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Pavgavs 0@+ NHOH oy P @AL: PANH (12 Dt 629 DRIP
e QA o<
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Office of English Learner Services

1340 Braddock Place

Alexandria, VA 22314

Telephone: 703-619-8022

Alexandria City Public Schools E-mail: ELOffice@acps.k12.va.us

Home Language Survey

Parent/Guardian: Federal regulations require school systems to survey all enrolling students regarding the students’ home language and any other
languages the students may speak. Based on the information provided below, the student may be assessed for English proficiency as required by
federal regulations. Based on the results of the assessment, the student may be eligible for supplemental instruction through the English Learner (EL)
program. Parents/guardians will be informed about the assessment results and if the student is eligible for supplemental services, the parents will have
the opportunity to accept or refuse the supplemental EL services.

Padre, madre o tutor legal: Las leyes federales requieren que los sistemas escolares encuesten al inscribirse a todos los alumnos sobre el idioma que
se habla en el hogar y sobre cualquier otro idioma que puedan hablar los alumnos. Con base en la informacién proporcionada a continuacion, el alumno
pudiera ser evaluado para determinar su competencia en el idioma inglés tal como lo exigen las normas federales. Con base en los resultados de la
evaluacion, el alumno pudiera ser elegible para recibir instrucciéon suplementaria mediante el programa de Aprendizaje del Idioma Inglés (EL). Se
informara a los padres o tutores legales sobre los resultados de la evaluacién y si el alumno es elegible para recibir servicios suplementarios, los padres
tendréan la oportunidad de aceptar o rechazar los servicios suplementarios de EL.

OARY AALE A0 PTLOPHI AIISPT (LFFO- ANTLG15T BT KG +T940+ AATLG1L0- MA R12 0HPUCT L AQHRRET aPmed h18.LHIE. 0L chl LMEFPA: T N-H10n6@-
avl G AR FaPACE 04,840 ol NTLMEPO- aPOLT PHIISDT PATINHG 7% NPT PHG @N28A=  hoLhLe®- JPHT (TLTTO: @yt ao(lt To16@+ MATIAHT 7% TPUCT (A bh)
TEACI® TenT14 PRIR FIPUCE APDL 1% AT & TFAN: OALT/ AAGLPT NAPHG DMt AS 9140 AtenT14 £IF A0 N AN avlE 0T1.CATFD- APT OAZTI°

M FRTISTF PTLAMDT Ph. bl ATIAINT PaPPAA DLIP PATPOA WA £15 (e

¢ gua e g OOl Lghaady 38 5 Al el A _du\dﬂ‘;ummﬂu@umummmu@&umt;\Puw1@y|emu1JMt@|}n\dm 1 Al pua gllfeallal) yaf g
@L._.AC_AIJ}JAUA@L‘.\H&”@;d}dnﬁqu\u,smm\@ugumb Al 2l gl s ey sllae a LS s A i) AAl & Ul 5ol i ¢Sy coliaf Aasiall e sl
EL clexd A5 by 5l Js T jd s el Y s Cun Alaa€i ilind e saandl Sa o Al (1S 1Y) Lash g ansil) iy ¢ see 5l elanm 5391 /5 5a¥1 el 5l £3U) i (ELL) & adaiy) 220
Al

Student Name: Date of Birth:
Nombre del alumno Fecha de nacimiento
Prrlsm- (9° PrOAL ¢

alldal) sl el g s
Parent/Guardian Name: Telephone:

Nombre del padre, madre o tutor legal Teléfono

LOAB/ A4 (T° aah

= A a5 L Calgl)

1. What is the primary language used in the home, regardless of the language spoken by the student?
¢, Cudl es el idioma principalmente utilizado en el hogar, independientemente del idioma que el alumno hable?
0+ @A P7L1IC PaPBavse P 7% 9o1£7 10 6D AA £TE 07.5C (LPTI° ATH?

el gy aany 3l Aadl) e il (o el 8 Aeadiusall ) A3l ol

2. What is the language most often spoken by the student?
¢, Cudl es el idioma que el alumno habla con mas frecuencia?
1060 - LI P9LG1D RTE IO 107

slile Clllall Lo Caay A1 45l ale

3. What is the language that the student first acquired?
¢, Cudl es el idioma que el alumno aprendié primero?
OHIISD PhG oG F KR PR 1@ ?

95 e J5Y lllall Lealad 3l 2511 ala

In which language do you prefer to receive communication from the school? O English O Espafiol O a%1cd [ dx
¢En qué idioma prefiere recibir comunicacion de la escuela?
NFPUCT (LT PU1AND-T 90LE avAPDR, avIST WU PG 0 7R RavCM(?

el e Ly ol il Jumis 3 411 e

[ Other:

Otro

aA-

A
Parent/Guardian Signature: Date:
Firma del padre, madre o tutor legal Fecha
OB /hAST, .07 +7
= A a5 s g5 &

ACPS Staff Members: This form must be completed for all students registering in Alexandria City Public Schooals. It should be the first document provided to the
parent/guardian during the registration process. Please ensure that all questions are answered completely.

If a language other than, or in addition to, English is listed in response to question 1, 2, or 3, the student should be referred to the Office of English Learner Services
(EL Office) for registration and assessment. Families and staff can contact the EL Office at 703-619-8022 with any questions. Rev. 858/18




oEm- U PR

STUDENT REGISTRATION FORM A0h® OKYIVLHET NF 2’4

Student’s Last Name:

First Name:

2194 A0/ PaPen, LA (9P

Alexandria City Public Schools

Middle Name:

pavgas,@) faom P NT:

ahhAg (9o

O Female
ot

Gender: (J Male

P 078

O No, not Hispanic or Latino
20T h @9° ALS AR LA

O American Indian/Alaskan
ATLENR UISRLYAANNT

Gender Identity: (J Male [ Female [ Other

0O Y

Student and Primary Parent/Guardian Address: Street Apt #
1TI4G POA L /PANSL, h LAt av Lt ATCHT PCE
City State Zip
[UH M HTs
Date of Birth: Month: Day: Year: Country of Birth: Grade:
(g N R H o(: +7E havihs UICE hea:

Preferred Name:

0L (%8 A

77 AaPm

Is this student Hispanic or Latino? (choose only one) ev <12 70,720 10 we.n A£G (5387 07 29°0ame)

3 Yes, Hispanic or Latino
AP 0T Lh 090 ALS -

What is the student’s race? (choose one or more) ¢+12m- 1ic 92787 107 (k78 DRI hATL: (1AL 9ol LTAk)

O Black or African American

PaavC et a4 P (9P (B NTTF@-E PIEDT ATICIAR 16P T POA-F"TT (nicknames)

PI° hRLAT:)

0 White (a person having origins in any of the original
peoples of Europe, the Middle East or North Africa)

TRC ORI° AGSNPR A9LeNT

Primary Parent/Guardian: s oaz oes mae

O Asian O Native Hawaiian or Other Pacific Islander Yo (@YTFDI0 DG NAD-CTE PRNATD- PNEP DLI° AT AGSh)
0L UPL7 TMAL @RI° AA £ 04N LAt
Last School Attended: 3 Public O Private
N0, 8 L, PN FFO FIPUCT O PUN P10
Address: City State Zip
X2 n-+ay: U1C MF: H.TE
If not an Alexandria City school, has student EVER attended Alexandria City Public Schools? (J Yes [ No
PAANATLAE T SN /0 DAVY 9940 NAANATLSEL FaT St /0 HIPC PPNT? Py ALLA®
If Yes, please provide the following: School: Year: Grade:
@ANP AP NPT KNP P PADY L1005 0k Qav-f PPy nea:

PARENT/GUARDIAN INFORMATION f@AF @L9° has1, ovl%

2V 1950 N E 0T ANHG @7 LH ANCT PTLLANLDG AT N19LaPANT PG +mé SUI@+ MAS YOP hA81, 10+

e+7PAPH nAh:
Email Address:

Do you live/reside in the City of Alexandria? 0 Yes O No If No, has an exception to policy been approved? [ Yes O No
NALNATESE hT] DT LT Y ALLAT® RAVT N7 000 O 638 hAPT? Py ALLAT
Last Name: First Name: O Male O Female
PavER,LA (902 pavgams P ago: 078 st
3 Father O Stepfather exige aar O Legal Guardian vo® xas,
O Mother 5 O Stepmother ¢n7ec 15 O Foster Parent xa47. oA%
Other (please indicate relationship): EQP'OVGF-
AA (RONPT NPT ALIET £AAR): a
Work Address:
0 A&
Home Phone: ( ) - Is your home phone a cell phone? ([ Yes '
0T Adh & 20+ QAR CA% (A 1072 ho-
Cell Phone: -
PIbAPT HADE ( ) = 'ZI(O Work Phone: ( ) - Ext:
) ’ fac- 0 anh € 7TCE A
Email Address:
ATLLA h LA
Parent/Guardian’s preferred language of communication? ¢wAg wegw eaas7, +avgep favaan.e ke
O English xieans O Spanish azui O Ambharic sy O Arabic sc0# O Other (please specify) a4 (xan®7 eaa2)
Parent/Guardian #2: o1z ops nagior o
Last Name: First Name: O Male O Female
LA, LA (19P7 PavEavs, ¢ NgO: 7L (%
O Father s O Stepfather enige aar O Legal Guardian vo® xa41.
O Mother 5 O Stepmother ¢n7ee 1o O Foster Parent xas7. oA% Employer:
F VA
Other (please indicate relationship): Work Address:
AA (AONPT NIOLT ARIET £ANR)E P0¢- LA
Address: [0 Address is the same as student and primary parent/guardian’s address above
P ALLAD AL NAD o148 KG PG MAT DRI MAE AL IC K1 AR 10+
Work Phone: ( ) - Ext:
Stfeet Apt# — P 03 Ah PCE TPt
e AT CFav v dpCs
City State Zip
htay: VIC ME HTe
Home Phone: ( ) - Is your home phone a cell phone? o Yes
0+ Adh RPCE P01 AAhP PAE: HAh 1072 ho-
Cell Phone:  ( ) - d N(o
AL

ATLRA A& et

Revised 2/7/2023



oD PHIN PR
STUDENT REGISTRATION FORM ¢ Page 2 of 2 Alexandria City Public Schools

STUDENT BACKGROUND ¢+74@- 4¢-

Does your child have a current IEP for Special Education services or 504 Plan? O Yes (JNo
NAUF AhT ABP AAR TIPUCT ATANT ORI° 504 OPh. T. AAD-7? h? KLLAT

If Yes, has documentation been provided to the school? (JYes (O No
aAAP AP MPEAS ATPPUCT Ok FATHAT? ¥ hLRAT
Has your child been expelled from attending school at a private or public school in Virginia or another state, for an offense

in violation of school board policies relating to weapons, alcohol or drugs, or for the willful infliction of injury to another person? OvYes O No
Navage: AADIPA MEI° ALTHIT h&F MLI® AA AD- AL P70 187 91840 N@PAAN PHIPUCT (L 0CS Z7A.NPT NaeMA 2414 hAMeT NACE LS DL AAA A QA P18 DLI® Y- ho hL
FVCT LAF H0CE PO-PAT?

STUDENT’S SIBLINGS ¢+974 AU-+T 0p9° 07T

Name a9 Birth Date ¢act +7 Sex 2/ School ‘rorvct o

3.

4.

EMERGENCY CONTACTS N&711% 1H +mé PRE-KINDERGARTEN EXPERIENCE

AONP PANED.L LH O-A5PTT A@AMT DRI (ANFDL LH DALTT DL AASLPTT TTTH NAFNT Only for students enrolling into kindergarten
ABDY NFPUCT (L a0 -0 P08 (LT V-0 AP A9 Lpebi: Pg-av awPHA YRGT: AL

L, avPA YAST ATLaPH: +UUPT AF

Emergency Contact #1 (Other than Parent/Guardian): ¢x22 %1 +mé €701 (h@AZ/AASL MA)F
heoPA VST AgvT (871 AL, eHh A« (W87 2I°m):

Name:
age: Virginia Preschool Initiative (VPI) 4-year-old program at:
PACELE PLav-av@ (G FIPUCT aPChC (VP) 4- G007 ALY, TEALIP

Address:  Street Apt # R TR A (VD !
P2 e AT G kTG O Alexandria City Public Schools (ACPS)

cit Stat 7i AMNATLAE T QU /AT (ACPS)

ity ate ip
bt VIC - HT 0O Campagna Center
NG TRhA
H?Tfr Pﬁgne: ,I‘.,‘Pﬁ:ﬂl Ij\l?olne 3 Child and Family Network Center (CFNC)
AT rrA e e PALT AG PO EFOCH “ThhA (CENC)

Work Phone: Relationship to student: O Creative Play School
ear(14 8 (b QAN RTCE N+ OC PAPT HIPLGE NCh - TAL alA

Another pre-K program: a.a #&o-oo®na haGt TE90:

3 Early Childhood Special Education
Name: PLAO_AGT AR TIVCT MIADNT

Emergency Contact #2 (Other than Parent/Guardian): 1211 +mé ¢7C 2 (hOABAAST, AA)F

s O Preschoolers Learning Together (PLT)
BOaD_gpQ (| a9 s DT 097, GO (Pl T
Address: Street Apt # pLav_av G T TGP T 024~ TI°UCT(PLT)
T a0y 0 ATCH RPCE O Head Start
. . 38 0Ct
City State Zip .
ey UG T 3 Full-day Private Preschool/Daycare
H Ph Cell Ph av(e 77 0 PRaP ARG H/(H aPPhA VRS
ome Phone: e one: .
P01 Aah ke 7PAS0 AAD &PCE a t’é}.Lf-ld?\/mPH\{l?tﬁﬁ[e,’sﬁf)OO'
QIYH 7 P9 PLav @ NE /(L F
Work Phone: _ Relationship to student: O Licensed Family Home Daycare Provider
faese Ot Adh #1C: taIe@ pC AP T HIPLG AAAN (L .98 PAFD- PAET av PP Adelnet
R O Department of Defense Child Development Program
Emergency Contact #3 (Other than Parent/Guardian): ¢x22 11 +mé #7C 3 (WOAZRAS AA)T ('un'(?{\h'(' 8.7 CIaT OO BT ST ‘,.,,\hf\) &
Name: Other: a.a:
(g 3 Parent/Relative
6+ /Hav L
Address:  Street Apt # BAZHPE
ALGA: I ATCHOTT RPCE 3 child care provider in my home (nanny, au pair, etc.)
. . 00k £915C PALT PP A1AIAT PULAT
City State Zip
ety VIC Mt 1T 3 Other: aa:
Home Phone: Cell Phone: ,SP,e?",fV;
P07 Adh TCE TrPA0 0D RTCE HETIE 0
Work Phone: Relationship to student:
a0 9 (L hAh TCE nhaIem- DG LAPF HIPLG

By signing this form | am verifying that the information contained herein is correct.
AHY PtParm@- avl 8 FNNAGT AGPIPE 14CTTP A2 IMAD-::

Parent/Guardian Signature: Date:
MAT: RI° PhA81.D- &CIY: U

FOR OFFICE USE ONLY

Att/Permit | Address/Transfer
Student ID School ID | Sch/Res Code Permit Verified

Grade | Entry Code | Entry Date Office Verification/Signature

Revised 2/7/2023



Pav@ 40 (L A4 TILD17,
hG avavy(LP Po

Alexandria City Public Schools

hed 12 F996/0H0N aol8

Ah?P? U7 A O h L=

Vi hx ALY OH0F eoINaPHIND- DAR: 1 =
(P60 O9°)
A A% Tt PTI0TPHAND- P0G hOP ASL /PG
(P60 O9°)
+ran., ¥ (hOP A1 TIPLA LHLAIN)=

hi hb AL ?LL00- (18 9avt me9® NAL) 07 0T
ANTPHNAD-:: (Pro16@- (19°)

Ay OAZ DR AASLIPS TN A/ OLI° A&7 PRLA +914 PTUINITO: T9L hlhT NTLNTAD- AT §6 17/7*:

gD hQ:G0%

Pav 1L (P AZ°Ctoyrt # ot bt HT n& Padh RTC

hea |12 POAR )P AA4L/PG T7hah(l. @RI A&TD AhPE 2240 114 P1421m A

NALRATLSE N Rt HOAT O FoIgEE ehavHIN® A (NGA 1) PHo960 @A 1P AASL A PhALNATLLE Ao
Fot (NG 1) PAANATLSE NF9T 1PS WAL LU NPA aohA Lamu~T T20198 AG (hed 11) §& ddeers SiAn-T

72017 (18 (16 3 - h&d U, A OLI° h tavpvt) aP(lt WIWPT AlAhAU-: Al NHo16@- OC NA14% N tnPAD- AL A
§6 P AININAV-= (PO 9OhA LPLND- 991, At P 0T 9160 0HT0HT A0 hef AgPhd.d

BALTE ATRANT hEAAUE APAUIP OIS0 NAALNATRAL NHaT 0o HA H/ AT 0oLOM aoP'ry WeSAv-: NGCELE V9 §
22.1-264.1 av(lt A+T16@ DOLTCOTF BT @< (AN 0AA FPVCTE 0T ATIN0F AN 1P7 e e+adt avl8 avamet
A1 4% 2% (hAh 4 TL08.97IC) O8N Po1.00PM aPPrT aPTIHA POAADIA:  PaPRLL A (APT PolavAnNt avll

N7L.APC @m0P APRANT PATT oo VF N9t A . T AWO(ACPS) e0tol €4 aAers  N9I95F@-9° Yo oo
ATIIT TLT ALLCT WIRTLTA TITHILEAU P40, @RI° PABTE Pa0F4e h&eA el 0P0H(3) +5F @-AT
ATPPUCT (L Ch a9PYC DRI° AFDNR ATIADP +OTITPTFAY-:

POAL OB hASL/PS THhah(L @R ALTEL AhPE PRLO 1914 9P aah e7C

POAL/ hPE hASL/PS TThah @R° ALTE AhPE PLLO 1914 4C71 +7

*FNNAT 6 [h&ea TCHI° N0 P9LLL4 (T AT TINT 10+ 0702+ QAL AP T0EtH avhet PhdhaT8s® ol
CSrHrET 09LLIT O TINEE 10 TN ARLATC: ATISD WG hOP AAALD: (9P NAADATLEEL NH9T DT PT1.08:C
ao Py A0t

S5k, (LT b (ACPS) AA5T f1e- N1F 071.010%10- DY 9PAaoC (F5F PADT aoav-hi hOALATIOH

1
£402018




h&d 11z oGP (Lt A et 714,017,

PILLOGPHIN A@ U-AF LT QAR aPFOEPT PALT PIPANC ML AG eoLhtaT wart (3) A1eT TPiN
ANOT: U9° Q1T PO+ (0PI - A4 60 P5T @AT ¢FHIE) AT (19108 POAE A0S, ORIP KLTLM- PLLNA
T4 O9° AT CAMLNATLAEL NHoT W& 201048 aoPy AANVF: 614 HCHC A%T1TT T ECAD- PAD-T Favd vt

K285 848 U - K12(1) Q1L UATS 828 A- vAT(2) 824 (1eTE
O AN ageert 0 ekAck avhd.f (P07 eavg-Ti0ENHT: PO AN AN £4047)
O et AAVFPE “1218 (01 O 0P eP PN 04T ha a8 [ £40%
4t Fhn v oC) 0 hav e +49° e+an 2040, (TANIF:HUD:ARHA: IRS oH+t)

O ©C1e nriet 0 POk PLAPOH NEP 099,040 (PAMLNANTILLE AL AG POCELE Fha heg
PILLAL)

POTT L8 chi 0 2 +hJ 22 ea7h 240 291,048 (017702 ¢-+ah)

0 748 0 PAND- 0 PPC L PLLLAN QBT P10 Fha £90.048 PAMLNATLES h:é-A Po1.9avANT

0 DSS/?7127 A% A1N0etT 0 0P+ 0T AALFTE @RI° P08 ATHET0 700 PAANATLSL Afed
paq.eavhnt

O Aa0 A%0 et (h30 $5° P10) ARANALLL hhed Due

02 W §6PTE @A ha81 N0¢- (Lt FEPTF P P8 UIA PHLIM(TRELHE) hqE AALTF °CLE hT D¢
TP PALAIAT PAOANTTT A1€ ORI° PAH DT DAL AG +994m« F4 PP rF: (I FenI49° U0t £94, (18T

TPLAN PALAIA ( POAR [(hIP AAST O9° PPH) AAL AILTINOD= AMEMS PaPF4P he:ed A S0 TP ALLL
efan: U/A $o 291020 LH
(A/B FORM EXPIRATION): (Registrar - enter date into PowerSchool).

| certify that | personally reviewed all the documents presented and affirm that the
information represented above is true and factual to the best of my knowledge,
information, and belief. | also affirm that copies of all required documentation will be
attached to this document and placed in the student’s file.

School Official Name (Print) School Official(Signature) Date

£402018




P02 1T PATFD- PavG 4P (L1 heda 714018 (12T

U-e9° (19.000PHI DA AASLPT DRI° A& 0FD PLLA TTISPT 291.PCN (1&T avte AI° AG CAMLNATZLLL NiHal
avQLP K¢ 091,040, av Py AANT:

AT L8 U I (PooG4f K& AT NHHLHGT (18T aohhd A7 )
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STUDENT HEALTH INFORMATION FORM - Alexandria City Public Schools ¥

PAGE 1 OF 2 Alexandria City Public Schools
Student’s Last Name: First Name:

AT AT (PaP6R,LT/PAOT N9P) PavEaL4 P (9P (PSS (19°)

Date of Birth: Grade: School Year:

PTm-AL b7 Phed 848 PHIOUCT Gavit

STUDENT HEALTH CONDITIONS 196 emS ve I PT

Check all boxes that apply to the student.  +712m<7 2790007 U~ 7I° ATGTF LIl ez
ALLERGIES »AcioF [] Yes ae [ No eao»

Allerey Type: AQh® ORFIAHE NF L%

O Food List food(s):
POAVET  RHCNHS

Medication List medication(s):
a1 R SHCHE:

070 P12 MLI° M1FATF avind
Other:
MAE

Date of last severe reaction:
N0 PAACE, TIC £2mae(1t Paven, Lam- 7

Date of last hospital or emergency room visit due to allergies:
NANCE, O119 PATFA ORI° L& 71HE hGd P20 T Paogn.lAm- ¢7

Currently prescribed medications and treatments for allergies:
NAv-+ @PF ARACE, P HH- 0oL 1T UnIPTPT

d
O Bee stings or insect bites
O

O Oral antihistamine (Benadryl, etc.) O Epinephrine (3 Has epinephrine injector
AT L7100 ATELAF 7187 (LTLSA LarafT) WTI96T AT-T7 hAD- 0P,?

3 Other:
MA:

FOOD RESTRICTIONS 174204 ¢+hanazo- o907 [ Yes A~ [] No oao®

O Due to Gastrointestinal (Digestive) distress  List food(s):
020TC A7 FAFRGA (PPN aPdent) T9C PRIt PPUVET RHCHSE

3 Due to religious or other preferences List food(s):
072795+ MRI° 104 F°CmPTF PN OU0ET SHCHGE

ASTHMA 07 [ ] Yes x4 [] No wa®

Currently prescribed medications and treatments for asthma:
AU+ @ ARQIP eI HI @Y TG Yhgoq P

O Daily control (prevention) medication
(96AE PTLDASG PrPMMAL (PrrhADE) aoLY 1R T

O As needed (rescue) medication
W78 hOZALYE PTLON8. (PT985) av @y o]

Date of last hospital or emergency room visit due to asthma:
NG 110 POTHA OLRI° 711G NGA PLLNT Paven.lAm- 7t

DIABETES 7% [ ] Yes ha [ ] No ease
Date of last hospital or emergency room visit due to diabetes:
NG 110 PATFA @I 0L 711HE hGA PLLNT Paven,LAm- 7t

Does the student’s diabetes require medication and/or blood testing IN SCHOOL?
LTS ANC VaPI° (FIPVCT (W AP &Y' 1t K18.0N LG 22I° I°Cavl- K14.L2CN LMEPH DL?

O No O Yes List medication(s):
hLmePge LmeFPA LY IAET LHCHSG:

SEIZURE DISORDER #7174 (177 [_| Yes ha [_] No A
Does the student’s seizure disorder require medication IN SCHOOL?
PHaIs@ PN OTF MHPUCT L APA PRV WISONL LMmRPA?

O No O Yes List medication(s):
A&MEPI° LMePA  LYLREY BHCHS:

Date of last seizure:
L9 pA N0 Lomar(\t Lavgn, LA~ ¢7:

Date of last hospital or emergency room visit due to seizure:
N7LPA O PPN PAT A ORI° L7115 hGd P2LN T Lavgn.Lam- 7¢
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STUDENT HEALTH INFORMATION FORM - Page 2 of 2

OTHER HEALTH CONDITIONS /.47 o5 0427 [] Yes hne

O ADHD O Congenital Heart Defect O
A TS, ANC PTOAL PN FIC
O Autism O Hemophilia
AtHIP BPPeN0EL )
3 Cerebral Palsy 3 Sickle Cell Disease
AN T ahA (LA yaoge a
O Developmental Delay O Cystic Fibrosis
PAL T APt a.ath enein d

[ ] No e

Obstructive Sleep Apnea
OXTPAG OPT P00
1740 PR FeIC
Nutritional Disorder
29291 FIC

Physical Disability

PANA T

Eczema

Alexandria City Public Schools

O Cancer
nyac

3 Chronic Infection (Hepatitis C, HIV)
000 A2N07 (LT 2100 AL

O Congenital/Chromosomal Disorders
ANE LTLONS/PRETPHI® aPHOpF

O Depression
PARICC a1t

ADHIY (T4./ 984 OT.F)
O Other physical or mental health conditions:
MA PANA OLIP PARIPC MG To1CT:

Does the student’s condition require IN SCHOOL USE of the following?
TG D oG FACT et O FPUCT L @-AP AT8.AMT 2T.me® TFO?

Medications: O No [ Yes List medication(s):
av @y pofE AP ARLAI® L AT RHCHSE
Special procedures: O No [ Yes List procedure(s):

AR PUNIPG L&A PAgP Al PUNICG LLATET BHCHS
Special equipment: 0 No (O Yes List equipment:

[\ NLUVASH eAT° Al AL CPTT RHCHSG

VISION CONDITIONS  ¢427 797 [ ] Yes aae [] No oo

3 Glasses 3 Contacts O Non correctable
T hht a0 apthnd eo7e
3 Other:
MA:
HEARING CONDITIONS  ¢woiert a7 [ ] Yes ane [] No eaoe
3 Hearing aid(s) 3 Non correctable
PP, @99l A PP aand eI A
3 Other:
MAz
STUDENT HEALTH CARE AND HEALTH COVERAGE  ?499%T ¢m.S NP5 emS 047
Does the student have health insurance? 0 No O Yes Name of health insurance company:
TOI0- MG TGN AAD- 0L? PAD-9° AND* MG AT0CTI0 & CPE A9°:
Name of student’s primary care doctor: Phone:
PTG PG hiLI® (97 aah:
Does the student have dental insurance? [J No 0 Yes Name of dental insurance company:
TGO PP UhIPT AT0CT0 hAD- DL? hho- A@I°  PPCH ATNCIN &C8E (9°F

Name of student’s dentist: Phone:
6@ TCA YNIP (9°F aahs:

PARENT/GUARDIAN AUTHORIZATION fP@AZ @L9° Phaf1 4. P&

ST FC NTLeI TNt Pt PFIPUCT Ot (G HGPT OF on LLD-AN: ALY UIP AA8LDT ORI° PhLD LH, TMET7 ATITT  ANLALD avN-
Noote £.22.00: MALT (/N OOT +75H@ AAE. 3ALYE MADAS (OFPC T9I6PT NAPELE DLTLTTD- 2711 UhIPS AT S8 =

9@ FIPUCT AT PTLLNID-T 116 DALY AdS1 ATIPUCT Ok 7750790 avit: AR 929 F A%A APCOT DRI avd P TPl AAVF@- =
ThhAT @7 0av@77HG PAOANE NCET PET ATITTF OFIPUCT (L ET 1CA ORI° aP I, £19%: e4GPA PHIPUCT (bt MG PP hPL: CAD- Pt MAE.
ORI° hAG1D+ AFIPUCT (L 1CH ANLALD? PUNIPG 0ol s A0 PET avqdB P P26 AL, YnI° IC avl Aav$PeC 0700 A NZU-§ PHAm 4.8
eavnt 98,3 At

Az PAL omS VoS ens N HIPVCT (L PHarN@- fUh9PS Geh, AAP<P PALT PmS Th TaCT Ntavaht A8.00RG LUTY ECI° 091avAnk: avl B PT7
AAPOM- (hePRAU-___ ) (AANLPEI__ )z

do do not

£V 4.$& ACOP NAIG-T NATPCS AONLLINT 20 29125 LIPSA: PASP Y TIPUCT (L 1971,91C .P&P 7 N9 D90 LH, 9134t BT Ak NASP aoH
AL avl8 4. (LLL BUTT L4 aP.4° £99.04L 118 NAEP SM.G DLI° P +IPUCT a1 AL W19.99H LLLIA:

Parent/Guardian Signature: Date:
POAL: DRI° KA1, &.CTT 7

Revised 2/7/2023



COMMONWEALTH OF VIRGINIA

SCHOOL ENTRANCE HEALTH FORM
Health Information Form/Comprehensive Physical Examination Report/Certification of Immunization

Part I - HEALTH INFORMATION FORM

State law (Ref. Code of Virginia § 22.1-270) requires that your child is immunized and receives a comprehensive physical examination before entering public
kindergarten or elementary school. The parent or guardian completes this page (Part I) of the form. The Medical Provider completes Part Il and Part III of the
form. This form must be completed no carlier than one year before your child’s entry into school.

Name of School: Current Grade:
Student’s Name:
Last First Middle
Student’s Date of Birth: /1 Sex: State or Country of Birth: Main Language Spoken:
Student’s Address City State Zip Code
Name of Parent or Legal Guardian 1: Phone: - - Work or Cell: - -
Name of Parent or Legal Guardian 2: Phone: - - Work or Cell: - -
Emergency Contact: Phone: - - Work or Cell: - -
Hospital Preference:
Child’s Health Insurance: None FAMIS Plus (Medicaid) FAMIS Private/Commercial/ Employer Sponsored
Box 1. Pre-Existing Conditions
Condition Yes Comments Condition Yes Comments

Allergies (food, insects, drugs, latex)

Please list Life Threatening Allergies:

Diabetes: Type 1

Diabetes: Type 2

Insulin pump

Allergies (seasonal)

Head injury, concussion

Asthma or breathing conditions

Hearing conditions or deafness

Attention-Deficit/Hyperactivity Disorder

Heart conditions

Behavioral/Psych/ Social conditions

Lead poisoning

Developmental conditions Muscle conditions

Bladder conditions Seizures

Bleeding conditions Sickle Cell Disease (not trait)

Bowel conditions Speech conditions

Cerebral Palsy Spinal injury

Cystic fibrosis Surgery

Dental Health conditions Vision conditions

Describe any other important health-related information about your child (O Feeding tube , [0 Trach , OOxygen support, O Hearing aids, O Dental appliance, 0 Wheelchair, Hospitalizations, etc.):

Box 2. Medications
List all prescription, emergency, over-the-counter, and herbal medications your child takes regularly (Home/ School):

Medication Name Dosage Time Administered ( Home/School) Notes

Sl bl B

Additional Medications (Name, Dose, Time Administered, Notes)

Check here if you want to discuss confidential information with the school nurse or other school authority. Yes No  Please provide the following information:
Type Name Phone Date of Last Appointment
Pediatrician/primary care provider
Specialist
Dentist
Case Worker (if applicable)
1 (do) (do not ) authorize my child’s health care provider and designated provider of health care in the school setting to

discuss my child’s health concerns and/or exchange information pertaining to this form. This authorization will be in place until or unless you
withdraw it. You may withdraw your authorization at any time by contacting your child’s school. When information is released from your child’s record,
documentation of the disclosure is maintained in your child’s health or scholastic record.

Signature of Parent or Legal Guardian:
Signature of Interpreter:

Date: / /
Date / /

MCH213G reviewed 10/2020



COMMONWEALTH OF VIRGINIA

SCHOOL ENTRANCE HEALTH FORM Check if the student’s
Immunization
PartII - Certification of Immunization Records are attached

using a separate form

Section I signed by HCP

See Section II for conditional enrollment and exemptions.
A copy of the immunization record signed or stamped by a physician or designee, registered nurse, or health department official indicating the dates of
administration including month, day, and year of the required vaccines shall be acceptable in lieu of recording these dates on this form as long as the
record is attached to this form. Form must be signed and dated by the Medical Provider or Health Department Official in the appropriate box. Please
contact your local health department for assistance with foreign vaccine records.

Student Name: Date of Birth : / / Sex:
[Race (Optional): Ethnicity: |:|Hispanic |:| Non-Hispanic

IMMUNIZATION RECORD COMPLETE DATES (month, day, year) OF VACCINE DOSES GIVEN
Diphtheria, Tetanus, Pertussis Vaccine (DTP, 1 2 3 4 5
DTaP)
Diphtheria, Tetanus (DT) or Tdap or Td 1 2 3 4 5
Vaccine (given after 7 years of age)
Tdap Vaccine booster 1
Poliomyelitis Vaccine (IPV, OPV) 1 2 3 4 5
Haemophilus influenzae Type b 1 2 3 4

Vaccine (Hib conjugate)
only for children <60 months of age

Rotavirus Vaccine (RV) 1 2 3
only for children <8 months of age

Pneumococcal Vaccine (PCV conjugate) 1 2 3 4
only for children <60 months of age
Varicella Vaccine 1 2 [Date of Varicella Disease OR Serological Confirmation of Varicella
Immunity:

Measles, Mumps, Rubella Vaccine (MMR 1 2
vaccine)
Measles Vaccine (Rubeola) 1 2 Serological Confirmation of Measles Immunity:
Rubella Vaccine 1 2 Serological Confirmation of Rubella Immunity:
Mumps Vaccine 1 2 Serological Confirmation of Mumps Immunity:
Hepatitis B Vaccine (HBV) 1 2 3 4

O Merck adult formulation used
Hepatitis A Vaccine 1 2
Meningococcal ACWY Vaccine 1 2
Meningococcal B Vaccine 1 2 3
Human Papillomavirus Vaccine (HPV) 1 2 3
Influenza (Yearly) 1 2 3 4 5
Other 1 2 3 4 5
Other 1 2 3 4 5

Certification of Immunization
I certify that this child is ADEQUATELY OR AGE APPROPRIATELY IMMUNIZED in accordance with the MINIMUM requirements for attending school,
child care or preschool prescribed by the State Board of Health’s Regulations for the Immunization of School Children (Reference Section III).

Signature of Medical Provider or Health Department Official: Date (Mo., Day, Yr.): __ /__/

MCH213G reviewed 10/2020



Section 11
Conditional Enrollment and Exemptions

Complete the medical exemption or conditional enrollment section as appropriate to include signature and date.
This section must be attached to Part [ Health Information (to be filled out and signed by parent).

Date of Birth: | | |

Student’s Name:
Parent or Legal Guardian Name:
Parent or Legal Guardian Name:
Phone Number:

MEDICAL EXEMPTION: As specified in the Code of Virginia § 22.1-271.2, C (ii), I certify that administration of
the vaccine(s) designated below would be detrimental to this student’s health. The vaccine(s) is (are) specifically

contraindicated because (please specify):

DTP/DTaP/Tdap :[ ]; DT/Td: ]; OPV/IPV:[ ]; Hib:[ 1; PCV:[ 1; RV:[ ]; Measles :[ 1;

Mumps:[  ]; Rubella:[  ]; VAR:[ 1; Men ACWY:[  ];:MenB:[  ];Hep A:[ ;s HBV:[ ]

This contraindication is permanent: [ ], or temporary [ ] and expected to preclude immunizations until: Date (Mo.,

Day, Yr.): | | |

Date (Mo., Day, Yr.): | |

Signature of Medical Provider or Health Department Official:

RELIGIOUS EXEMPTION: The Code of Virginia allows a child an exemption from receiving immunizations required for school attendance if the student or the student’s
parent/guardian submits an affidavit to the school’s admitting official stating that the administration of immunizing agents conflicts with the student’s religious tenets or
practices. Any student entering school must submit this aftidavit on a CERTIFICATE OF RELIGIOUS EXEMPTION (Form CRE-1), which may be obtained at any local

health department, school division superintendent’s office or local department of social services. Ref. Code of Virginia § 22.1-271.2, C (i).

CONDITIONAL ENROLLMENT: As specified in the Code of Virginia § 22.1-271.2, B, I certify that this child has received at least one dose of each of the vaccines
required by the State Board of Health for attending school and that this child has a plan for the completion of his/her requirements within the next 90 calendar days. Next

immunization due on

Date (Mo., Day, Yr.):| |

Signature of Medical Provider or Health Department Official:

Section 11l Requirements

For Minimum Immunization Requirements for Entry into School and Day Care, consult the Division of Immunization web site at
https://www.vdh.virginia.gov/immunization/requirements/

Children shall be immunized in accordance with the Immunization Schedule developed and published by the Centers for Disease Control (CDC), Advisory Committee on
Immunization Practices (ACIP), the American Academy of Pediatrics (AAP), and the American Academy of Family Physicians (AAFP), otherwise known as ACIP
recommendations (Ref. Code of Virginia § 32.1-46(a)).

(Requirements are subject to change.)

MCH213G reviewed 10/2020



https://www.vdh.virginia.gov/immunization/requirements/

Part III -- COMPREHENSIVE PHYSICAL EXAMINATION REPORT

A qualified licensed physician, nurse practitioner, or physician assistant must complete Part III. The exam must be done no longer than one year before entry
into kindergarten or elementary school (Ref. Code of Virginia § 22.1-270). Instructions for completing this form can be found at www.vdh.virginia.gov/school-
age-health-and-forms/school-health-forms-and-action-plans/

Student’s Name: Date of Birth: Sex: M /F /

Physical Examination

Date of Assessment: / / 1 = Within normal 2 = Abnormal finding 3 = Referred for evaluation or treatment
- Weight: Ibs. Height: ft. in.
= 1 12 |3 123 1 123
QE) Body Mass Index (BMI): BP HEENT Neurological Skin
@ O Age/ gender appropriate history completed Lungs Abdomen Genital
g O Anticipatory guidance provided Heart Extremities Urinary
<
= Tuberculosis Screening
E Check the box that applies:
== [J No risk for TB infection identified O No symptoms compatible with O Risk for TB infection or symptoms identified

active TB disease

Test for TB Infection: TST IGRA Date: _ TST Reading mm TST/IGRA Result: o Negative g Positive

CXR required if positive test for TB infection or TB symptoms. =~ CXR Date: Normal _ Abnormal

EPSDT Screens Required for Head Start — include specific results and date:

Blood Lead: Hct/Hgb

Assessed for: Assessment Method: Within normal Concern identified: Referred for Evaluation

Emotional/Social

Problem Solving

Language/Communication

Fine Motor Skills

Developmental
Screen

Gross Motor Skills

O Screened at 20dB: Indicate Pass (P) or Refer (R) in each box.
0 Screened by OAE (Otoacoustic Emissions): 0O Pass 0O Referred

. O Referred to Audiologist/ENT O Unable to test — needs rescreen
g3
5 g 1000 2000 4000 O Permanent Hearing Loss Previously identified: O Left O Right
B
] R
= T O Hearing aid or another assistive device
= 0O With Corrective Lenses (Check if yes) O Problems Identified: Referred for Treatment
[
g Stereopsis O Pass 0O Fail 0 Not tested E § O No Problem: Referred for prevention
- . =
(g Distance | Both R L [Testused: S 5| 0 No Referral: Already receiving dental care
2 20/ 20/ 20/ /|«
= O Unable to perform
>
O Pass O Referred to eye doctor [ Unable to test-needs rescreen

Summary of Findings (check one):
o Well child; no conditions identified of concern to school program activities
Conditions identified that are important to schooling or physical activity (complete sections below and/or explain here):

Allergy: o food: O insect: o0 medicine: o other:
Type of allergic reaction: 0 anaphylaxis © local reaction Response required: © none 0 epinephrine auto-injector 0 other::

]

g ____Individualized Health Care Plan needed (c.g., asthma, diabetes, seizure disorder, severe allergy, etc)

2 | __ Restricted Activity Specify:

& | __ Developmental Evaluation o HasIEP o Further evaluation needed for:
__ Medication. Child takes medicine for specific health condition(s). 0 Medication must be given and/or available at school.
__ Special Diet Specify:
____Special Needs Specify:

Recommendations to (Pre) School ,
Child Care, or Early Intervention

Other Comments:

Health Care Professional’s Certification (Write legibly or stamp) [ By checking this box, I certify with an electronic signature that all of the
information entered above is accurate (enter name and date on signature and date lines below).

Name: Signature/Date:
Practice / Clinic: Address:
Phone: - - Fax: - - Email:

MCH213G reviewed 10/2020
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YCI*S4

Alexandria City Public Schools

CaARALSE NT0T R HA TPPUCT (L (Alexandria City Public Schools) RODAXH ADGPSL

AGPPOA-h95T/AL T9°UCH (Special Education) - NGPAPEL-1H.2
Nh92&-6001 T 4. PL-2TAMT O APH

$7:

1996 (9°: 21076 a0 F 042 «M( (ID)#:
AP L-NLt h &6 AT CTI/Apt: H.Y/Zip:
CAZ/hALN, A (TH): OAF/ KLY, - 299615 T R 1%:

nd'n €MCH:

e0t: e Paga (Cell):

TPPUCT L1

MR- AL (Pick Up A99£:4°1) 4PL-2TAMTO AP (other than Nh) PR AALLPH @D -AA YU hS J AP

AUt @eq° ®@"1:9° (sibling) - P10 - A H{HE &7FAA): 4 PL-2TAMTE 3 APF NF 64 P&

4L TOMTF@ APH OT° LA®-HIL:4 (Relationship) fdn RC(CH)
@AF KA, §COY: ¢
2CON-APG°Y( 4,C97: 7
For Office Use Only: Date:
Received by: Date: Time:

Please note: This form must be submitted by 12 p.m. in order to be effective immediately. If submitted after 12 p.m.,
change will go into effect the following school day. Principals MUST approve in order to be processed.

Revised 2/7/2023



1974 - POAL: P804 TG
STUDENT-PARENT SURVEY

Survey Date 10/30/2024 - Each Section MUST be Completely Filled in Where Applicable
Al . . N 204 PGk OFRLINE $7:10/30/2024 - ALTETE NGA 9 (- 190+ aPPAT AANT (PILoPANIF O+ 190+
exandria City Public Schools /

B LT b0 N800 @07V £0G PTLETT HOISPTT PIPGOTIPC OUT NEofS-h a0 7N OB £0G TITTF KTTANT: (AN OOT P DAT ORI hA8T (4840 TNEF PUIRTC
DRI L1004 NPT AANPT NFEA 1 IPA AT £4.49° NHLT° 7 L34

Ah® OR7NHE NF 22¢d

Section 1: STUDENT INFORMATION h&A 1 - 01920 a5

Student Name: ¢+a9cm-n9>: Last eaed f19° First as Middle eant age Student ID ¢e950- oo 40
Address: A&cd: Number & Street ¢vc hs 0996 19 City oy State ank Zip Code ¢ahan. avA &7c (1T he)
Name of School ¢r9ouct 0.4 age Grade ¢r9°uct hea Birth Date ¢ra-a 8 7 Home Phone ¢+ ah ¢rc

If the above property is federal property, please enter the name of the property hag ¢rmeao: 00+ 0,000 0 nry: APy 07047 A9 eanlr

Section 2 — EMPLOYMENT INFORMATION: CIVILIANS ONLY working on federal property
h§A 2 - P0é- PTC 2B (4244 T AL KOO% PTLTTF AT NF

Parent/Guardian Name: ¢oag/aag ag>: - Last eaet age First ag» MI eAQ 197 o9 2,840 Employer Name ¢fi¢. 07

Employer Address (Physical Location) ¢n¢. »&cd (90 o1 a2¢4)  Building Number & Street ¢via e A4 0944 ng° City b7 State st Zip Code eAha. ovA P 7 (T &)

Federal Property Name (see back side for list of eligible federal properties) ¢z.2.c-o 0k 09 (N 00 08,8000 TOLATT HCNUC 1015 B Lovahk)

Federal Property Address ¢z.2c.a ¥k h&et Number & Street n9° x4 heeid City hvte7  State ant+ Zip Code eAhaN. ovA P 7 (T &)

Section 3 — PARENT/GUARDIAN EMPLOYMENT INFORMATION: UNIFORMED SERVICES PARENT/GUARDIAN
h&A 3 - COABTRAATL, 00 & PTC 9045+ OFLLP RIDCAT PAD- DATRAS,

PGk 1HRLINE At NOAZT/ANEGLPTF K1GFD- (18GLHL AlE T POFLLP ATAINRT DT (127 AL NIN% (HY NEA O-AT a2ZBD7 L0103 (TG \-FLLINE AdE v-ARI°
OAZTF (@OFLLP 18 AL NINGT AANPFT AA U-AHE PR Lov-r)z
0 Student is not military connected — (Do not complete any further in Section 3) 9940 ©2-2.4% (00 SAD-9° - (20 NPT NILY (2T WEA 37 aPav4F A LLAD)

Branch of Active Service: xiaiaet Aetm-0T A+ PG
O Air Force acczea O Army o weeit O Coast Guard &9°0c annae O Marine Corps “izzbern O Navy eamc 2ea

O The Commissioned Corps of the National Oceanic and Atmospheric Administration — NOAA
H DT 078 DCTA AF H STGA A7 h78 WFPNL,Gh AGIPTVTGTT - hhh o (NOAA)

O The Commissioned Corps of the of the U.S. Public Health Services — USPHS - -
1 DOTTL DETA AT H 2.0 TAAR 20N ACEAN - ANT.AT-A0 (USPHS) Parent/Guardian Name (Last, First and MI)

. e . . . POAL/AAGT, A0 (PALT OFPT AIPE PAOT N9 a0 .24
[ National Guard or Reserves mobilized by Presidential Executive Order 13223 of 9/14/2001 and
Title 10 USC (Attach Copy of Activation Orders) 19/14/2001 T&GHA7FP FAHT 13223 A6 A7 10 a0 P01

299700 (%2R MAE OLI° FMAE SLA (919040 FRHITET PE, £LLH) Milltary Rank/Grgde
OFLLP TR LLE,

O National Guard; Reserve %% mas: +mas

0 Reserve; Student is a dependent of a member of the Reserve Forces (Army, Navy, Air Force, Marine Corps or Coast Guard).
+MAOEE FCUDIP EMANE ZEA AAA PP AD: P15 10 (MC WERTF PAMC 2EA7 ALC 2EAF 167 DCTA ORI L9°0C ANNAS)

Section 4 — PARENT/GUARDIAN EMPLOYMENT INFORMATION: FOREIGN MILITARY
hEA 4 - POAP RO, PAL PTC a0lE: SO-5P> 110 D-F2CS

2804 PG IFLLI0F ANt NOALT/AASL.PT K1SF O (OFLLP RININET O-AT 1£7¢- AL N104 NHY hGA O-OT aoZED-7 S0 PANAH.LT LUTT hed SHAN =

Parent/Guardian Name (Last, First and MI) ¢0AE /A7, A9° (P40 0977 Q907 CANT N9° aPd 2.4 Foreign Government Name ¢a-> x1¢ o010 (19°

Military Rank/Grade o229 @1z Branch of Service ¢hiac0et ¢rens

£V a2l8 (APPTHT b8 TEAI® (Impact Aid Program) (IC Adof& PI°TPCND-7 PTTHA TEE ATPLIG LD-AN (PAILT LT A CU-NTT LT &7 K& VI 04840
THA ATITTF PIPGTPCOD- TIaPANF TN 0T1.LLANE NPTE LY 99 F AATBSN PHIPUCT aPPP6 e AT LTAA: ACPS 04,840 T7HA A0 LCADOT ATITTF LTA H2L LV P&
avgLP° WG P1I° avRG AANF=

LUTT PR (0PLLI°F (HY P& AL P44 AT 0045 PLEPF Navte PGk (HLLINVE AW FhNAT AG 000 aPPGFDT AL DINAY-3

Signature of Parent/Guardian toae/aa4, o Date [mm/dd/yyyy] +7 (oc/¢7eaot 9oust)

Revised 2/7/2023



& PPt 04,840 TNLAT

AANCT 1. NCET &.24-0 nCF/@-0F 401 Courthouse Sq., Alexandria, VA 22314
WL, BHC A.h.0F 19844 or 19850 Blue Ridge Mountain Rd, Bluemont, VA 20135
ACAT17 SOSA L1567 Arlington, VA 22211

RICOLN OOTCE hCHY@-0F 200 S Washington St, Alexandria, VA 22314

L.AL.5 ATALL N7 0 1000 Colonial Farm Rd, MclLean, VA22101

G (CE.N PC4.C AWrHCE 17320 Dahlgren Rd, Dahlgren, VA 22448

(L.AL.h K2.AC.AT 14675 Lee Rd, Chantilly, VA 20151

hrh.h.b 12NN KO 43858 or 43872 Weather Service Rd, Sterling, VA 20166
400 AN AP& ALC 914427 1 Saarinen Ci, Sterling, VA 20166

T3 (118G A0 AL RUTR@-T (- fhrk)T Arlington, VA 22202

h&.ho.bo BPC ¢ Te-dh D PHCA 1 CE 825 E Market St, Leesburg, VA20176
CGAL &17 TTGA APCZCTE 1 Aviation Ci, Arlington, VA 22202

bbb 77190 F-07E 3699 Macintosh Dr, Warrenton, VA 20187

CAL &1 TATA ALCZ°CHE 2401 Smith By, Arlington, VA 22202

WF.LAL ANGTY, K18 ANG-F47 2501 Investigation PW, Quantico, VA22135

007 AF. ALOC 7H &7HCE 14390 Air and Space Museum Pw, Chantilly, VA 20151
ECT LADLC 9910 Té (L AT? Fort Belvoir, VA 22060

+CIC - 2007 ATAC.AF 6300 Georgetown Pike, McLean, VA 22101

€CT LABSC §CH (K1.5..4), 7500 Geoint Dr, Springfield, VA 22150

2.h0 ACTL §0GH 2CLT 111 S George Mason Dr, Arlington, VA 22204

G&T0LE B h0Lb A A.0L 6808, 6810, 6999, or 7000 Loisdale Rd, Springfield, VA 22150
.50 ACTL SHCA (71CE 6901, or 6978 Telegraph Rd, Alexandria, VA 22310
ECP T f0H b2.AS. A t0LF 4000 Arlington By, Arlington, VA 22204

.50 PAFCL (LC (P50.4.4.8), 2100 Jamieson Ave, Alexandria, VA 22314

BCE PATTT T3P LN TChBLE 700 GW Pw, VA 22101

2.0 DA DCL ¢80 MLP7 7323 Telegraph Rd, Alexandria, VA 22315

%22CA7 AT 1555 Southgate Rd, Arlington, VA 22214

2.0 BAENA ACH.27 12201 Sunrise Valley Dr, Reston, VA 20192

Y9°.60 A781C AT CE 7701 Telegraph Rd, Alexandria, VA 22315

PLrET 6271719 rCE — Site A, 8094 Shipmadilly Ln, Warrenton, VA 20186
7e01A AA, Ad0 (L2A4.7°1% 6801 Telegraph Rd, Alexandria, VA 22306

PLrTT T6L11 OWrtCE — A8t (LF 7471 Bear Wallow Rd, Warrenton, VA 20186
B (CH 9°2C - B728CA7T PAF Fort Myer, VA 22211

PLYET 6211 BTG - A2 AF 7248 Sumerduck Rd, Remington, VA 22734
67 nCTO WH Pt 3250 Catlin Ave, Quantico, VA 22134

PLITT T6L1T OWrTC - A2 4.5 22129 Confederate Rd, Elkwood, VA 22718
TICh ArTC 4.2.4-0 A0 NL2A4L77 1897 N Beauregard St, Alexandria, VA 22350
PAG T¢T 4C9° 7chi 1551 Trap Rd, Vienna, VA 22182



? 2022-23 &.(LT. 0. P4CT7 P&
% 2024-23 ACPS Signature Form

KNP PHUT PR U-0ETI 12T RavAE:
Alexandria City Public Schools A0h? ORPINHG NF 838

Student Name: Grade:
eHIsm- (9 Phed 45T
School:

TIPUCT O

Parent/Guardian Name: Date Form Completed:
POAL/RAAS1, (1977 P OTPANT 7

T PO A4 NEA PT.aPANT @ MHY P8 AL PPLO-TT TICTE Nk (LT 0. 20 9PaPS P aP4UG (www.acps.ki2.va.us/familyhandbook)
ORI (k. (LT oM. OHIPT VS £7I0F LA-17 10+ (www.acps.ki2va.us/codeofconduct): N&CTT 154 AQWPT AF°HI0 OPF OLI° +994@- +9°UCT
a0t 7 B°C At o0t AP OOT ATTISD- FIPYCT O RaPA(: @Y Po NPFIPUCT Gavt aoqPAT RCN T A=

Section A: Student Code of Conduct hed\ vz 1794 201 F°0C L7

o1 00V4 L0 NOFIPUCT Gt ARTAN: KHLCH £.LLIA: LUTT P& (19P4.L9PS aPA( 19PAh MALTS A8 1LPTF (V1 P FInkiNALSh vrT:
NACELL UTT AL PAF D7 PPNP PN WI8AT DG LAPI® 1A KILTLLHIF D 02,071 M ez WAL NFIPUCT hed ZAAPTE O-ALPTF AL

PO TPED-Y PavoIAg vV AAF D (109 L9L.mPP@- 0+9946PTF Nt 92910C L3N AFI6PT NI TOHC VAL 1T N9LATID- o718 Pavmebd® Z°AL(LE
FPUCT 10 AL 0918 T T +a94 A1 POINC & TR APt £48 70 i 07T TlamEP P&G Ph-NC L7 PHavank avavs ePTIG YNVFT Pt
1@< OALTF PSP 0T IPO10C L3NS ANAE N HIPUCT 103 AL PavT Tt apavg 0PFT a0+l 418 ko (L T (L. FIPUCT LAFT 09971 18,3
ANVE@-: @ALT QY IP910C L7 008 AL P17 1994 V6 P9I 21 +o1PFT (1 9°910C NTINEH TIVCT (ET PT1THE WH8.0-9° (N
goa0CS NHPUCT 103 AL T T (Faralrt AP 16 rbmPe NHIPUCT ik At FTF IC 0a018°TF 9183 AAVE®-: (e 969 DA LT pALIFFD-7
K189 QM- 097,040, 99,0155, K18.4.CaP9° U LNTLAA::

Parent/Guardian Signature:
PMAL OLI° A4, &.CTTE
Student Signature:
I8 4.CT:

Section B1: Student Directory Information (FERPA) h&d Az ©1994 avlF 1m-<m,

P8R LNtS Al FPTF 0o 00 @+ 0+ TISD- A9PE ALCAT FIPUCT (b F @PFAATTT AG WC OHT (9199407 00T AN BTC ASN19Px) P40
L EPTF PIF D KNI 1916 avl 8 0 hPUCT Ok OC 19T UHa0-RT W38.0) 998:49 1022 ¢4TIA Ag° 9108, (8240F8) aPlEPT (b (LT A0
PO aPO% T AL LATA: PABU-G NPT PRL&NTE aPCBPT TP LFAN DA Aa81 AT aplBm- W80T hAadP NatdC::

Do NOT release the student’s directory information, except as required by state or federal law, from the date this form is signed
until September 15, 2024. | understand this means that information about and photographs featuring the student will be
excluded from school publications such as yearbooks, honor roll listings, and printed graduation/sports/theatrical programs.
OB AT 0.24-0 V9 aPALT NAPT (0rFPC 8V P8 Nt lae(lVE 7 A Adh ATHEIPNC(@PONLIP) 15F 2023 40 SFITED-7 AF° TM-67)
(%L&htd) alEPTF AMA @17 TI0L-6ht ALFAT: £V T QATTI4D< 0ol 8 WG PTTI5@- €418 NTIPUCT Lk UTaoT 4L hRDMI°
TAtg° (1900 3-@ avgZti (NG A° HCHCE AG (9°LF W7 CHRESTC TCACT viavt spgecs

Section B2: PTA Directories and School-Related Organizations h&a B2f T4k, 7108 A§ WHPUCT Ot IC 91157 SCBF

At SFPVCT (L @005, (PF) (RS AT DFPUCT Ot OC PHHav8. LCE-T) AMANT haod M-, PHOG N FOIPT WG (AONT AIHYT T1@-mPF
192m$g° KO NACH ATPIGTT (A aP998L WG TIPUCT Ot ATPAPLOPT OLI° Parn G a1 TAPT T ATIHIL T OHA+ mPILFPh: P05 h@-EP a0l E P
099961 K180~ QA THOPE DivERTF AG TEACIPT NaPGSPTT (K@ OLI° NATEA 1T R F AN U-(g° ©.a057, (PTF) AG AT 0HPUCT O DC
PHAPG. QCEATF a0l G (D-eR@- O-AT Ad AF AT OTT70 K909 BUTT 0025 NT9L LCERT ORI AMA TT7FD-9° s D17 ARARIPx:

YES, ACPS may release the student/family telephone number and email address to PTAs, booster organizations, and other
school-related organizations from the date this form is signed until September 15, 2024.

APE A (L Th0. ©T916/0 0 QAN TC AT AT A& AT Akt ALIE AR (FOTC) &CBRT AT WHPUCT O OC 19T &CEAT gV
$6 nrd.Lav(t 7 (4 Adh AT-EIPOC(EPANLIP) 157 2023 &40 PLEO7 TINFANG: ST A=

Section C: Media Participation  h&A i N9215F NH? AL avdviq:
OFPPUCT Gavk (aof PARP FA ORI b (LT 5ol PASPT EAPT @RGP ALALPT: PACHT MRI° PACALT PTON DLI° PhEA (é- T PALPT bU-G DOy T DRI°
NheA @07 @28+  OHTT PPN T FIPUCHP aPIANTPT AdA @17 ATINGeT ALAT BTAA BUTP Mo (LT b1, &4 AL PPN € TINPaPT T (b, (LT Aol
TYNEP 7080 040 T0C-enE DRIP AMA POHE @77 PANANLD-G PP 92155 YT (BOATHYE K7AL7 KS 0U-& Uﬂ"ﬂ“%??) PI°C PhkFAn

Do NOT use my child’s photograph, image, voice, writings, classwork or artwork in any of the ways described above from the
date this form is signed until September 15, 2024.
PALT 60T JONAT £9PH7 BU-ETE PhEA O-OT (- LI° PP (g NFITF DI hAL (bt a0 718F LU PO rhd.lor(t 7 (134 hah
A TEIPOC(EPONLIP) 158 2023 L4O A4 TmPar (1t =
Revised 2/7/2023



Section D: Responsible Use for Technology and Social Media  h&a ov% 3425 0910710+ aoAR FhTAKDS “TNER 15T W57 oombg®

FNTAETG LoD a21GG NHDTT DALTE NTLATID- a0 faodd® A NPT O-FTI5PF 00t 9°90C &7 @A L5 0 AQNP
eavpn:Fo-G¢ NHY (F-TF Ld.Cav

Parent/Guardian Signature:
LOAP MRI° KO8, &CoTE

K18 o181k OFIIPT o 920G L7170 @-AT POLTTHT CENTACES &4 12 AP PI° avavg ePF7 ATTNOC AOTT7T0D-=

Student Signature:
a6 .G

Section E: Student Record Information h&A w3 24914 29°HIN avlE

AU-ATT 27 FPUCT (Vi @AZT I ANTS 125 hed To14PT O F)

1 2001 POND- “aP39° AT DL, BA AR D9 Y] ATPK 9528 AL KIL+HLIN®E HIUCT (VT ANT8AGPT ADFLC AT TG ANGHE VT +RP
NL.neROF LH CU-ATS £LF HTILPTT APF A4S PAAN RTC PAM At AAVFD-: PTI° MAZTF (OLI° h&IBD18 PP 4914 DLYI° (U (T Tihe
KI8STC PPN 90 P o0 (-(Y) OHT14@- A9PF AL4-AT QAN RTC (1PLRTLE PXU-G &L ALPCAN ATLATAF O aPMPP L AN b (LT Ao
NHY P& PNEP avlB 0.4 W18L.L8.L° ParmPP ao-(VHP s hCA@PPT 10+ NHY (T At A9 @-OT K257 hdavlme HIPUCT Havy 2024-23 D-AT
POFLC AT (g PNS AP 07U AhAt L9° PnG AT U +29t 19L.me 0T L PASP 0ol 04 £.80. 00

Please check any of these groups if you do NOT want them to receive your child’s information:
AON® nTLt0 7 -2 FF aphnd PARP avl G K18 LANATFD- 09920 AL PANT SLCTNF D+

Do NOT release my child’s information to Military Recruiters

PAL, a0l G ADFLC PATIT K78LAT

Do NOT release my child’s information to Colleges/Other Educational Institutions
PAL, 9228 ADALAG AN CHIUCT R KR LATE

Do NOT release my child’s information to Prospective Employers
POE, a0l 8 NG NG AU ATLT O AnAT KT8 LATT

Section F: Book Contract h&A 43 Poghe @4\

AFPUCT (b (FONIO- (LT StaPAGs NTPI° O-an, OUP'HF g ORIP LA A0 TPI° AL PP P04 P avF:chGeT ORIP (Lt aP%hGT (@O PO APKYGTT
lov-te @2 (& AeoHnt ORI° 171 AdPhdA KT8U-9° AAATON N9I0CET ORI NomPI° PRLANVF DT 18T N9t AdPhd.h ANTTTTAY-

Parent/Guardian Signature:
PDAS MRI° A0S, &.COT:

Section G: School Bus Regulations  h&A a:- ¢TPUCT (T AO-Rh L30T

(k. 0L T 0. 2040 a2ag P avgsit @-AF /0T AP £70 Tnfdz CFPUCT Ot AQ-RA PoLmbar: A ST aohrtd LAVTF @7 L0 K700, 450
U7 AL FFIPUCTH (L AOR(EN @-OT ATLLAPD- QUG av<( YALTET ATP@-AL ANTTTIAD-=

Parent/Guardian Signature:
POAL MRI° AR, &CTE

PHPPYCTH (L AO-F00 P91 mPbav ABT aontd PACFD7 RI0F K100, 0480 A7 Wi +A441E avavs ePFET AThOC ANTT9TAU-=

Student Signature:
e+94 4.Co0"

Section H: Family Life Education 0400 HL@F +VUCT

PACPS a2 8048 £10F (FHIPYCT Goot: @-OT 07155 LHET U=t 27LAM@7 LA @ DT FIPUCT (Family Life Education (FLE)) PPHO-7 915490
AGILT A9 . 2L LANA: MO WO AIPUCTH aPCHNNC DAT TPI° AL L9L.0-Act FIPUCHT AhAA NABPH A9°UCT O @< (99,10~ 20+
Gt £99,9.f 710NN @077 AT (I Charles E. Beatley, Jr., Central Library, 15005 Duke Street £79.77@* @-QT 50 ALY ACYT-TIUCT IC B T1
U-09° PNGE LT AIPUCT O PaPL G POHEF AT (resources)t MGG F9PUCT O WPPTOF @0 +PPPMPA=: NAIHLY aPLEPT 015G D79° ATI0
ANOP 7 LA L DT TIPUCT 9296 L NGNT (Family Life Education Department) 272 (LA Q@ FIPUCT O-OT AdPSeT (ACOSP N I°79°
T70:49 P MNPNPF 11C PAT°=:

AZLT 0O AROT FIPYCT T1ESLN O-OT A29.4T6 PUIR4LNT NPT AOhPH7T hHY 0 FT PPah 8&CH:-

Please exempt my child from participation in the Family Life Education material.
AONLET AL MO ALOT FIPUCT T1E4 0D D-AT A4 T SAGT=

Parent/Guardian Signature:
DAL DRI KA, &CoT*

Revised 2/7/2023
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	Part I – HEALTH INFORMATION FORM
	Complete the medical exemption or conditional enrollment section as appropriate to include signature and date. This section must be attached to Part I Health Information (to be filled out and signed by parent).
	Section III Requirements

	Children shall be immunized in accordance with the Immunization Schedule developed and published by the Centers for Disease Control (CDC), Advisory Committee on Immunization Practices (ACIP), the American Academy of Pediatrics (AAP), and the American ...
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