
ORANGE BOARD OF EDUCATION 
ECE OFFICE USE ONLY: 

EARLY CHILDHOOD REGISTRATION FORM ID# 
(OFF/CINA DE NINEZ TEMPRANA - FORMA DE MATRICULAClON) (FOMILE ENSKRIPSYON) 

, _  

Home School 
J -

DATE Preschool 

(FE CH A) (DAT) 

ABOUT THE CHILD (lnformaci6n de nino) (Enfomasyon sou timoun nan) 

Languages Primary 
I 

Home

Family Code 

Name on Birth Certificate (Nombre en Acta de Nacimiento) (Non ki sou batiste ti moun nan): 

First (Primer)( Prenon) Middle (Segundo) (Dezyem prenon) Last (Apellido) (Siyati) 

Child's Date of Birth 
-----------

Age: 
-------------

(Fecha de nacimiento) (Dal Timoun nanfet) (Edad) (La} timoun nan) 

Sex: M F Ethnicity: 
--

-
White___ Black___ Hispanic___ Bi-racial __ _ 

(Sexo) (Seks) (Etnia) ( Ras) (Blanco) (Blan) (Moreno)(Nwa)) (Hispano)(Panyol) (Bi-racial) (Bi-rasyal) 

Country of Birth'--------------
(Pais de nacimiento) (Peyi kote timoun nanfet) 

City of Birth 
----------------

(Ci u dad de nacimiento) (Vil Kole timoun nanfet) 

Date of U.S. Entry 
---------,-------

(Fecha de entrada a Los Estados Unido) (Etats-Unis Date d'entree) 

Address: 
---------------------------------------

(Dire cc i 6 n) (Adres) 

Home phone# _______________ _ Cell# 
----------------

(Numero de telefono de casa) (Nimewo telefon lakay) (Numero cellular) (Nimewo telefon selile) 

Mother/Guardian Name 
--------------------------------

(No m b re de Madre/ Guardian) (Non manman I Moun ki responsab ti moun nan) 

Home Address: 
--------------------

(Dire cc i 6 n) (Adres lakay) 

Employer's Phone# ____________ _ 
(Numero de telefono de Empleador) (Nimewo Tele/on kote wap travay) 

D Work Full-Time

(Trabajas Tiempo completo) 
(Travay a tan plen) 

D Work 

(Trabqjas Tie
(Travay a tan

Home phone# _______________ _ Cel
(Numero de telefono de casa) (Nimewo telefon lakay) 

Mother's Email Address:
Employer Name and Address (Nombre de Empleador y Direcci6n) (No
----------------

----------------

(Nu mer o cellular) (Nimewo telefon selile) 

Occupation ______ _____ _    
(Ocupaci6n) (Pwofesyon w) 

Part-Time

mpo media) 
 pasyel) 

D Work Seasonal

(Trabajas estacional) 
(Travay sezonye) 

l# 

n ak adres kote wap travay) 



Father/Guardian Name 
----------------------------------

____________________________________ _

(Nombre de Padre/ Guardian) (Non papa/Moun ki responsab ti moun nan) 

Home Address: 
;__ 

(Direcci6n)(Adres lakay) 

Cel l# 
(Numero cellular) (Nimewo telefon selile)

Employer Name and Address (Nombre de Empleador y Direcci6n) (Non ak adres kote wap travay) 

Employer's Phone# ____________ _ Occupation ____________ _ 
(Numero de telefono de Empleador) (Nimewo Tele/on kote wap travay) (Ocupaci6n) (Pwofesyon w) 

D Work Full-Time

(Trabajas Tiempo comp/eta) 
(Travay a tan plen) 

D Work Part-Time

(Trabajas Tiempo media) 
(Travay a tan pasyel) 

FAMILY HISTORY (Historia Fami/iar)(Enfomasyon medical sou ti moun nan): 

D Work Seasonal

(Trabajas estacional) 
(Travay sezonye) 

What kind of Health Insurance does the child have? (i Que clase de Segura Medico tiene el nino? )(Ki kategori asirans 
medikal ke ti moun nan genyen) 

___ Private or employment based (Privado o de! Empleador)(Asirans prive ou byen asirans travay) 

--- Medicaid (Medicaid) 

--- New Jersey Family Care (NJ Family Care) 

___ Charity Care (Cuidado de Caridad) 

___ Uninsured (No tiene seguro )(San asirans) 

Does the child have any chronic medical problems, special needs, or disabilities? Yes ___ No __ _ 
(;,Tiene su nino algzin problema medico cr6nico, 6 necesidad especial, 6 es incapacitado?) (Si) (Wi) (No) (Non) 

(Eske Ii moun nan oufri ak yon maladi ke I toujou genyen, bezwen yon asista ns espesyal oswa andikape) 
If Yes describe (Describir si es s[)(Siw reponn wi, bay plis esplikasyon): 

Has the child been in an Early Intervention Program? 
(;,Ha estado el nino en un Programa de lntervenci6n Temprana?) 
(Eske ti moun nan te swiv yon pwogram entevensyon bone) 

Yes No 
----- ------

(Si) (Wi) (No) (Non) 

Have there been any changes in your life or the child's life in the past six months? Yes __ No __ _ 
(;,Ha habido cualquier cambio en su vida o en la vida de/ nino en los ultimas seis meses?) (Si) (Wi) (No) (Non) 
(Eske gen yon chanjman ki fet nan vi pa w oswa nan vi ti moun nan pandan sis denye mwa yo) 

If Yes, describe (Describir si es si)(Si w reponn wi, bay plis esplikasyon): 

----------------

Home phone# ______________ _ 
(Numero de telefono de casa) (Nimewo telefon lakay) 

Father's Email Address:



Child lives with and they have legal custody (Documentation of custody needed) 
(Con quien vive el nifio y si tienen custodia legal (Documentacion legal necesaria) 

(Ak kiyes moun ti moun nan ap viv, eske moun saa gen otorizasyon fatwa pou lfe sa I Fok ou bay dokiman ki pwouve sa) 

Mother & Father Mother ONLY Father ONLY Guardian 
(Madre y Padre) 
(Manman ak Papa) 

__ Adpotive Parent(s) 
(Padres Adoptivos) 
(Paran adoptij) 

(SoloMadre) 
(Manman selman) 

__ Foster Parent( s) 
(Padres temporales) 

(SoloPadre) 
(Papa seman) 

(Paran ti moun nan pou yon ti bout tan) 

(Guardian) 
(Moun ki responsab la) 

What methods of transportation do your household members have convenient access to/from home? 
(i,Que metodos de transporte tienen los miembros de su hogar par air y venire de casa? ) 
(Ki mwayen deplasman moun ki lakay ou itilize pou yo rantre ak soti lakay ou) 

Personal Car/automobile (Coche/Automovil personal) (machin prive/Otomobil) 

Public Transportation/mass transit-bus, rail (Transporte publico/el autobus, tren) (Machin piblik/Bis/Tren) 

___ No convenient access to car or public transportation (Ningun acceso a transporte personal o publico)(Pa gen 
machin prive ou byen paka pran machin piblik) 

Including yourself and the child, how many people (adults and children) are there in your family that reside 
with you? ___ _ 
(;Jncluyendose y al nifio, cuantas personas mas (adultos y nifios) residen en su hogar?) 

(Konbyen moun (gran moun ak ti moun) ki nanfanmi w kap viv ak ou I Konte tet paw ak ti moun nan tau) 

Including your child, how many of these family members are children under the age of 18? 
------

(i)ncluyendo a su nifio, cuantos de estos miembros defamilia son menores de 18 afios?)
(Konbyen moun ki nan fanmi w kap viv lakay ou e ki poko gen 18 tan I Konte ti moun nan tou)

Name of Adults Residing in the Home 
(Los nombres de los Adultos que Residen en el Hagar) 
(Non tout moun ki gen plis ke 18 tan kap viv nan kay la) 

Name of the other children Relationship to your Child 
residing in the home (Nombre (Relacion a su Nino) 
de los otros nifios que residen en su hogar) 
(Non lot ti moun kap viv nan kay la) (Kisa yo ye pou ti moun nan) 

Relationship to Child 
(Relacion al Nino) 

(Kisa yo ye pou timoun nan) 

Age 

(Edacf) 

(Laj) 

School Attending 

(Escue/a asistiendo) 

(Nan ki lekol yo te ale) 









Orange Township 

Public Schools 
Orange Early Childhood Center 

Mrs. Jacquelyn Blanton, Principal 

PRESCHOOL SERVICES 

Gerald Fitzhugh, II, Ed.D. 
Su erintendent of Schools 

The Early Childhood team from the Orange Board of Education will be working together with your child's 
preschool in the classrooms to promote quality education and provide services to the children and their families. 

During the course of the school year, the Orange Board of education will be administering a hearing, vision and 
development screening to the preschool children. The results of this screening will be shared with you and the 
appropriate preschool staff. Check to indicate your permission for your child to participate. 

The Orange Board of Education HAS permission to perform hearing, vision and 
developmental screening on my child. 

The Orange Board of Education does NOT have permission to perform hearing, vision 
and developmental screenings on my child. 

CHILD'S NAME: 

PARENT/GUARDIAN SIGNATURE: 
- ------------------ - - -----

DATE: 
------------ ---

397 Park A venue, Orange, NJ 07050 

Phone: 973-677-4000, ext. 1903/1920 • Fax: 973-414-1283 • www.orange.k12.nj.us/Domain/528 



Orange Township 

Public Schools 
Orange Early Childhood Center 

Mrs. Jacquelyn Blanton, Principal 

EMERGENCY CONTACTS 

Child's Name ID# 

Gerald Fitzhugh, II, Ed.D. 

Su erintendent of Schools 

-------------- ----- ----------

Parent/Guardian Name: 
---------------------------

School/Teacher Name: 
------ - --------------------

NAME: 

RELATIONSHIP TO CHILD: 

ADDRESS: 

TELEPHONE NUMBER: 

NAME: 

RELATIONSHIP TO CHILD: 

ADDRESS: 

TELEPHONE NUMBER: 

NAME: 

RELATIONSHIP TO CHILD: 

ADDRESS: 

TELEPHONE NUMBER: 

NAME: 

RELATIONSHIP TO CHILD: 

ADDRESS: 

TELEPHONE NUMBER: 

397 Park A venue, Orange, NJ 07050 
Phone: 973-677-4000, ext. 1903/1920 • Fax: 973-414-1283 • www.orange.kl2.nj.us/Domain/528 



Orange Township 

Public Schools 
Orange Early Childhood Center 

Mrs. Jacquelyn Blanton, Principal 
Gerald Fitzhugh, II, Ed.D. 
Superintendent of Schools 

c;:;;;;;;:====================================:::::::=======---

REGISTRATION OUTREACH SURVEY 

- How did you find out about our district's preschool program?

Check all that apply: 

Current Early Childhood Family

Friend

District Employee

Registration Flyer

District Website

District Elementary School

District Private Provider

Other Community Location

her Source: _____________ ____O_t

397 Park Avenue, Orange, NJ 07050 
Phone: 973-677-4000, ext. 1903/1920 • Fax: 973-414-1283 • www.orange.kl2.nj.us/Domain/528 



Orange Board Of Education 
Department of Early Childhood Education 

PARENT HEAL TH HISTORY QUESTIONNAIRE 

Student's Name ________________ Date of Birth ______ Male Female 

Siblings name, age, school, ______________________________ _ 
Student resides with: Single parent ____ .Both parents' ____ Grandparent(s) name ________ _ 
Parent/Guardian Name _______________________________ _ 
Pediatrician Name ____________ Pediatrician Phone # ______________ _ 
Pediatrician Address ____________________ Health Insurance: Yes No 

--------·-----------"IP....;;.R-=IE_GNANCY_H_I_S_T_O_R-'--Y"-------------------' 
Maternal illness _________ Medications/Drug use�----- Normal pregnancy Yes __ No __ 

Number of week's premature __ Complications __________ Delivery: C-section _. __ Vaginal __ _ 
Birth Weight: ___ Babies' Health after birth: Normal __ Remained in hospital for __________ _ 

. . . . . - . . . . . 

DIEVIElOPMIENTAIL !HISTORY 

Age when your child: walked __ _,· talked in 3-5 word sentences __ _,· intelligible speech Yes __ No __ 

toilet trained . Sits quietly while a story is read ______________ _ 

Did vour child receive Earlvintervention Services such as occupational therapy, speech therapy, and/or phvsical theraov? 

No __ Yes __ If YE.5; who provided the services: ______________________ _

Parental concerns: 
Does child snore: Yes __ No __ ; Blood Lead Tested: No __ Yes __ Date ___ Results/intervention __ 

Visited Dentist: No Yes 
f' 

Asthma 
Diabetes 
Cancer 
Hearing 
Heart Disease/murmur 
Hepatitis 
Hypertension 

, 
. 

Date of visit ______ Dental problems _______ _ 
. . . .. . . . . . . .. . 

HEALTH CONDITIONS/PROBLEMS 

Child Family Child Family 
Kidney/Urinary 
Lead Poison 
Scarlet Fever 
Seizure 
Sickle Cell 
TB Exposure 
Vision 

Other health concerns----------------------------------
Previous major illnesses, operations, or injuries. ________________________ _ 

Hospi�alized since birth? Date/Reason: ___________________________ _ 
Medications currently taking: None ___ Yes, describe ____________________ _ 

. ALLERGIES · , •-. -- . .--···--:·7-----·-···-·---------·---··--- ..... ---------------------·----------····-·-·--··-·---------------··--'

Food _______ Seasonal/Environmental _________ .Medication. _____ Other __ _ 

Epi-Pen: No ___ Yes ___ � date/circumstances given ___________________ _ 

Parent Signature Pre-School Nurses Signature Date 

BG/June 2012 
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