
 
Monroe County School District     

Registration for 2023 – 2024 School Year   
 
 
                                                                                                    Date of Entry into a U.S. School (DEUSS):  

Registration for School Name:                                                                                    Date Registered: 

School No.:                     School Address: 

 

Child’s Full Legal Name:                                                                                S.S. Number:                                               (optional) 

Sex:             Birth Date:                           Birth Place:                                            Military Family Student:             Yes              No 

Home Address:                                                                                          Home Phone:  

Father’s Name:                                                                                Place of Work: 

Occupation:                                                                                     Phone:                                                Ext.:  

Mother’s Name:                                                                              Place of Work: 

Occupation:                                                                                     Phone:                                                Ext.:  

Mailing Address:                                                                            Guardian Name: 

Ethnicity:  Hispanic               (If you select this ethnicity then you must also select at least one race) 

Racial Category:  White             Black             Asian              American Indian or Alaskan Native   

                                          Native Hawaiian or Other Pacific Islander               (Please check all that apply) 

Neighbor/Relative to Contact in Case of Emergency: 

Neighbor/Relative Phone No.: 

Marital Status:     Married                Divorced                 Separated                 Single  

Child Lives With:    Both Parents                 Mother                 Father                 Guardian 

Family Moved into Monroe County for the First Time:    Month                           Year   

Child First Entered School in Monroe County:    Month                             Year 

What was the Last School in Monroe County that child attended? 

School Last Attended:                                                                       Address of School: 

City:                                             State:                                    Zip Code: 

In Case of Emergency:      Doctor Name:                                                            Phone: 

                                           Hospital:                                                                    Phone: 

Other Emergency Contact:  

Student Disclosures: Under Florida Statutes 232.0205, and district procedures, students/guardians are required to note a student’s previous school 

expulsions, arrests resulting in a charge, and juvenile justice actions against the student. Please explain any expulsions, arrests or juvenile actions: 

 

 

Special Notations: 

Medical Conditions: 

OFFICE USE ONLY 

Registration Information Taken By:                                                                Student I.D. No.: 

Physical Exam Received:  Yes               No                 Immunization Certificate Received:  Yes               No  

Proof of Birth:  Certificate No.:                            State:               Other: 

                              Do not copy passports or visas.             Verified By: 

E/W Code:                                     Entry/Withdrawal Date:   

Grade:                 Teacher:                                                      Teacher No.:  



Monroe County School District: Spanish and English 
HOME LANGUAGE SURVEY 

ENCUESTA SOBRE EL IDIOMA DEL HOGAR 

ESTUDIO DEL IDIOMA LOCAL 

Fecha : ______ Escuela : __________ _ 

Nombre del Estudiante. _ _ ____________ _ 

Favor de llenar la informaci6n siguiente: 

Primer ldioma ldioma 
idioma que se que habla 
que habla el niiio 
aprendi6 en casa mas fre-
el niiio mas fre cuentemeorn 

cuentemente 

Origen Nacional : ________________ _ 
(Pais donde naci6 el nii\o) 

Escriba' la Fecha en que el nliio ENTR6 a la Escuela en los 
E.E.U.U.: 

·--'--'-( mes ,1 dia / aiio) 

Favor contestar Si o NO : 

1.EI primer idioma del niiio fue otro idioma que el ingles ? 
2. Se usa otro idioma que el ingles en casa ? 
3. El niiio habla mas frecuentemente otro idioma que el ingles? 

Si No 
Si No 
Si No 

1.--------------:--- -::=- ----- ·---- ----------· 
School Scaff Only: 'DEUSS date 3 years or less and born ourside the US, enter in the 5705 
date of entry and codes 8Z14 far Immigrant non ELL and 8414 for Immigrant and ELL. 

Ml'SD- ESOL-00 1.J Revis<.! IOt:!7115 

COMMUNITY LANGUAGE SURVEY 

Date: _________ School: ___________ _ 

Student's Name ________________ _ 

Please complete the following information 

First 
Language 
Learned 
By Child 

Language 
Used 
Most Often 
at Home 

Language 
Most 
Frequently 
Spoken 
By Child 

National Origin: 
(Country where child was born) 

Write the Date of Entry into a United States School (DEUSS): ___ ,_, __ 
Month/ Day/ Year 

Please answer YES or NO: 

1. Did the student have a first language other than English? YES NO 

2. Is a language other than English used at home? YES NO 

3. Does student most frequently speak a language other than English? YES NO 

. -··---------- ... --------ii 
School Staff Only: 'DEU SS date 3 years or f,,ss and born outside the US, enter in the S705 
dat e of entry and codes 8Z14 for Immigrant non El l and 8414 for Immigrant and ELL 

Revised 10.27 .15 



HEALTH HISTORY/EMERGENCY CONTACT FORM      2023-2024 
 

This is required information that will be kept in the SCHOOL HEALTH CLINIC 
 

STUDENT’S NAME: ___________________________________________________________________________GRADE: ______________  
DATE OF BIRTH: _____________________    SEX: _______        HOMEROOM TEACHER: _______________________________________ 
PARENT/GUARDIAN NAME: __________________________________________________   HOME PHONE: _________________________ 
Parent/Guardian Address:  _____________________________________________________ WORK PHONE: _________________________ 
Parent’s cell phone number(s) ____________________________          __________________________________ 
 
EMERGENCY CONTACT if unable to reach parent/guardian: ________________________________________________________________ 
RELATIONSHIP: ______________________________HOME PHONE: ___________________ WORK PHONE: ______________________ 
Emergency contact’s cell phone number(s) ________________________    ______________________________ 
 
STUDENT’S PHYSICIAN: _______________________________ PHYSICIAN PHONE NUMBER __________________________________ 
 

 
CHECK ANY THAT CURRENTLY APPLY TO YOUR CHILD    PLEASE DESCRIBE 
 1.  ____ Eye or Vision problems                                          1. __________________________________________________________ 
 2.  ____ Ear/Hearing problems       2. __________________________________________________________ 
 3.  ____ Lung/Breathing problems, asthma, etc.   3. __________________________________________________________ 
 4.  ____ Heart problems/surgery/blood pressure problem   4. __________________________________________________________ 
 5.  ____ Kidney/bladder problems, surgery, etc.     5. __________________________________________________________ 
 6.  ____ Bone, joint or muscle problems    6. __________________________________________________________ 
 7.           Neurological problems, seizures, etc.     7. __________________________________________________________ 
 8.  ____ Spine or back problems, surgery, etc.    8. __________________________________________________________ 
 9.  ____ History of emotional/mental health problems    9. __________________________________________________________ 
  treatments or hospitalizations 
10. ____ Alcohol/drug use/abuse or treatment    10. _________________________________________________________ 
11. ____ Diabetes  (Type I or Type II)    11. _________________________________________________________ 
12. ____ Cancer      12. _________________________________________________________ 
13. ____ ADD/ADHD      13. _________________________________________________________ 
14. ____ Sickle Cell Disease or bleeding disorders  14. _________________________________________________________ 
15. ____ Cystic Fibrosis     15. _________________________________________________________ 
16. ___ Autism Spectrum Disorders    16. _________________________________________________________ 
17. ___ Lupus      17. _________________________________________________________  
 
18.   List any chronic or long term condition_____________________________________________________________________________ 
19.   List any surgery, date and reason ___________________________________________________________________________________ 
20.   List any hospitalization in the past five years___________________________________________________________________________ 
21.   List any restrictions on activity/physical handicaps___________________________________________________________________ 
      _______________________________________________________________________________________________________________ 
22.   List all daily medication your child takes ___________________________________________________________________________ 
      _______________________________________________________________________________________________________________ 
23.  List all allergies to medications, food products or insect stings your child has ________________________________________________ 
       Please specify those that are severe ________________________________________________________________________________ 
       Does your child have an Epi-Pen? __________________________Will you be providing one for the school?  [    ] Yes    [   ] No 
 
MY CHILD (STUDENT’S FULL NAME): _______________________________ has my permission to take part in the School Health Services 
Program.  I understand that my child will receive emergency care in the school, if needed and health services at school that may include: 
     * First aid for minor injuries, accidents, or illnesses         
     * Vision, hearing, height-weight, dental and scoliosis screenings        
     * Assistance with administration of doctor ordered medications     
     * Health education on specific health topics and approaches to wellness  
     * Assistance with doctor ordered minor, complex, or chronic health conditions or procedures  
 
I authorize the School District of Monroe County, Florida to release and exchange my child’s confidential information to agencies of the State of Florida to determine 
Medicaid eligibility and if applicable to bill Medicaid for reimbursable Certified School Match services referenced on my child’s individual education plan (IEP) and 
receive Medicaid reimbursement for Exceptional Student Education (ESE) services it provides to my child while at school. I understand that my child will receive services 
referenced on his/her IEP whether or not I give consent. 
 
I understand that in case of an accident or serious injury, first aid will be administered, and I will be contacted.  If I cannot be reached, I understand 
the contact the person/s listed on this form as emergency contacts, will be contacted. 
 
 
PARENT/GUARDIAN SIGNATURE: ___________________________________________                       DATE: ______________ 
 
 

IF YOU DO NOT WANT YOUR CHILD TO BE SEEN IN THE CLINIC, PLEASE ATTACH A WRITTEN NOTICE TO THIS FORM 



HEALTH HISTORY/EMERGENCY CONTACT FORM 2023-2024 
 

Esta es la información requerida que se guardará en la CLÍNICA DE SALUD ESCOLAR 

 
 
Nombre de estudiante: __________________________________________________ Grado: _______________ 
Fecha de Nacimiento: ______________________ Sexo: ____________ Profesor de aula: __________________________  
Nombre del Padre/Guardián: ___________________________________________ # de teléfono (casa): __________________ 
Dirección del Padre/Guardián: __________________________________________ # de teléfono (trabajo):_________________ 
El numeró de teléfono celular de los padres: ________________________________ 
 
Contacto de emergencia (si no podemos comunicarlos con el padre/guardián): _________________________________________ 
Relación: ______________________ # de teléfono (casa); _______________ # de teléfono (oficina): _________________ 
El número de teléfono celular __________________________    _______________________________________ 
 
Doctor de estudiante: ___________________________________________________ # de teléfono del doctor: _______________ 
 

 
MARQUE TODOS EN LA ACTUALIDAD QUE APLICAN A SU HIJO  PORFAVOR EXPLIQUE 
 1.  ____ Problemas del ojo/visión     1.  __________________________________________________ 
 2.  ____ Problemas de la oída/audición    2.  __________________________________________________ 
 3.  ____ Problemas de respiración, asma, etc.   3.  __________________________________________________ 
 4.  ____ Problemas del corazón/cirugía/ (pacemaker)                4.  __________________________________________________ 
 5.  ____ Problemas del riñón, vejiga, cirugía, etc.    5.  __________________________________________________ 
 6.  ____ Problemas del los huesos, articulaciones, musculo     6.  __________________________________________________ 
 7.  ____ Problemas neurológicos, ataques, etc.   7.  __________________________________________________ 
 8.  ____ Problemas de espina, espalda, cirugía, etc.                8.  __________________________________________________ 
 9.  ____ Historia de problemas emocionales mental             9.  __________________________________________________ 
  Tratamiento o hospitalización     
10.  ___   Alcohol, uso de drogas/abuso o tratamiento               10. __________________________________________________             
11.  ____Diabetes (Tipo I o Tipo II)                  11. __________________________________________________ 
12.  ____ Cáncer      12. __________________________________________________ 
13.  ____ ADD/ADHD     13. __________________________________________________ 
14.  ____ Anemia Falciforme o trastornos hemorrágicos 14. __________________________________________________ 
15.  ____ Fibrosis quística      15. __________________________________________________ 
16. ____ Desorden Del Espectro Autista    16. __________________________________________________ 
17. ____ Lupus      17. __________________________________________________ 
18. Indique condición prolongada o crónica: ____________________________________________________________________ 
19. Indique cualquier, fecha y razón: _________________________________________________________________________ 
20. Indique cualquier hospitalización en los últimos 5 anos: _________________________________________________________ 
21. Indique cualquier restricción de movimiento físico (minusvalida) ____________________________________________________ 
      _____________________________________________________________________________________________________ 
22. Indique todo tipo de medicamento que tome su niño/niña cada día: _______________________________________________ 
23. Indique todo tipo de alergia a medicamento, comida, o insectos: __________________________________________________ 
      Indique los graves:   ____________________________________________________________________________________ 
      Su niño/ niña tiene un Epi-Pen? ____________________Usted va a proporcionar uno para la escuela?    [  ]  Si   [  ]  No 
 

Mi niño/niña (NOMBRE COMPLETO): _______________________________________   tiene mi permiso a participar en el Programa 
de Servicios de Salud en la escuela.  Yo entiendo que mi hijo recibirá cuido de emergencia en la escuela, si es necesario y que los 
servicios puedan incluir: 
                             1.  Primeros auxilios, por accidentes o enfermedades                                    
                2.  Exámenes de Visión, audición, altura - pesó, dentales y de escoliosis     
                3.  Asistencia con la administración de medicinas ordenados por el médico      

               4.  Educación específica, y tópicos de salud para un buen bienestar 
  5. Asistencia con condiciones o procedimientos de salud menores, complejos o crónicos ordenados por el médico 

       

Yo autorizo que de información acerca de mi hijo al Distrito de escuela del condado de Monroe como nombre, edad y 
seguro social para las agencias del estado de la Florida con el propósito de saber si los niños son elegibles para el 
Medicad u otro seguro. También dar autorización para que el seguro de Medicad u otro seguro reciba pagos de estos por 
el servicio dado en la escuela de su hijo. 
 
Entiendo que en caso de accidente o lesión grave, se administrarán primeros auxilios y me contactarán.  Si no puedo ser contactado, 
entiendo que el contacto que la persona o personas que figuran en este formulario como contactos de emergencia, serán contactados. 
  
FIRMA DE PADRE/GUARDIAN: ___________________________________________________ FECHA: _______________ 
 
SI NO DESEA QUE SU HIJO SEA VISTO EN EL CLÍNICA , ADJUNTE UN AVISO POR ESCRITO A ESTE FORMULARIO 



FÒM ISTWA SANTE/ KONTAK IJANS      2023-2024 
 

Sa a se enfòmasyon obligatwa yo pral kenbe nan KLINIK SANTE LEKÒL la 
NON ELÈV: ___________________________________________________________________________KLAS: ______________ 
DAT NESANS: _____________________    SÈKS: _______        PWOFESÈ BAZ: _______________________________________ 
NON PARAN/GADYEN: __________________________________________________   TELEFÒN KAY: _________________________ 
Adrès paran/gadyen:  _____________________________________________________ TELEFÒN TRAVAY: _________________________ 
Nimewo telefòn selilè paran (yo) ____________________________          __________________________________ 
 
KONTAK IJANS si yo pa kabab jwenn paran/gadyen: ________________________________________________________________ 
RELASYON: ______________________________ TELEFÒN KAY: ___________________  
Nimewo telefòn selilè kontak ijans (yo)________________________    ______________________________ 
 
DOKTÈ ELÈV LA: _______________________________ NIMEWO TELEFÒN DOKTÈ __________________________________ 
 

 
TCHEKE NENPÒT KI APLIKE KOUNYE A POU PITIT OU    TANPRI DEKRI 
 1.  ____ Problem zye oswa vizyon     1. __________________________________________________________ 
 2.  ____ Problem zòrèy/tande      2. __________________________________________________________ 
 3.  ____ Problem poumon/respirasyon, opresyon, eks.   3. __________________________________________________________ 
 4.  ____ Problem kè/operasyon/pwoblèm tansyon   4. __________________________________________________________ 
 5.  ____ Problem nan ren/blad pipi, operasyon, eks.     5. __________________________________________________________ 
 6.  ____ Pwoblèm nan zo, jwenti oswa misk    6. __________________________________________________________ 
 7.  ____ Problem newolojik, kriz, eks.      7. __________________________________________________________ 
 8.  ____ Pwoblèm kolòn vètebral oswa do, operasyon, eks.  8. __________________________________________________________ 
 9.  ____ Istwa pwoblèm sante emosyonèl/mantal   9. __________________________________________________________ 
 tretman oswa entène lopital  
10. ____ Itilizasyon alkòl/dwòg/abi oswa tretman   10. _________________________________________________________ 
11. ____ Dyabèt (Tip I oswa Tip II)    11. _________________________________________________________ 
12. ____ Kansè      12. _________________________________________________________ 
13. ____ ADD/ADHD      13. _________________________________________________________ 
14. ____ Maladi Drépanocytose oswa maladi senyen  14. _________________________________________________________ 
15. ____ Fibwoz Sistik     15. _________________________________________________________ 
16. ____  Twoub Spectrum Otis yo    16. _________________________________________________________ 
17. ____  Lupus      17. _________________________________________________________  
 
18.  Lis nenpòt kondisyon kwonik oswa alontèm_____________________________________________________________________________ 
19.  Lis nenpòt operasyon, dat ak rezon___________________________________________________________________________________ 
20.  Lis nenpòt entène lopital nan senk ane ki sot pase yo____________________________________________________________________  
21.  Lis nenpòt restriksyon sou aktivite/andikap fizik__________________________________________________________________________ 
      _______________________________________________________________________________________________________________ 
22. Lis tout medikaman pitit ou a pran chak jou _________________________________________________________________________                         
      _______________________________________________________________________________________________________________ 
 
23.  Lis tout alèji ak medikaman, pwodwi manje oswa pike ensèk pitit ou a genyen________________________________________________ 
       Tanpri presize sa ki grav__________________________________________________________________________________________ 
       Èske pitit ou a gen yon Epi-Pen? __________________________ Èske w ap bay youn pou lekòl la? [  ]  Yes    [   ]  No 
 
PITIT MWEN (NON ELÈV LA): _______________________________ gen pèmisyon mwen pou patisipe nan Pwogram Sèvis Sante Lekòl la. 
Mwen konprann ke pitit mwen an pral resevwa swen ijans nan lekòl la, si li nesesè ak sèvis sante nan lekòl la ki ka gen ladan: 
      * Premye swen pou blesi minè, aksidan, oswa maladi 
      * Vizyon, tande, wotè-pwa, dantè ak eskolyoz tès depistaj 
      * Asistans ak administrasyon medikaman doktè te bay lòd 
      * Edikasyon sante sou sijè espesifik sante ak apwòch byennèt 
      * Asistans ak doktè yo bay lòd pou kondisyon oswa pwosedi sante minè, konplèks, oswa kwonik 
 
Mwen otorize Distri Lekòl Konte Monroe, Florid pou divilge epi chanje enfòmasyon konfidansyèl pitit mwen an bay ajans Eta Florid yo pou detèmine si elijiblite pou 
Medicaid epi si sa aplikab pou faktire Medicaid pou sèvis ranbousab Certified School Match refere yo nan plan edikasyon endividyèl pitit mwen an (IEP). ) epi resevwa 
ranbousman Medicaid pou sèvis Edikasyon Elèv Eksepsyonèl (ESE) li bay pitit mwen an pandan li nan lekòl la. Mwen konprann ke pitit mwen an pral resevwa sèvis ki 
refere li nan IEP li, kit mwen bay konsantman an oswa non. 
 
Mwen konprann ke nan ka yon aksidan oswa blesi grav, yo pral bay premye swen, epi yo pral kontakte mwen. Si yo pa ka jwenn mwen, mwen konprann yo pral kontakte 
moun/yo ki nan fòm sa a kòm kontak ijans. 

 
SIYATI PARAN/GADYEN: ___________________________________________                       DAT: _______________ 
 
 

SI OU PA VLE PITIT OU YO GEN SWEN NAN KLINIK LA, TANPRI TACHE YON AVI ALEKRI AK FÒM SA A. 



       
This survey is intended to address the requirements of the ESSA: McKinney Vento Act Title IX, Part A.  The answers to the questions 
below will assist in determining if your child qualifies for additional educational support services. Please respond to Section A, 
Section B, Section C, and fill in parent/guardian name, address, and phone.  PLEASE PRINT VERY CLEARLY, COMPLETE ONE PER 
SCHOOL and return the survey to your child’s teacher.  ¿Habla Ud. Español?  Por favor llene la encuesta al otro lado de este papel.  
Section A:  Name of Child(ren) in this school*: 
*If you have children attending another school, including pre-kindergarten, please fill out a form at that school for them. 

 
 
_______________________________________________________         ________          _________________________________________________________         _______________________________                  ____________________________________________ 

 First Name                                             MI         Last Name                                                  Grade                               School         

 
 

 
_______________________________________________________         ________          _________________________________________________________         _______________________________                  ____________________________________________ 

 First Name                                            MI         Last Name                                                  Grade                               School         

 
 
_______________________________________________________         ________          _________________________________________________________         _______________________________                  ____________________________________________ 

 First Name                                            MI         Last Name                                                  Grade                               School         

Place an “X” in the appropriate box to answer “YES” or “NO”. 
Section B:  QUESTIONS YES NO Hs CODE 
1. My family or one of my school age children lives in a tent campsite (without running water and/or 
electric), emergency or transitional shelter. 

  A 

2. My family temporarily lives with another family (doubled up) due to loss of housing, economic 
hardship, or a similar reason.           

  B 

3. My family lives in a location not ordinarily used as a sleeping space such as a car, park, public space, 
abandoned building, bus station, storage facility, substandard housing or boat at anchor without 
facilities (running water and/or electric) 

  D 

4. My family lives in a motel or hotel due to lack of alternate accommodations.     E 
5. Are you a laborer who moves from place to place to get temporary work harvesting seasonal crops?     
Section C:  If you answered “Yes” to questions 1-5, place a check next to the reason below that applies. 
We lost our home due to: 

  C CODE 

1)Mortgage Foreclosure   M 
2)Wildfire    W 
3)Man-made Disaster (Major)    D 
4)Natural Disaster (Earthquake, Flooding, Hurricane, Tropical Storm, Tornado) Circle One     E F H S T 
5)Pandemic (Major)   P 
6)Other -Please name (i.e. Unemployment/underemployment, forced eviction, domestic violence, lack of 
affordable housing/health care, mental illness, long term poverty, etc.) 

  N 

Section D:  QUESTIONS YES NO Hs CODE 
1. A child/youth in my home is an unaccompanied youth (not in the physical custody of a parent/guardian).    Y 

Parent or Guardian Name (Print):              

Street Address (Location of House):              

Mailing Address:               
   Street   City                   State                  Zip 

Home phone:      Cell phone:     Work phone:       

Parent or Guardian Signature:  ___________________________________________   Date: _______________________________ 
 

 

Directions for school Data Entry:  
For students with a YES response to questions 1-5, enter information into FOCUS under Homeless using the drop-down arrow and select from Homeless 
Student PK-12 & Homeless Cause. Also select Yes or No under the Homeless Unaccompanied Youth and Homeless Date (enter the date when the form 
was signed by parent/guardian or student) which serves as the Identification Date. This is VERY Important for free lunch.  Complete school data entry 
date at the bottom of the page and indicate the name/entered by.                                      
                                                                                                PLEASE SCAN THIS FORM INTO FILEBOUND.                                                              Updated: 06/12/2023 

School Data Entry: 

Date: ____________ Print your Name: ________________ 

Codes: Hs _________ C __________ UY __________ 

Student Residency Questionnaire  
2023-24 



      
Esta encuesta cubre los requisitos del Acto de la Ley Cada Estudiante Triunfa-McKinney Vento-Título IX, Parte A.  Las respuestas a las 
preguntas abajo nos asistirán a determinar si su niño califica para los servicios de apoyo académico adicionales.   Favor de responda 
a la Sección A, B, C, D y llene el nombre del Padre/Guardián, dirección y teléfono.  POR FAVOR ESCRIBA CON LETRA DE MOLDE MUY 
CLARAMENTE, LLENE UNA POR ESCUELA, y devuelva la encuesta al maestro de su hijo.  
Sección A: Nombre del Estudiante(s) en ésta Escuela*: 
*Si tiene niños asistiendo a otra escuela, incluyendo Pre-kindergarten, por favor llene un formulario en esa escuela para ellos. 

 

 
           

 Nombre  Sg Nombre (Inicial)  Apellido Grado  Escuela         

 
 

 
           

 Nombre  Sg Nombre (Inicial)  Apellido Grado  Escuela         

 

 
           

 Nombre  Sg Nombre (Inicial)  Apellido Grado  Escuela         

Coloque una “X” en la casilla apropiada para contestar “Sí” o “No.” 
Sección B:  Questionario Si No Hs CODE 
1. Mi familia o unos de mis hijos de edad escolar vive en un sitio de campamento en carpa o casa de 
campaña, en un albergue de emergencia o de transición (sin agua corriente y/o electricidad) 

  A 

2. Mi familia vive temporalmente con otra familia (compartiendo un hogar) debido a la pérdida de 
vivienda, dificultades económicas o una razón similar.          

  B 

3. Mi familia vive en un lugar donde generalmente no se usa como un espacio para dormir como en 
un coche, un parque, un lugar público, un edificio abandonado, una casa en condiciones inadecuada, 
en una estación de autobús, o en un bote anclado sin servicios básicos (agua, corriente y/o electricidad).   

  D 

4. Mi familia vive en un motel o en un hotel por falta de alojamiento alterno.     E 
5. ¿Es usted un trabajador que se translada de un lugar a otro en busca de un empleo temporal 
cosechando cultivos de temporada?  

   

Sección C: Si usted contestó “Sí” a cualquier pregunta 1-5 ponga un “” al lado de la razón abajo que 
aplica.  Perdimos nuestro hogar a causa de: 

  C CODE 

1) Embargo Hipotecario   M 
2) Incendio    W 
3) Desastre provocado por el ser humano (de causa mayor)   D 
4) Desastre Natural (Terremoto, Inundación, Huracán, Tormenta Tropical, Tornado)   Circule uno   E F H S T 
5) Pandemia (de causa mayor)   P 
6) Otro -Por favor indique uno (i.e Desempleo o salario bajo, desalojo, violencia doméstica, falta de vivienda 
económicas o de seguro médico, enfermedad mental, pobreza a largo tiempo, etc.) 

  N 

Sección D:  Questionario Si No Hs CODE 
1. Un niño/joven en mi casa es un joven que no está acompañado (joven que no está en la custodia física 
de un padre o tutor) 

  Y 

 

Nombre del Padre o Guardián (Escriba con letra de molde):            

Dirección (Lugar de su Casa):               

Dirección Postal:               
   Calle    Ciudad                 Estado  Código Postal 

Teléfono:      Teléfono celular:     Teléfono del trabajo:       

    Firma del Padre o Guardián:  ___________________________________________   Fecha: _______________________________ 

 

Directions for school Data Entry:  
For students with a YES response to questions 1-5, enter information into FOCUS under Homeless using the drop-down arrow and select from Homeless 
Student PK-12 & Homeless Cause. Also select Yes or No under the Homeless Unaccompanied Youth and Homeless Date (enter the date when the form 
was signed by parent/guardian or student) which serves as the Identification Date. This is VERY Important for free lunch.  Complete school data entry 
date at the bottom of the page and indicate the name/entered by.   PLEASE SCAN THIS FORM INTO FILEBOUND.                                   Updated: 06/12/2023 

School Data Entry: 

Date: ____________ Print your Name: ________________ 

Codes: Hs _________  C __________  UY __________ 

Cuestionario de Residencia Estudiantil 
2023-24 



           
Entansyon sondaj sa se pou adrese kondisyon de ESSA: McKinney Vento Act Title IX, Part A. Repons wap bay pou kesyon anba yo pral 
ede nou konnen si pitit ou a kalifye pou lòt sèvis nan domèn edikasyon. Tanpri reponn Seksyon A, B, C, D epi ranpli non Paran/Gadò, 
adrès, avèk telefòn.  TANPRI EKRI BYEN KLÈ: RANPLI YON FÒM POU CHAK LEKÒL OU GENYEN YON TIMOUN, epi retounen fòm sa bay 
profesè li.  
Seksyon A: Non pitit ou genyen nan lekòl sa *: 
* Si ou genyen timoun ki ale nan yon lòt lekòl, ni avan Jadendanfan, tanpri ranpli yon papye nan lekòl la pou yo. 

 
 
           

 Non MI Siyati  Klas  Lekòl         

 
 

 
           

 Non MI Siyati  Klas  Lekòl         

 
 
           

 Non MI Siyati  Klas  Lekòl         

Mete yon “X” andedan ti karo “WI” oswa “NON”. 
Seksyon B:  REPONN KESYON ANBA YO WI NON Hs CODE 
1. Fanmi mwen oswa youn nan pitit mwen ap viv nan yon kan anba tant (san dlo, avèk kouran), shelter 

(ebjeman) tranzisyonèl Ijans. 
  A 

2. Fanmi mwen ap viv nan kay avèk yon lòt fanmi tanporèman (double ak yon lot fanmi).  akòz pèt 
lojman, difikilte ekonomik, oswa yon rezon ki sanble.    

  B 

3. Fanmi mwen ap viv nan yon kote ki pa nòmalman itilize pou dòmi tankou yon machin, pak, espas 
piblik, bilding ki abandone, estasyon otobis, bato oswa yon kote san enstalasyon (pa genyen dlo oswa 
elektrik).   

  D 

4. Fanmi mwen ap viv nan motel oswa yon otèl paske nou pa genyen lòt kote.     E 
5. Èske ou se yon travayè ki chanje zòn pa sezon pou travay?    
Seksyon C: Si ou te reponn “Wi” nan kesyon  1-5, tanpri chwazi youn nan rezon anba yo: Nou te pèdi 
kay nou paske: 

  C CODE 

1)Yo sezi kay la paske nou pat kapab peye li   M 
2)Dife sovaj    W 
3) Katastwòf moun fè (Gwo)   D 
4)Yon Katastwòf natirèl (Tankou tranblemann tè, Inondasyon, Siklòn, Tanpèt Tropikal, oswa  tònad)    
Sekoure youn nan chwa sa yo 

  E F H S T 

5)Pandemi (Gwo)   P 
6)Lòt – Tanpri  chwazi  (Pap travay oswa pa byen touche nan travay, eviksyon, vyolans domestik, pa gen kay 
oswa swen sante, malad nan tèt) 

  N 

Seksyon D:  REPONN KESYON ANBA YO WI NON Hs CODE 
1. Yon timoun/jenn lakay mwen ki pa akonpaye (li pa nan gad fizik paran l/gadyen).   Y 

Paran oswa Gadò (Ekri non ou la):              

Adrès (kote ou rete):               

Kote ou resevwa lèt:               
    Wout   Vil                   Eta                  Zip Kòd 

Telefòn kay:       Selilè:      Telefòn Travay:       

Siyati Paran oswa Gadò (Siyen la):  ___________________________________________   Dat: ______________________________ 

 

Directions for school Data Entry:  
For students with a YES response to questions 1-5, enter information into FOCUS under Homeless using the drop-down arrow and select from Homeless 
Student PK-12 & Homeless Cause. Also select Yes or No under the Homeless Unaccompanied Youth and Homeless Date (enter the date when the form 
was signed by parent/guardian or student) which serves as the Identification Date. This is VERY Important for free lunch.  Complete school data entry 
date at the bottom of the page and indicate the name/entered by.                                      
                                                                                                PLEASE SCAN THIS FORM INTO FILEBOUND.                                                              Updated: 06/12/2023 

School Data Entry: 

Date: ____________ Print your Name: ________________ 

Codes: Hs _________  C __________  UY __________ 

Kesyonè Rezidans elèv yo 
2023-24 
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