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NEW JERSEY DEPARTMENT OF CHILDREN AND FAMILIES
OFFICE OF EDUCATION

APPLICATION FOR ENROLLMENT OF TRADITIONAL TUITION STUDENTS
Please complete both pages of this application and fax to:

DEPARTMENT OF CHILDREN AND FAMILIES REGIONAL SCHOOL, _________________ CAMPUS

ADDRESS:_________________________________________________________________________
CONTACT PERSON:_____________________________    TITLE: ____________________________
TELEPHONE #:(____)____________________________     FAX#:_____________________________
Note:  If the student is accepted into the above-referenced program, the Sending District is responsible for the tuition of the student, signing a Tuition Contract Agreement and the provision of Child Study Team Services.
SENDING DISTRICT INFORMATION

School District:_______________________________________________________________
Superintendent of Schools: _____________________________________________________
Address:____________________________________________________________________
Phone:  (_____)______________________        Fax:  (_____) _________________________
School Business Administrator:__________________________________________________
Address:____________________________________________________________________
Phone:  (_____)______________________         Fax:  (_____)_________________________
School Contact Person: ________________________________________________________
Address: ____________________________________________________________________
Phone:  (_____)______________________          Fax:  (_____) ________________________
STUDENT INFORMATION
Name:_______________________________
_____        DOB:___________   Grade:________
Address: ____________________________________________________________________
Phone: (_____)_______________________
Parent/Legal Guardian Name: ___________________________________________________
Parent Address: (if different from above):___________________________________________
Parent Phone: (if different from above): ____________________________________________
Disability category: ___________________    Date of most recent eligibility:________________
Current IEP date: ____________________
What is the requested date of placement? ________________________________________
What is the anticipated duration of the placement?__________________________________
Rationale for Referral: ________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
TRANSPORTATION INFORMATION
Is a wheelchair necessary to transport this student?   ___Yes   ___No

If yes, has the wheelchair been approved for student transportation? ___________________
Are there any other special transportation needs? __________________________________
__________________________________________________________________________
__________________________________________________________________________
RELATED SERVICES INFORMATION
Physical Therapy:             _______________ (Frequency)                _____________ (Duration)
Speech Therapy:              _______________ (Frequency)                _____________ (Duration)
Occupational Therapy:     _______________ (Frequency)                 _____________ (Duration) 

Additional Staffing Requirements

(One-to-one nurses and one-to-one aides are the obligation of the sending district) __________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
PERSON COMPLETING APPLICATION
___________________________________
     _____________________________________
                        Printed Name                                                          Signature
___________________________________
     _____________________________________
                              Title                                                                       Date
AUTHORIZED DISTRICT REPRESENTATIVE
___________________________________
     _____________________________________
                        Printed Name                                                          Signature

___________________________________
                             Date
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