
PEMBERTON TOWNSHIP SCHOOLS 
Hitt can get there from twrP! 

Registration Requirements for Students 
Please bring the follmving documents with you to Registration. 

Ali Registrants 1\tfust Hm,e: a s-dwol within Slate: 
Tramler Card 

out of S~ 
{see l'telow} 

6nHm: Pre~Registrntion Confirmation 
0 Cnt-rerit llortr,H' Card/Documentation 

r1;.gistf:;redfar public scfwol: 
Reconl .. Must i.... si,r1u1d -DJ 4, 

Proof of Residency - Please provide the items listed below for your type of residency: 

Homeowners 

0 One ( I ) of the folio wing: 
Property tax bill, Deed, Contracts of Sale, Mortgage, Tc)wnship Bill (Water, Sewer, Trash, etc) 

llenters 

D Lease 

Military Living in Bas~ Housing 

0 Housing Authority Permit or Lease 
Note: School Option far Military Personnel will be enforced. 

Residing with a Pemberton Township Resident 

0 One ( I ) of the fr11Iowing: 

Residents who own the home must file an "Affidavit of Dnmicile'' and provide proof of resiJency 
as a I Jomeowner (see above), 

Residents who rent the home must prnvidc a copy of their lease and an addendum by the landlord 
listing the ad<litional person(s) living on the property. 

[] Three (3) of the following (At least one guardiart must be listed 011 each item.): 
Voter Registration, Licenses, Permits, Financial Account Information, Utiiity Rills ( Electric, Gas, 
Cable, etc), Delivery Receipts, other evidenct' of personal attachment to the resiJing address. 

Guardianshjp 

[] All court documents pertaining to educational and/or residential custody. 

PHONE 609--893-8141 f:xt. 1031 FAX 609•726-5660 EMAIL hvargas@pernb.org 
Office One Egbert Street Pemberton. N!!w Jersey 08068 • www pemberton k.12 nJ us 

Pemberton Learning Communi(v· Pursuing Fxcellence One Child al a Time 



PEMBERTON TOWNSHIP SCHOOLS 

Student Name 

[, ----~----------~, have been informed by the Pemberton Township School District 
1 rcsJJcntial pan:nt/guaJdi:rnl 

that I can only register students in Pemberton Township Schools if I am a resident of Pemberton lbwnship. 

I am aware that any person who makes a fa]sc statement or permits false statements to be made for the 
purpose of allowing a non-resident student to attend Pemberton Township Schools, commits a disorderly 
persons offense pursuant to N. J. 1 SA: 38-1 and may be prosecuted by law. 

I authorize Pemberton 'fownship Schools to investigate and confirm any and all statements by me and used 
in the enrollment of the above student. If any information is false, I am aware that enroHment in Pemberton 
Township Schools will he terminated. 

A. By initialing 1 am stating: Initial One 

l. J am a resident of Pemberton Township 

2. l am temporarily residing in Pemberton Township with a resident 

B. By initialing I am stating that 1 am the: Initial One 

I. Parent/Guardian 

2. Parent and/or Guardian with residential custody (documentation provided) 

3. Sole c:arctaker (Non~parent/(i-uardian) due to economic/family hardship 

C. By initialing I am stating that I miderstand: Initial 

1. Any changes in residency or custody \\'ill he reported immediately 

Signature of Parent/Guardian Date 

LJist rh:t Official Dale 

PKONL 609-BfB--8141 En. 1031 FAX 609-/25.-5660 EMAIL hvargas@pernb.org 
Office One Egbert Stroet. Pemberton. New Jersey 08068 • wwwpemberton. k12 ni.us 

Pemberton Learning C'ommunitv, Punuing Excellence One ('hi/d ut a Time 



Pemberton Township School District Student Medical History
Since the health of a child can affect his/her ability to learn in school, please assist our school personnel in providing
the following information:

Student Name: ___________________________________________ Birthdate: ___________________ M___ F___

Current Health Information - Please answer all the following questions by circling Yes (Y) or No (N). If Yes (Y) is
circled, please provide additional information in the space provided.

Y N Is your child now under the care of a physician for a medical or surgical problem?
Y N Does your child have any physical limitations or restrictions?

Has your child experienced any of the following? Please make sure to circle if it is an allergy or a sensitivity.

Circle One If yes, give specific details, dates and medication

Y N Asthma
Y N ADD or ADHD (circle one)
Y N Medication allergy or sensitivity (circle one)
Y N Bee sting allergy or sensitivity (circle one)
Y N Food allergy or sensitivity (circle one)
Y N Seasonal or environmental allergies - specify➔
Y N Diabetes
Y N Frequent ear infections
Y N Frequent bladder or kidney infections
Y N Frequent nosebleeds
Y N Seizure disorder
Y N Headaches
Y N High blood pressure
Y N Heart conditions
Y N Concussion/head injury requiring medical treatment
Y N History of fainting with exercise
Y N Operations (not stitches for lacerations)
Y N Fractures (broken bones) or dislocations
Y N Speech problems
Y N Mental health concerns
Y N Hearing concerns-hearing aid/implant/ear tubes
Y N Vision concerns-wears glasses and/or contacts
Y N Any chronic/serious illness not mentioned above
Y N *Medication taken at home or in school

*If medication is needed in school it MUST be brought to the health office in the original container with a
physician’s order. The child’s parent/guardian is required to complete the Student Medication Permission Form.
Medication orders must be renewed EVERY school year or participation in ANY activities (after school, field trips,
etc.) will be denied.

Y N **Tylenol/acetaminophen or Motrin/Ibuprofen given by the nurse every 4-6 hours
**Our school physician has written orders for the nurse to give the recommended OTC manufacturer’s dosage of Tylenol/
acetaminophen or Motrin/ibuprofen every 4-6 hours as needed for pain/fever with your permission as per nurse’s
assessment. By signing this form you hereby release the Pemberton Township BOE and all school district personnel from
liability.

I understand that relevant information regarding my child’s health may be shared with the appropriate school personnel
and other healthcare providers as necessary. In case of serious illness or injury, I request that the school contact me or
the physician named. If neither is available, I give the school permission to make all necessary arrangements to obtain
emergency care for my child including taking my child to the hospital. I will also call the school when my child is absent.

Signature: ________________________________________ Date: _________________________________________

Home Phone: _____________________________________ Cell Phone: ____________________________________

Doctor’s Name: ___________________________________ Dr.’s Phone: ____________________________________

Dentist’s Name: ____________________________________ Dentist’s Phone: _________________________________
Confidential For Healthcare Staff Only 5/16/24
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Today's date: _____ _ 
Person completing this form: 

Relationship to child: _________ _ 

Student's Full Name: 

Date of Birth: Age: Grade: 

Sex: Male or [J Female {check box} 

Parent/Guardi:,m Name: Parent/Guardian Name: 
---~•-" 

Current Address: Curmnt A.ddress: 

How long at this address: Language(s) spoken at home 

Who lives in your household: 

Home Phone Number: Cell Phone Number: 

Sibling Name: DOB:-·-····································---- ______ _ 

Sibling Name: 008: 

Sibling Narne: DOB: 

Sibling Name: DOB: 

Name of Previous Schoo!: 

Address: 

Is your child: - Biological Child LJ Adopted Child :J Foster Chifd Other __ 

Phone Number _ 

Physician's Address: 



'. 
I 

Chicken ,Pox 

Strep Throatl!nfections 

Lyme Disease 

Ear infections 

Asthma 

Headaches 

Heart Problems 

Serious /IJ!ergies 

Food Allergies 

Drug Allergies 

Ufo Threatening Allergies 

Chronic Illnesses 

Explain: 

Explain: 

Explain: 

Explain: ..................................... . 

Explain: 

Explain: 

Explain: 

Explain: 

Explain: ................................... . 

(diabetes, cystic fibrosis, muscular dystrophy, kidney disease, cancer, metabolic disorders, etc) 

Speech Problems Explain: 

Hearing Problems Explain: .................................. . 

Vision Problems 

Seizures Explain .............................. . 

Orthopedic Problems Expfam: 

Birth Defects Explain: 

Serious iHness or Accident Expiain: 

Hosprt.5lizatton or Surgery Expfain: 

Bowe! or BlacWm Problems t=.xplain: 

Adaptive aids Explain 

(glasses, r1fJaring a1rl, wheelch, ,r, braces, etc,) 



1 Please check appropriate box below for conditions that descrHJe thir. health of the child & mother during.,. 

iyi9t11er'~ .. ~r~i:i~r:t.9' 

No complications 

Blackouts 

Falls 

Physical injury 

f .. xcess1ve bleeding 

Hyperiension 

Emotional stress 

To11emia 

Alcohol and/or dmg use 

Usn of tobacco 

Chi id's. Delivery 

Normal 

Induced tabor 

C··SCCbOll 

Breech b1r'J1 

Urmsua!iy iong !nbor (>17 hours) 

Premature # of weeks 

Overdue# of weeks 

Other prnblern (specify) 

Ht ClURRiENJ HEAITH/DEVJELO Pl\iUENT AL STATUS 

Child's Condition at Birth 

NOml,H 

Lack ot oxygen 

Bmathmg problem 

Birth lnJUly/defed 

Jaundice 

Newborn rcu 
#of days 

Other problem (spec;fyJ 

1. Describe the state of your child's current health: Excellent • Good Fair cJ Poor 

2. ls your child currently taking any medication? Yes u No 

If yes, please list medications and uses: 
--------•-•·-·" ,,,,,, ' '" ' ,,,,,,, ____ , __ ,,_ 

3. If need be, would you have any objection to your child being placed in a peanut/ 

tree nut safe classroom? ,;yes L No 

4 Does your child sleep in his/her own bed? nYes ,, No 

5. Does your child share a room with anyone else? Yes No 

6. Does your child use toilet indepfmdently? Yes No 

!f no, describe assistance needed: 

7. Are there any problems wl1ich mirJht affect your chHcrs IEmrning? ::Yes No 

If yes. describe: .. ,, .... ,, ... ,, ...... . 

B. H: s your chi!d received any type of therapy (Le., counseling, speech tr, ;rapy, 

physical therapy, occupational therapy, vision therapy, etc.) ·Yes No 

If yes. describe: .................................. .. 



- -~~·-··'· .. . ........ •·~---~ ~----, 

9. Has your child ever had trouble walking, climbing, reaching, holding on to things? 

c,Y es No If yes, describe: ....... ·-·----------·•--·--·--···------........................ . . .. ............................................. .. 

10. ,l\t what age did your child ... ? 

o Sit up on his/her own .... 

@ Crawl 

e Walk ----

a Speak using single words--···-·--·-·········­

e Speak using 2-3 word sentences .. 

11. Can your child speak so that he/she can be understood by others? , Yes ::1 No 

12. Do you have concerns about your child's willingness to try different foods? 

nYes No If yes, describe: ·--··---------·-------· --·--·---···· .. -·----- ..... ., ......... . 

13. Does your child sleep in his/her own bed? Yes No 

What time is your child's normal bedtime? 

15, What time is your child's normal wake up time? 

16. Do you have concerns about your child's sleeping patterns? 1Yes :: No 

If yes, describe: 

'i 7. !s your child highly active? nYes c.J No 

18. Is your child very quiet? ••• Yes ·, No 

19. Does your child talk with your friends/relatives who visit? uYes No 

20. Does your child have opportunities to play with othm children? 'Nes No 

21. Any other information that you want to share? ; Yes No 

If yes, describe: 

... 



PEMBERTON TOWNSHIP SCHOOLS 

Dear Parent/Guardian, 

'lhe New Jersey Department of Education code states that each student's medical examination 

shall be conducted at the "medical home" (family physician) and recorded on a form supplied by 

the school. If the student does not have a "'medical home" (family physician); the district shall 

provide this examination at the school's physician's office or other appropriate facility. Southern 

Jersey Family Medical Center perfiums physicals and other medica] services, You can make an 
appointment by calling 1-800 486-0131. A student's "medical home" is defined as a health care 

provider and that provider's practice site is chosen by the student's parent or guardian for the 

provisjon of health care. 

Each student shall be examined as REQUIRED below: 

L All students ages 3-5 upon initial entrance to school (initial entrance may be pre-school 
or kindergarten within the state of New Jersey. 

2. All new students from out-of-state within 30 Jays of entry. 

3. Student's participation in sports (Intramural and Interscholastic) grades 6-12. 
Please see your School Nurse for the specific form that must be used or download it from 

the district website. 

*(A student transferring in from outside of the United States may need to be tested for 
tuberculosis. Your child's School Nurse wiJI notify you if this applies to your child.} 

It is r~q>mn1e11_dg_g that subsequent physicals be done: 

1. Pursuant to a comprehensive Child Study Team evaluation1 if recommended. 

2. During the student's pre-adolescence fourth through sixth grade. 

3. During adolescent (7th through 12th grade). 

If you do not have a meJi1._·al provider (family physician) for your child, please contact your 

school nurse for information. Thank you frir your cooperation. 

PHONE 609--893--8141 Ext 1031 f-AX 609-726-5660 EMAIL fwargas@pemb.org 
Office One Egbert Street Pemberton. New Jersey 08068 • www pemberton k12_nj_ws 

Pemhenun Lean1ing C'ommuni~v: Pursuing Excellence One Child al a Time 



UNIVERSAL 
CHILD HEAL TH RECORD 

Endorsed by Amencan Acadmny of Pedmlncs, Nsw Jersey Chapter 
New Jersey Acedemy of Farrnly Phys1c1ans 
New Jersey Department of Health 

r~.;~~:~~?~Si~-~~-~)tr~~~~~1:;c:~\i~?~:/~2~?±1~~,T~~;;· ~2~tJr:&::?f~~h:~~rt~f<1~<~~:;<_;/fJ~·~~-;~~?~::r~l,--l Cfrikfs Namo (Last) (First} . Gendet" Date of Birth 

j ---- I [1 Mate □ F!IDlal0 l / I 

'. Does~;: Have H□: Insurance, -- ]If Yes:~~me of ChiW's Hearth lnG~rance ~a-rr-,e-r----------~~~~----~------- -_-__ -__ -_-__ - -1 
' Parent/GU3rdion Name rHome Telephone Number - - - - - I Work Tefephone/Celf Phone Numoor f 

----+--- - -- -------- -------
: Horne retaphone Numbe< f Work~f e!eptiooo/Cel[ _Phooe_N_u_mbe __ r --1 

----- -----~------------- ---------------------~------- ------------ -------~----1 

I give my con56JII for my child's Health Care Provider ;md Child Care Provider/School N1Jrse to dluuss the Information cm this form. ; 

Srgnature/Dat0 
-.-,.-------- - ·- .. .__. ____ -------- - j 

I

: This , __ orm may be re_ leased to WIC. , 

_ []yes nNo j 
" ;<ji:~ Tif0:"T•- ,-r "'.::J,, 1 1~2:c e=.t11}f~If;-~ :~-E,__·f-~l-~.~!-.:~""~,--~,!-~\,--~>-r----,)J-/~--:"-:½_t_+ __ ~,-:~f:-"i·-~,r-~-\r-~a!-~-,~~-}~-~, _-:,-.:._,-, ,.-~-_:_l_-c.--..:.~,-_.,:-... -:~~~i:._,_,,-~_:,.~~~~;-:: __ ,a ____ • - --- - -----~ u--~ 

~Date of Physical Exarninaflon_~---- . ,.,. ,. .. _ 1 ResuUs of ph~[ examination rmrmal? Ovos 0Nu I 
Al,,oonakties Neto<! 1~=~~~~~_'7.;•.::~) + . ·~-----1 

... _l~~f ~t:::~,J-= ·=- =j 
IMMUNIZATIONS 

I O lmmunimtion Record Attached 

/ D Oate Next lmmu_r,iz~l:ion~D_u_o_:_·~-~-~~ 
MEDICAL CONDmONS 

Distribu!ion: Original-Child Care Prov1det Copy-Pment/Gt>ardi.in Copy-Hea!ih Cara Provider 



Pi(,ase hwm Hie, pr11c:1tfgu<¾rd1an cornpiete Hm top section and 
siqn the consunt for the chlld cam prnvkler!schoo! nurse to 
rliso1ss any 1r,fonna!ion on this form with tile health Ccire 
provider. 

The WIC box needs to t,u dmdwe unly if ,his form ,s being 
sent to the WlC oflice W!C is a supptemfmtal nutrition 
prugrnm fur Wornen, infant" and Children that ;:;,ov1des 
nuintmus foods, nu!r!1,on counsefing. health cam referr Rls an,j 
brnast fePding support to incnme ~ligib1e families. r or morn 
information about wrc ,n your i-clfna call 1 600 328 38311 

Sedion 2 - HeaiUh Ca1rn Provider 

1. P!oase enter lhe date of the physicai Bxam ihaUs -~.emq 
!J§QdJQ_fgr11r,i.~!~Jl:!.e_ fOIIQ. Notn signii1cant abnor,nalities 
especially if the child needs treatment tor th Bi abnorma!ily 
(c.g crcmns for cc,erna: asthma rnedk;ations for 
whmmng etc.) 

3. 

Weighl - Plem,e note pounds vs kilogram~. lf !he 
form is being used frx WIC. the weight m11st havr: 
been taken within the last 30 days. 
Height - Pk~asc nofc inche~, vs. centimeters If ille 
form is being used for W!C, the hmght must have 
hmm taken within the last 30 days 

" Head Circumference - Only enter if th& child iS less 
than 2 years. 

• Blood Pr~ssure Only enter J the child is 3 years 
or older. 

immunization • A copy ot an 1mmurnz:ation mcord may 
be copied c1ml attached. !I you need a blank form or: 
wfHch lo rnitm lhf; immuniz:al!on dates, you can request a 
supply of Personal !rnmurn1at1on Recoid (IMM g) c,mJs 
from !he New ,lersey Departmont nt Health. Vaecme 
Preventnti!e D,soases Program ol 60Q,B26-486Q. 

fhe 1mmumnition recmd musi be altached for Hm 
form to be valid, 
"Dah, next ,mm1m,La!ion is due" m optional l,ut holpSi 
child care providers to assure that children m tlleir 
r;are are up-to-date with immurn.1ations 

Medical Conditions ,. Plem;e t,~t any ongoinu rm:dical 
conclitions that mig!-ri. 1mp,id the chdci's health and well 
brnng m \J\f; ctu!d c .. ~m or schooi sottlng. 

a \lote any signi1icant medical G"J"d,ticms er :naior 
surgical lw,tory If the child h~s a compfo.u 
ms1c:Uca! condltfon, 2 sped2i! ct'lre plan should be 
completed and attached for any of the medical 
!ss,ie b!ocks that follow. A nenNic care plnn 
(CH 1~1 cm1 De dovmlu'::ded .:1t 
,:t}Y~,.l:!.Lil~lv.ihe?llhfformslct}:J{UJ9! or pdf. Hard 
copies of the CH-15 can be requested from the 
Division of F<'.imily Hi~alth Services at 609292 5666 

b. Medications • Ust any otlfJGing modicatmns. 
include any medu:ations given at home if they might 
impact the child's health while in child cam (sei;,ure, 
cardiac or asthnm medications. etc.). Short-term 
rnc-dlcations such as anlibrotics do not need to be 
listed on thi.s form Long.-term antibiotics such as 
an!ibtol!cs for urrnary trnct infm:nons or sick!e u:!l 
prophylaxis shqu1d be included. 

PRN Medications are medications given on!y as 
•weded and should have: guidelines as to spec1tic 
factors that should tnggcr medicat.tm adrn.ntsimtion. 

4. 

Ploase be specific about what ovor the cow1lt➔r 
(0 re; medications you rocommend. anri include 
mformatlon for the pareni and 1~nikl cam provrdm as 
to dosage. route. lrequcncy and pu.ss1blc ~;de 
effects Many ch1fli cr1ff1 pru-11de1.:; may reowro 
separate permissions sfips for pro9cript1rm and Ore 
rrmc/1c,mons 

c. limitations to physical activity - Please be as 
specrflc as possib!~ and include dates of 11mitat1on 
as appropriate. Any limitation to field lf,µs should t,e 
noted. Note c111y spacial cnns1der.:.t1ons s:.1ch a,<~ 

avrnding sun m<posme or exposure to al!erge,is, 
Potcntm! severe rec1ction lo mscct Slff'~Js stmu!d bn 
noted. Special consideralions such as bnck-cmty 
sleeping tor mfHnts ,;hornfl be noted. 

o Sp~ciaf Equipment -· fnter if tho ch1 1d W<'ars 
glasses. or1hoduntic devices. orthotics. or other 
srmcial equipment Ctuldren with complex 
equipment needs should have a care pian 

e Allergies/Sensltivifies Children wi!t1 life­
tll reaternng atlnrgios shrniid have a special earn 
plan. Severe allergic reactions to animals or foods 
(wheezing etc) shnuld be noted. Pcd,atric asthma 
acl1on plans ,,an be obtained from Tim Pm:!mtnc 
/\.sthma Co.1lition of Ne>.v Jersey at ,wJw.pacnJ.□ n; 
or hy phone Bi 90868/·9340. 

g 

Special Diets ~ .Any special diet and/or supnlmnents 
that are ined1cal!y imJ1ca!mJ shoukj be 1nducJed 
Exclusive breastfeeding sllould be noted 

Betmviora!!Mcnra! Health issues Please note 
any s1gniricnnt br:hav,oral pmbfcrns or mentill health 
dmgnoses sucJ1 as autism. brealh hoklmg, or 
ADHD. 

ti. Emergency Pf ans • May require a special cam plan 
if inlmvmitions are complex. Ge specific about 
stgns ana sy,nµtoms to watch for. Use s:mpk, 
languaqe and avoic! the ,1se of cornpiex mediea! 
!errns. 

Screening .. This sm:tion is requimd for school. W1C 
Hea,j Start. chtld car8 snttmgs. and :;omc~ othe, 
proqrams. This SPctlon can provide vahi8b!f' dma frH 
rubl!c !1eath µeisonnet to 1:acK cln1dmr's i,rieiith V'icdsc 
enter ttw dale U,at the rnst was performed Note 1f 11·:o 
tr;st was rtbnonnai :.)r pt.ace a:n ''N" tf 1t V1fflS- ;101 n1;_3f 

~ Fm load sci eenmg state if the btoori samp[D 1Ma5 

capdtary or venous and Utt~ 11a!ue of t~B test 
pcrtonnccL 

• For PPD enter rniffo:neters of ,nduration, and !he 
date hstt~d shou!d be tho date read, if a chest x-ray 
was done, record results. 

~ Scotiosis screenings am done biennially in tho 
public schools beginning at age 10. 

This form may be used for drmrnnco for sports or 
physical educ.1tion As such, please check the box above 
the signature line and make ,my appropriate notations rn 
tht: Umitation to Physical Acthrihes bfock. 

Please sign and date the form with the d"ite the farrn w,:is 
cornpieted (note the date of tlm mmm, if (liffment) 
• Print the health care provider's name. 
" Stamp wi!h hee1!th cam site's name. address ;md 

phonf, n(Jmbfir. 



New Jersey Depsrtrnent of Health 
MINIMUM IMMUNIZATION REQUIREMENTS FOR SCHOOL ATTENDANCE IN NEV\f JERSEY 

N.J.A.C. 8:57-4: IMMUNIZATION OF PUPILS IN SCHOOL. 



New Jersey Dep;,rtment of Health 

MINIMUM IMref!UNIZA T!ON REQUIREMENTS FOR SCHOOL ATTEI\\DA!\!C E IN NEW JERSEY 
N.J.A.C. 8:57-4: IMMUNIZATION OF PUPILS IN SCHOOL 

• Footnote: The requirement to receive a school en!ry booster dose of DTP or DTaP after the child's 
4th birthday shall no! apply !o children while in child care centers. preschool or pro• 
kindergarten classes or programs. 

The requirement !o receive a school entry rJose of OPV or IPV after the child's 4th 
birthday shall not apply to children while in child care centers, preschool or pre• 
kindergarten classas or programs, 

•• Footnote: Antibody Titer Law (Holly's Lawf--·Thm law specifies that a titer test demonstrating 
immunity be accepted in lieu of receiving the second dose of measles•contmning vaccine. 
fhe tests used to document immunity must be approved by !he U.S. Food and Drug 
Administration (FDA) for this purpose and performed by a laboratory that is CUA 
certified. 

=• Footnote: No acceptable immunity tests currently exist for Haemophilus lnfluenzae type B, 
Pneumococcal, and Meningococcal. 

Please Not<l The Following: 

The specific vaccines and the number of doses required are intended to establish the minimum vaccine 
requirements for child·care center, preschool. or school entry and al!endance in New Jersey. These 
intervals are not based on !he allotted time to receive vaccinations. The intervals indicate the vaccine 
doses needed at earliest age al school entry. Additional vaccines, vaccine doses. and proper spacing 
between vaccine doses are recommended by the Department in accordance with the guidel!nes of the 
American Academy of Pediatrics (MP) and Advisory Committee on Immunization Practices (ACIP), as 
periodically revised. for optimal protection and addil!onal vaccines or vaccine doses may be administered, 
although they are not required for school attendance unless otherwise specified. 

Serologic evidence of immunity (titer testing) is only accepted as proof of immunity when no vaccinal!on 
documenla!ion can be provided or prior history rs questinnable. II cannot be used in lieu of receiving the 
full recommended vaccinations. 

Provisional Admission: 
Provisional admission allows a child to enter/attend school after having received a minimum of one dose 
of each of the required vaccines. Puplis must be actively 1n the process of completing the senes Pupils 
<5 years of age, mus! receive the required vaccines within 17 months 1n accordance w1!h the ACIP 
recommended minimum vaccination interval schedule. Pupils 5 years of age and older, must receive the 
required vaccines within 1? months in accordance with !he ACIP recommended minimum vaccination 
interval schedule. 

Grace Period!!,;. 

o 4:cl.ay grace period: All vaccine doses adm1rns!med less than or equal to four days before either the 
specified minimum age or dose spacinq interval shall be counted as valid anrJ shall not reqrnre 
revaccmat1on 1n order to enter or ,emain 1n a school, pre.school or child care facill!y. 

• :30 djl.Y..9@.CCQerrg<l.: Thoso children ,ransferring into a New Jerse) school. pre•school, or child earn 
center from out of slate/out of country may be allowed a 30-day grace period in order lo obtam past 
,mmurnzation documentation before provisional status shall begrn 
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