
	
CHECKLIST	FOR	ROSS	SCHOOL	REGISTRATION	

	
	

o 	AERIES	AIR	ONLINE	REGISTRATION	
	
o 	BIRTH	CERTIFICATE	(ORIGINAL	OR	PASSPORT)	
	
o 	HOME	LANGUAGE	SURVEY	
	
o 	PRE-SCHOOL	INFORMATION	FORM	(PROVIDE	
	STAMPED	ENVELOPE	TO	PRE-SCHOOL	ADDRESSED	
	TO	ROSS	SCHOOL)	

	
o 	CUMULATIVE	RECORDS	REQUEST	
	
o STUDENT	INFORMATION	FORM	
	
o PROOF	OF	RESIDENCE	(PLEASE	BRING	ORIGINAL	
DOCUMENTS-TO.DISTRICT.OFFICE)	

	
o DENTAL	REPORT	
	
o EMERGENCY	CARD	
	
o IMMUNIZATION	RECORD	(PLEASE	BRING	A	COPY	
OF	THE	RECORD	

	
o MEDICAL	EXAM	REPORT	(PLEASE	BRING	A	COPY	OF	
THE	PHYSICAL	FROM	YOUR	CHILD’S	PHYSICIAN)			



ENGLISH	
	
	

_________________________	 	 	 	 ________________________________	
Date		 	 	 	 	 	 	 School	
	
	 	 	 	 	 	 	 	 ________________________________	
	 	 	 	 	 	 	 	 Teacher	
	

HOME	LANGUAGE	SURVEY	
The	California	Education	Code	requires	schools	to	determine	the	
language(s)	spoken	at	home	by	each	student.		This	information	is	essential	
in	order	for	schools	to	provide	meaningful	instruction	for	all	students.	
	
Your	cooperation	in	helping	us	meet	this	important	requirement	is	
requested.		Please	answer	the	following	questions	and	have	your	
son/daughter	return	this	form	to	his/her	teacher.		Thank	you	for	your	
help.	
	
	
Name	of	Student:		______________________________________		__________		__________	
	 	 	 	 Last	 	 First		 Middle	 Grade	 Age	
	
1.		Which	language	did	your	son/daughter	learn	when	he/she	first	began	to	talk.					______________	
	
2.		What	language	does	your	son/daughter	most	frequently	use	at	home?	 										______________	
	
3.		What	language	do	you	use	most	frequently	to	speak	to	your	son/daughter?										______________	
	
4.	Name	the	language	most	spoken	by	adults	at	home:	 	 	 	 										______________	
	
	
	
	
_________________________________________________________________________	
Signature	of	Parent	or	Guardian	
	
	
State	of	California	
Department	of	Education	
	



 
 
 

PRE-SCHOOL INFORMATION 
 
 
 

Dear Pre-School Teacher: 
 
To assist with this child’s transition to Kindergarten, please complete the information 
below and mail this completed form along with the Permission Form completed by the 
parent/guardian to his/her elementary school by June 5th.  This information will be passed 
on to the child’s kindergarten teacher.  Please keep this information confidential. 
Thank you. 
 

Pre-School Teacher Completing Form 
 
__________________________  ______________ ____________________ 
Name (please print)   Phone Number  Name of Program/School 
 
___________________________ 
Signature 
 
Child’s Name       Child’s Date of Birth 
 
________________________________________________________________________ 
First   Middle   Last  Month / Day / Year 
 

Child’s Social Emotional Development 
 

1. Are there other children that this child should not be placed with? 
! Yes                !No                  ! Don’t Know 

 
Other Child’s Name: _______________  Other Child’s Name: _______________ 

 
2. At school, does this child play mostly alone, with others, or both? 

  ! Mostly Alone                 ! Mostly With Others  ! Both          
 

How often is this child able to…(please check one) 
 

a. Sit attentively for 10-15 minutes for large group or circle time? 
!  Most of the time         ! Some of the time                    ! Never 
 

b. Cooperate with and share with others? 
! Most of the time         ! Some of the time  ! Never 

 
c. Follow the classroom routines? 
 ! Most of the time         ! Some of the time  ! Never 

 
d. Make a choice and engage in the selected activity? 
 ! Most of the time         ! Some of the time  ! Never 

 
e. Ask the teacher for help? 
 ! Most of the time         ! Some of the time  ! Never 
 
f. Follow two-step directions? 

! Most of the time  ! Some of the time  ! Never 
 

 
 
 
 



 
 
Please describe any areas in which this child needs help (e.g. toileting, classroom 
behavior). 
 
 
 
Please describe strategies or accommodations that work well for this child. 
 
 
________________________________________________________________________ 
Cognitive and Physical Development 
 
1. Can this child identify letters? 
   ! None  ! Few  ! Many ! All    ! Don’t Know 
 
2. Does this child show developmentally appropriate fine motor skills (for example, use 
     scissors, grip pencil, etc.)? 
   ! Yes  ! No  ! Don’t Know 
 
3. Can this child recognize numbers 1-10? 
    ! None  ! Few  ! Many ! All  ! Don’t Know 
  
4. Can this child write symbols to create meaning?  
    ! Yes  ! No  ! Don’t Know    

     
5. Can this child read? 
    ! Yes  ! No  ! Don’t Know 
 
Language Development 
 
1. How often does this child communicate clearly?   
   ! Most of the time       ! Some of the time        !Never 
 
2. How often does this child use sentences to communicate? 
   ! Most of the time   ! Some of the time  !Never 
 
Special Needs 
 
1. Does this child have an Individual Education Plan (IEP)? ! Yes ! No ! Don’t Know 
 
2. What services has this child received? 
 
 
 
3. Please describe this child’s learning style. 
 
 
 
Special Interests / Strengths 
 
1. Please describe this child’s favorite activities. 
 
 
 
2. Please describe this child’s strengths. 
 
 
3. What would you like another teacher to know about this child?  (For example: family      
situation, personality, behavior, living arrangements, etc.) 
 



	
	

REQUEST	FOR	CUMULATIVE	RECORDS	
	

SCHOOL/FACILITY	WHERE	EDUCATIONAL	RECORDS	AND	
MEDICAL	RECORDS	ARE	PRESENTLY	ON	FILE	

	
	
School/facility:	_______________________________________________	
	

Address:	______________________________________________________	
	
City,	State,	Zip	Code:	_________________________________________	
	
The	following	student(s)	has(ve)	enrolled	in	Ross	School.	
	
Name:	_______________________	Birthdate:__________	Grade:	_____	
Name:	_______________________	Birthdate:	_________		Grade:	_____	
Name:	_______________________	Birthdate:	_________		Grade:	_____	
	
Please	send	complete	information	by	forwarding	educational	
records,	special	education	records/psychological/psychometric	
reports	to:	
	

Ross	School	District	
	 	 	 	 					Attention:		Student	Records	
	 	 	 	 					P.O.	Box	1058	
	 	 	 																Ross,	CA		94957	
	
Parent/Guardian	Signature:	____________________________________	
	
Date:	______________________________________________________________	
	





Board	  Approved:	  May	  11,	  2016;	  Revised:	  	  September	  14,	  2016

	  	  	  	  California	  Government	  Code	  (sections	  243	  and	  244)	  defines	  residency	  as	  the	  location	  where	  a	  person	  lives/sleeps/domiciles.	  

Grade	  

Name	  (Signature)

For	  office	  use	  only:	  	  Approved	  by:	  ________________________________________________	  	  	  	  	  	  	  	  	  	  Date:	  	  ________________	  

	  CATEGORY	  III	  	  

Valid	  State	  Driver's	  License	  or	  Valid	  State	  Photo	  Identification	  Card	  or	  Gov't	  Issued	  Photo	  ID	  Card

By	  signing	  below,	  I	  declare	  under	  penalty	  of	  perjury	  under	  the	  laws	  of	  the	  State	  of	  California	  that	  all	  the	  information	  set	  forth	  above,	  and

that	  the	  documents	  I	  have	  submitted,	  including	  the	  address	  I	  have	  listed	  as	  my	  residence,	  and	  the	  fact	  that	  I	  am	  the	  parent	  or	  legal	  guardian	  

______________________________________________________________________________________________________________________
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Relationship	  to	  Student	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Date

	  ☐	  VALID	  IDENTIFICATION	  

of	  the	  student	  are	  true	  and	  corrrect.	  

	  	  	  	  	  PROVIDE	  ONE:

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Include	  copies	  of	  proof	  from	  ALL	  THREE	  categories	  as	  indicated	  below.	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  EXHIBIT	  5111.1

Last	  Name First	  Name

☐	  	  CABLE	  BILL

PROVIDE	  TWO	  FROM	  CATEGORY	  I	  BELOW:

ROSS	  SCHOOL	  DISTRICT
AFFIDAVIT	  OF	  PROOF	  OF	  RESIDENCY

HOME	  ADDRESS:______________________________________________________________________________________________________

☐	  COPY	  OF	  MOST	  RECENT	  PROPERTY	  TAX	  BILL
Must	  include	  your	  physical	  address.	  	  If	  property	  is	  in	  a	  trust,	  please	  submit

as	  Beneficiary,	  3)	  signature	  page,	  4)	  property	  description	  page	  	  
(Exhibit/Schedule	  A)	  referencing	  the	  parcel	  number	  or	  property	  address.

copies	  of	  these	  additional	  trust	  pages:	  1)	  first	  page,	  2)	  	  page	  that	  names	  applicant

lessor-‐lessee-‐realtor	  names	  and	  signatures.	  If	  lease	  is	  not	  current	  then	  proof	  of

	  lease	  payment	  within	  the	  last	  60	  days	  must	  accompany	  lease	  agreement.
Not	  accepted:	  Lease	  extensions,	  handwritten	  or	  month-‐to-‐month	  leases	  and

grant	  deeds.	  If	  you	  sub-‐lease	  or	  live	  with	  another	  individual,	  you	  are	  

required	  to	  submit	  a	  notarized	  affidavit	  (Exhibit	  5111.2)

If	  you	  do	  not	  have	  a	  PG&E	  statement	  in	  your	  name	  because
you	  sub-‐lease	  and/or	  live	  with	  another	  individual,	  you	  are	  

required	  to	  submit	  a	  notarized	  affidavit	  (Exhibit	  5111.2)

PROVIDE	  ONE	  FROM	  CATEGORY	  II	  BELOW:

CATEGORY	  I CATEGORY	  II

	  Within	  the	  last	  60	  days
	  Utility	  set-‐up	  and	  15-‐day	  notices	  are	  NOT	  accepted.

☐	  PG&E	  STATEMENT	  
	  Complete	  Statement
	  Within	  the	  last	  60	  days

Utility	  set-‐up	  and	  15-‐day	  notices	  are	  NOT	  accepted.

	  Complete	  Statement

☐	  	  WATER	  BILL
	  Complete	  Statement

A	  current	  dated	  lease	  agreement	  showing	  the	  address	  with	  the

	  Within	  the	  last	  60	  days
	  Utility	  set-‐up	  and	  15-‐day	  notices	  are	  NOT	  accepted.

Additionally,	  the	  individuals	  that	  you	  live	  with	  must	  provide	  a	  

	  PG&E	  statement	  in	  their	  name.

☐	  COPY	  OF	  CURRENT	  LEASE	  AGREEMENT
☐	  	  GARBAGE	  BILL

	  	  These	  statements	  reflect	  the	  address	  where	  the	  service	  is	  provided.

	  Complete	  Statement
Within	  the	  last	  60	  days

	  Utility	  set-‐up	  and	  15-‐day	  notices	  are	  NOT	  accepted.

*If	  you	  use	  a	  P.O.	  Box	  for	  mail	  delivery

	  If	  you	  use	  a	  P.O.Box	  for	  mail	  delivery	  you	  
must	  provide	  a	  copy	  of	  your	  entire	  PG&E,	  cable,	  water	  or	  garbage	  bill.



Oral Health Assessment Form 
T07-003, English, Arial Font 
Page 1 of 1 

Oral Health Assessment Form 
 

California law (Education Code Section 49452.8) states your child must have a dental check-up by May 31 of his/her first 
year in public school. A California licensed dental professional operating within his scope of practice must perform the 
check-up and fill out Section 2 of this form. If your child had a dental check-up in the 12 months before he/she started 
school, ask your dentist to fill out Section 2. If you are unable to get a dental check-up for your child, fill out Section 3.  
 

Section 1: Child’s Information (Filled out by parent or guardian) 
 

Child’s First Name: 
 

Last Name: Middle Initial: Child’s birth date: 

Address:  
 

Apt.: 
 

City: 
 

ZIP code: 

School Name: 
 

Teacher: Grade: Child’s Sex: 
□ Male            □ Female 

Parent/Guardian Name: Child’s race/ethnicity:         
□ White      □ Black/African American      □ Hispanic/Latino      □ Asian        
      □ Native American     □ Multi-racial        □ Other___________      
□ Native Hawaiian/Pacific Islander     □ Unknown 

   
Section 2:  Oral Health Data Collection (Filled out by a California licensed dental professional)      

IMPORTANT NOTE:  Consider each box separately.  Mark each box. 
Assessment 
Date: 

Caries Experience 
(Visible decay and/or 

fillings present) 
 

□ Yes              □ No 

Visible Decay 
Present: 

 

 
□ Yes     □ No 

Treatment Urgency: 
□ No obvious problem found 
□ Early dental care recommended (caries without pain or infection;   
    or child would benefit from sealants or further evaluation) 
□ Urgent care needed (pain, infection, swelling or soft tissue lesions) 

 
 
 
 
       
Licensed Dental Professional Signature             CA License Number         Date 

 
Section 3:  Waiver of Oral Health Assessment Requirement  
To be filled out by parent or guardian asking to be excused from this requirement 

 

Please excuse my child from the dental check-up because: (Check the box that best describes the reason) 
 

 

□ I am unable to find a dental office that will take my child’s dental insurance plan.  
       My child’s dental insurance plan is:  
 

       □ Medi-Cal/Denti-Cal    □ Healthy Families    □ Healthy Kids    □ Other ___________________    □ None      
 

□ I cannot afford a dental check-up for my child. 
 
 

□ I do not want my child to receive a dental check-up. 
 

Optional: other reasons my child could not get a dental check-up:       
 
If asking to be excused from this requirement: u____________________________________________________ 

                 Signature of parent or guardian  Date 
 
 

 
 
 
 
 

Return this form to the school no later than May 31 of your child’s first school year.  
Original to be kept in child’s school record.  

The law states schools must keep student health information private.  Your child's name will not be part of any report as a 
result of this law. This information may only be used for purposes related to your child's health.  If you have questions, 
please call your school. 











Ross School Emergency Card 
 
Please Complete Both Sides and Print Clearly 
 
_________________________, ______________________ Home Phone_________________ 
Last Name              First Name 
 

   Additional Emergency Phone ______________________________ 
   E-Mail Mother __________________________________________ 
   E-Mail Father   __________________________________________ 

 
F ____  M ____  Date of Birth _____________   Grade______ Teacher___________________ 
 
 
Mother’s Name ________________, ________________ Home Phone____________________ 
Street Address_________________________ P.O. Box __________ Town________________ 
Zip Code__________________ 
Work Number______________ Place of Work_______________________________________ 
Cell Phone Number_____________________  Pager Number___________________________ 
 
Father’s Name ________________, ________________ Home Phone____________________ 
Street Address_________________________ P.O. Box __________ Town________________ 
Zip Code__________________ 
Work Number______________ Place of Work_______________________________________ 
Cell Phone Number_____________________  Pager Number___________________________ 
 
 
List phone numbers ONLY of those that can be reached during school hours. 
 
Relative or Neighbor’s Name:____________________________________________________ 
Relationship to Child:___________________________________________________________ 
Home Number:________________________Work Number:____________________________ 
Cell Phone Number:____________________ Pager Number:____________________________ 
 
Relative or Neighbor’s Name:____________________________________________________ 
Relationship to Child:___________________________________________________________ 
Home Number: ________________________Work 
Number:____________________________ 
Cell Phone Number:____________________ Pager Number:____________________________ 
 
 
Please continue on back… 
 



 
Authorization to Treat a Minor 
I (we) the undersigned parent, parents, or legal guardian of ____________________________________________________a minor, 
do hereby authorize and consent to any X-Ray examination, anesthetic, medical or surgical diagnosis and treatment and emergency 
hospital care which is deemed advisable by and is to be rendered under the general or special supervision of any member of the 
medical staff and emergency room staff licensed under the provisions of the medicine practice act and on the staff of any acute general 
hospital holding a current license to operate a hospital or from the State of California Department of Public Health. It is understood 
that this authorization is given in advance of any specific diagnosis, treatment or hospital care being required but it is given to provide 
authority and power to render care which the aforementioned physician in the exercise of his/her best judgment may deem advisable. 
It is understood that every effort shall be made to contact the undersigned prior to entering treatment to the patient but that any of the 
above treatment will not be withheld if the undersigned cannot be reached. 
 
List any Restrictions on Medical Treatment: 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Signature: ________________________________________   Date:__________________________________ 
                Father, Mother or Legal Guardian 
 
 
Allergies to Food/Bees/Wasps/Drugs?  ___NO  ___Yes   If yes, list______________________ 
 
Special Health Problems  ___NO  ___Yes   If yes, describe_____________________________ 
 
____________________________________________________________________________ 
 
Daily Medication? ___NO  ___Yes    If yes, name of medication(s) and dosage ____________  
 
__________________________________________________________________________ 
 
Insurance Company: _______________________Policy Number:_______________________ 
 
Physician to be called: ___________________________       Phone Number:_______________ 
 
Address: ___________________________________ City:______________________________ 
 
Dentist to be called: _____________________________   Phone Number:_________________ 
 
Address: ___________________________________ City:______________________________ 
  
If hospitalization is necessary, please designate hospital: _______________________________ 
 

1. My signature does not indicate that consent to participate in any particular program has 
been given or withheld. 

2. If parents are divorced, may either parent pick up child? 
(if NO, please provide legal documentation)  Yes _____ No_____ 
 

Parent / Guardian Signature _____________________________________________________ 
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