATION/RECORDS 

 
Last name 

 
 

First Name 

 
 

Middle Name 

 
 

Relationship to Student 

 
 

 

School Name 

 
 
School Address 

 
 
City 

 
 

State 

 
 

Zip 

 
 

School Phone 

 
 

School Fax 

 
 

School Website 

 
 

 

The above student has enrolled in our district. Please forward all school records including health, 
psychological, academic and other data. Thank you for your assistance. 
 
 

Signature of Parent or Guardian 

 
 

Date 

 
 

 
 

SEND TO: 
Alexandria Central School – Records 

34 Bolton Avenue 
Alexandria Bay, New York 13607 

(315) 482-9973 - Fax  



   1 ENGLISH 

Dear Parent or Guardian: 
In order to provide your child with the 
best possible education, we need to 
determine how well he or she 
understands, speaks, reads and writes 
in English, as well as prior school and 
personal history.  Please complete the 
sections below entitled Language 
Background and Educational History. 
Your assistance in answering these 
questions is greatly appreciated.  
Thank you.    

 STATE EDUCATION DEPARTMENT / THE UNIVERSITY OF THE STATE OF NEW YORK / ALBANY, NY 12234 
 Office of P-12  

Lissette Colón-Collins, Assistant Commissioner

Office of Bilingual Education and World Languages 

55 Hanson Place, Room 594  89 Washington Avenue, Room 528EB 

Brooklyn, New York 11217 Albany, New York 12234 

Tel: (718) 722-2445 / Fax: (718) 722-2459 (518) 474-8775 / Fax: (518) 474-7948

Home Language Questionnaire (HLQ) 

H O M E  L A N G U A G E  C O D E  

Language Background 
(Please check all that apply.) 

1. What language(s) is(are) spoken in the student’s home
or residence?

 English  Other

specify 

2. What was the first language your child learned?  English
 Other

specify 

3. What is the Home Language of each parent/guardian?  Mother  Father
specify specify 

 Guardian(s)
specify 

4. What language(s) does your child understand?  English  Other

specify 

5. What language(s) does your child speak?  English  Other  Does not speak

specify 

6. What language(s) does your child read?  English  Other  Does not read

specify 

7. What language(s) does your child write?  English  Other  Does not write

specify 

TTHHIISS  SSEECCTTIIOONN  TTOO  BBEE  CCOOMMPPLLEETTEEDD  BBYY  DDIISSTTRRIICCTT  IINN  WWHHIICCHH  SSTTUUDDEENNTT  IISS  RREEGGIISSTTEERREEDD::

Please write clearly when completing this section. 
S T U D E N T  N A M E :  

First Middle Last 

D A T E  O F  B I R T H :  G E N D E R :  

 Male
 Female Month Day           Year 

P A R E N T / P E R S O N  I N  P A R E N T A L  R E L A T I O N  I N F O :  

Last Name First Name Relation to 
Student 

S C H O O L  D I S T R I C T  I N F O R M A T I O N :  S T U D E N T  I D  N U M B E R  I N  N Y S  S T U D E N T  

I N F O R M A T I O N  S Y S T E M :

District Name (Number) & School Address 



   2 ENGLISH 

Home Language Questionnaire (HLQ)—Page Two 

Relationship to student:    Mother     Father     Other: 

Educational History 

8. Indicate the total number of years that your child has been enrolled in school _____________

9. Do you think your child may have any difficulties or conditions that affect his or her ability to understand, speak, read or write in
English or any other language?  If yes, please describe them.

Yes*      No      Not sure 
*If yes, please explain:____________________________________________________________________________

How severe do you think these difficulties are?     Minor     Somewhat severe  Very severe

10a. Has your child ever been referred for a special education evaluation in the past?     No     Yes*  *Please complete 10b below

10b.  *If referred for an evaluation, has your child ever received any special education services in the past?    
 No     Yes – Type of services received: . 

Age at which services received  (Please check all that apply): 

 Birth to 3 years (Early Intervention)    3 to 5 years (Special Education)    6 years or older (Special Education)

10c. Does your child have an Individualized Education Program (IEP)?     No  Yes

11. Is there anything else you think is important for the school to know about your child? (e.g., special talents, health concerns, etc.)

12. In what language(s) would you like to receive information from the school? _________________________________________________

Signature of Parent or of Person in Parental Relation Date 

  OFFICIAL ENTRY ONLY - NAME/POSITION OF PERSONNEL ADMINISTERING HLQ

NAME: POSITION: 

IF AN INTERPRETER IS PROVIDED, LIST NAME, POSITION AND CREDENTIALS:  

NAME/POSITION OF QUALIFIED PERSONNEL REVIEWING HLQ AND CONDUCTING INDIVIDUAL INTERVIEW 

NAME: POSITION: 

ORAL INTERVIEW NECESSARY:   NO   YES

**DATE OF INDIVIDUAL       
INTERVIEW:  

OUTCOME OF 

INDIVIDUAL

INTERVIEW: 

 ADMINISTER NYSITELL

 ENGLISH PROFICIENT

 REFER TO LANGUAGE PROFICIENCY TEAM
MO DAY YR. 

NAME/POSITION OF QUALIFIED PERSONNEL ADMINISTERING NYSITELL 

NAME: POSITION: 

DATE OF NYSITELL
ADMINISTRATION: 

PROFICIENCY LEVEL 

ACHIEVED ON 

NYSITELL: 
 ENTERING  EMERGING  TRANSITIONING  EXPANDING  COMMANDING

MO. DAY YR. 

FOR STUDENTS WITH DISABILITIES, LIST ACCOMMODATIONS, IF ANY, ADMINISTERED IN ACCORDANCE WITH IEP PURSUANT TO CSE RECOMMENDATION: 
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HEALTH HISTORY FOR NEW ENTRANTS 

Name Sex Grade 

Address 

City State Zip 

Home Phone Cell Phone 

Date of Birth Place of Birth 

Family Physician Physician Phone 

Dentist Dentist Phone 

Check if your child has, or has had, any of the following and provide date when appropriate. 

 Allergies  Ear Infections

 Bee Sting  PE Tubes

 Food  Eye Conditions

 Anemia  German Measles

 Asthma  Hearing Problems

 Cerebral Palsy  Heart Disease

 Chicken Pox  Learning Disabilities

 Convulsions  Leukemia

 with Fever  Measles Disease

 without Fever  Mononucleosis

 Cystic Fibrosis  Mumps Disease

 Frequent Colds & Sore
Throats

 Orthopedic Conditions
     Describe 

 Pneumonia

 Rheumatic Fever

 Rubella Disease

 Scarlet Fever

 Speech Problems

 TB

 Chest X-ray

 TB Contact

 TB Results

 Urinary Infections

 Vision Problems

 Whooping Cough

_______________________________________________________ 
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HEALTH HISTORY FOR NEW ENTRANTS Continued 

Birth Problems (explain) 

Serious injuries 

Surgeries 

SPECIAL CONSIDERATIONS IN SCHOOL 
A) Daily Medication

B) Physical Handicap

Special Handling in an Emergency 

Any other problems or conditions that the school should be aware of? 

Signature of Parent or Guardian Date 

Please have the student’s immunization record sent with the NYS Heath. Information on required 
immunizations required by the New York State Education Department and the required Health 
Examination form follow on the next few pages. 
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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 2      ☐ HbA1c 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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AUTHORIZATION FOR MEDICAL TREATMENT OF MINORS 
 

Dear Parent or Guardian: 
In the event that my child is injured or becomes ill and is in need of a physician, dentist, or hospitalization, and I 
cannot be reached, I authorize Alexandria Central School and/or personnel to obtain Medical, Dental, Hospital or 
Ambulance attention as needed. 
 

 

Student Name 

 
 

Birthdate 

 
 

Address City 

 

 

State 

 

 

Zip 

 

 
Home Phone 

 
 

Cell Phone 

 
 

Work Phone 

 
 

Emergency Phone 

 
 

 

Please identify allegories, drug allergies, or special medical considerations. 

Allergies 

 
 

Drug Allergies 

 
 

Special Medical Conditions 

 
 

 

 
 

 

This document shall be presented to a physician, dentist, hospital, or appropriate representative if needed. 
Signature of Parent or Guardian 

 
 

Date 

 
 

 

Hospitalization coverage for the above named minor. 
Name of Insurance Company 

 
 

ID or Contract Number 

 
 

 

Family Physician 

 
 

Physician Phone 

 
 

Dentist 

 
 

Dentist Phone 

 
 

Last Visit to Dentist 
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HOUSING QUESTIONNAIRE 
 

Name of LEA:              

 

Name of School:             

 

Name of Student:              

Last     First    Middle 

 

 

Gender:  Male  Date of Birth:   /  /     Grade:        ID#:     

    Female   Month  Day  Year  (preschool-12)  (optional) 

 

Address:        Phone:      

 

 

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 permanent housing 

 

               
Print name of Parent, Guardian, or   Signature of Parent, Guardian, or  

Student (for unaccompanied homeless youth)  Student (for unaccompanied homeless youth) 
 

   

Date 
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CUESTIONARIO DE VIVIENDA 
 

Nombre del Distrito Escolar: _________________________________________________________________ 

 

Nombre de la  Escuela: _____________________________________________________________________ 

 

Nombre del Estudiante: _____________________________________________________________________ 

      Apellido   Primer Nombre      Segundo Nombre 

 

 Género:     Hombre  Fecha de Nacimiento: _____ / _____ / ______    Grado:______ ID#: _______ 

        Mujer         Mes                Día           Año              (jardín de infantes – 12)                 (opciónal)  

 

Dirección: _______________________________________________ Teléfono: _____________________ 

 

Su respuesta abajo permitirá al distrito escolar definir los servicios que puede aprovechar su 

hijo/hija según el Acto de McKinney-Vento.  Los estudiantes elegibles tienen derecho a la 

inscripción inmediata en la escuela, aun si ellos no tienen los documentos necesarios tales como: 

prueba de residencia, documentos escolares, documentos de inmunización, o partida de 

nacimiento.  Los estudiantes elegibles según el Acto de McKinney-Vento tienen además derecho 

al transporte gratuito y otros servicios que ofrece el distrito escolar. 

 

 ¿Donde está el estudiante viviendo actualmente? (Por favor marque una caja.) 

 

  En un refugio 

  Con otra familia o otra persona debido a la pérdida del hogar o a dificultades económicas 

  En un hotel/motel 

  En un carro, parque, autobús, tren, o camping 

  Otra vivienda temporal (Por favor describa): ________________________________________ 

  En un hogar permanente 

 

________________________________________  _______________________________________ 

Nombre de Padre, Guardián, o    Firma de Padre, Guardián, o  

Estudiante (para jóvenes sin acompañamiento)  Estudiante (para jóvenes sin acompañamiento) 

 

____________________________ 

Fecha 
 

ATENCIÓN ESCUELAS Y DISTRITOS: Si el estudiante NO vive en un hogar permanente, favor de asegúrese 

que una Formulario de Designación sea  completado. 
 



 
IDENTIFICATION & RECRUITMENT PARENT SURVEY 

 
The Migrant Education Program (MEP) is authorized by Title I, Part C of the Elementary and 
Secondary Education Act (ESEA). The MEP provides a variety of educational services to families 
who work in agriculture, regardless of their nationality or legal status. This program is free of 
charge to all eligible families and may include tutoring, free school lunch eligibility, educational 
field trips, summer programs, parent involvement activities, emergency needs and referrals to 
other services as needed. 

 
Please take a few minutes to complete this questionnaire. 

 
Has anyone in your family worked or looked for work at the following 

occupations during the past 3 years? 

☐  Any agricultural, farm, or fishing work (such as hay, dairy, fruit or vegetable crops,  
   poultry, fishing, nursery/greenhouse, etc.) 

 
☐  Work related to logging, harvesting, or initial processing of trees. 
 
☐  Work at a food processing plant, (such as meat or poultry processing plants, packing fruits or      
vegetables, etc.) 

 

 

 
If you answered YES, please provide your contact information below: 

 
Parent/Guardian Name:   

 

Home address:   
 

Telephone number: ( )- -  Best time to be reached:   AM/PM 

Previous Address:       

Student name:   Age  Grade  
 

Student name:   Age  Grade  
 

To submit this referral please fax to 607-436-3606 or send by mail to NYS Migrant Education Program- 
Identification and Recruitment Office: 100 Saratoga Village Blvd, Suite 41, Ballston Spa, NY 12020. 



 
OFICINA DE IDENTIFICACIÓN Y RECLUTAMIENTO- ENCUESTA PARA PADRES 

El programa de Educación para Migrantes (MEP), está autorizado por el Título I, Parte C de la Acta de 
Educación Elemental y Secundaria (ESEA). EL MEP provee una variedad de servicios educativos para las 
familias que trabajan en la agricultura, sin importar su nacionalidad o estado legal. Este programa es 
gratuito para aquellas familias elegibles y puede incluir servicios de tutorías, elegibilidad de almuerzo 
gratuito en la escuela, excursiones, programa de verano, actividades de envolvimiento para padres, 
programa de emergencias y referidos a otras organizaciones o agencias. 

 
Por favor tome unos minutos para completar este cuestionario. 

 
¿Usted o algún miembro de su familia ha trabajado o buscado trabajo en algunas de 

las siguientes ocupaciones en los pasados 3 años? 
 

☐ Cualquier trabajo agrícola (como plantando, seleccionando, o cosechando frutas o vegetales, 
cultivando o cortando flores o árboles, trabajo en lechería u otro rancho de animales, pescando, etc.) 
 

☐ Trabajando en la cultivación o procesamiento de los árboles. 
 

☐ Trabajando en una planta de procesamiento, empacando, lavando o cortando vegetales, frutas 
o carnes. 

   
 

 

Si usted contestó que sí, por favor complete la siguiente información: 
 

Nombre del Padre/Encargado:   
 

Dirección Física:   
 

Teléfono: ( )- -  Mejor tiempo para ser contactado   AM/PM 

Dirección anterior:      

Nombre del estudiante:   Edad  Grado  
 

Nombre del estudiante:   Edad  Grado  
 

Para someter este referido, por favor envíelo por fax a 607-436-3606, o por correo a NYS 
Migrant Education Program- Identification & Recruitment Office 100 Saratoga Village Blvd, 
Suite 41, Ballston Spa, NY 12020 
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