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NEW JERSEY DEPARTMENT OF CHILDREN AND FAMILIES
OFFICE OF EDUCATION

APPLICATION FOR ENROLLMENT FOR DISTRICT- REFERRED STUDENTS
TEEN EDUCATION AND CHILD HEALTH (TEACH)

OR

TRANSITIONAL EDUCATION CENTER (TEC) 
PROGRAM
Please complete form in its entirety and fax to:

DEPARTMENT OF CHILDREN AND FAMILIES REGIONAL SCHOOL, _________________ CAMPUS

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

Sending 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: __________________________________________________
Address: ___________________________________________________________________
Phone:   (_____) ______________________
Is this student eligible for special education and/or related services?  ___Yes   ___No

If applicable:


Classification and disability: _______________________
Date of most recent classification: __________________
Current district IEP date:__________________________
Is the student being referred for placement in the ____ TEACH  or  ____ TEC program?

What is the requested date of placement? 


What is the anticipated duration of the placement?


Rationale for Referral: ________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
Is the student currently enrolled in the district?  ___Yes    ___ No

What was student’s last date of attendance in a district program?


Does the district provide a program that meets the student’s current needs? ___Yes    ___No

If yes, has the student had the opportunity to attend the district’s program?   ___Yes   ___ No

Does the student have any special needs, including programmatic, health/medical, behavioral, etc.?   ___Yes   ___No

If yes, please describe: _______________________________________________________
__________________________________________________________________________
__________________________________________________________________________
What individualized criteria is necessary for the student to attain a district-issued high school diploma? __________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
Transportation Requirements/Issues: ____________________________________________
__________________________________________________________________________
__________________________________________________________________________

Probation Information (if applicable):

Probation Officer:


Name:



Telephone #:



Address:


Probation Requirements:______________________________________________________
__________________________________________________________________________
Applicants for TEACH Program:
Pregnancy Information:


Anticipated Date of Delivery: _____________________

Medical problems/restrictions: _______________________________________________

_______________________________________________________________________

Medications:_____________________________________________________________

_______________________________________________________________________
Infant Information (if applicable):


Infant’s Name:_________________________________________    
     Sex:    M  /  F                            Date of Birth: _________________
PERSON COMPLETING FORM
_____________________________________    ___________________________________
                         Printed Name                                                       Signature

_____________________________________    ___________________________________
                             Title                                                                      Date
AUTHORIZED DISTRICT REPRESENTATIVE
____________________________________    ____________________________________
                         Printed Name                                                       Signature
                                                                            ____________________________________
                                                                                                    Date
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