STUDENT APPLICATION

CLASS Academy Alternative High School, MCVSD

105 Neptune Blvd., Suite 305

Neptune, NJ 07753

Phone: (732)431-7245 (3)       Fax: (732)897-1676


____________________________________________________________________________

Last Name                                                               First Name                                                         10-Digit State ID #

______________________________________________________________________________________________________

Street Address                                                Town                                                 Zip                                  Home School

______________________________________________________________________________________________________

Home Phone                                                Date of Birth 

  Gender


Current Grade

____________________________________________________________________________ English Proficient:  O yes  O no

Place of Birth: City

     State


         Country

 

________________________________________________________________________________________________________

Father/Guardian                      


cell phone                 


e-mail                      

________________________________________________________________________________________________________

Mother/Guardian                      


cell phone                 


e-mail

________________________________________________                                                    _____________________________

Parent/Guardian Signature                                      




                             Date

The above portion and back of application is to be completed by the student, signed by the parent or guardian and returned to the home school counselor.  The parent or guardian gives permission for the home high school to release student’s records to the Monmouth 

County Vocational School District.

***********************************************************************************************************************************************

This portion of the application must be completed by the home school counselor.
GEPA/HSPA Scores:               Language Arts     ___________                  Math   ______________             

Basic Skills Remediation        Yes  __________              No   ___________           Subject  ______________________________________

**No application will be considered complete unless a copy of the New Jersey State Testing System High School Proficiency Individual Student Report is attached.

COUNSELOR’S COMMENTS SPECIFIC TO THIS STUDENT: _____________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_________________________________________________                           ________________________________________________

                       Counselor’s Signature
                                                                                                  Date

Counselor’s phone number and extension _______________________________________________                               (0ver)

COMPLETE THE FOLLOWING MEDICAL SUMMARY FOR YOUR CHILD’S FILE

1.
Has your child been under the care of a physician recently?
      

Yes        No


If yes, please explain nature of illness.

2.
Is your child taking any medication?




Yes          No

If yes, please explain medication and reason.  If a child is to take medication during school hours, physician’s request and parental 

permission is required.  DO NOT ALLOW CHILD TO TAKE ANY MEDICATION WITHOUT THE SUPERVISION OF THE SCHOOL NURSE OR 

PRINCIPAL.  Date of most recent occurrence.

_______________________________________________________________________________________________________________

3.
Hearing disorder






Yes
No


Vision Problem - Nearsighted, Farsighted or Color Blindness (circle)
Yes
No


Heart Trouble






Yes
No


Asthma







Yes
No


High Blood Pressure





Yes
No


Rheumatic Fever






Yes
No


Kidney Trouble






Yes
No


Drug, food, airborne or bee sting allergies



Yes
No


  If yes, please be specific.  State allergy and medication.  _________________________________________________________

_______________________________________________________________________________________________________________


Diabetes







Yes
No


Convulsive Disorders





Yes
No


  If yes, please state medication ______________________________________________________________________________


Excessive Bleeding





Yes
No


Has there been any other illness or operations?


  If so, please list  _________________________________________________________________________________________


If your child has received any immunizations since the last school  year, please advise  __________________________________

_______________________________________________________________________________________________________________

EMERGENCY INFORMATION:  List a neighbor or nearby relative who will assume temporary care of your child if you cannot be reached.

1.
Name  __________________________________________________________________________________________________


Address  ________________________________________________________________________________________________


Phone Number  ___________________________________               Cell Phone No. ___________________________________


Local Physician’s Name  _____________________________________________Phone No.  _____________________________


Address  ________________________________________________________________________________________________                                                                                                       

PARENT OR GUARDIAN'S EMERGENCY INFORMATION:

1.
Name  __________________________________________________________________________________________________


Place of Employment  ______________________________________________________________________________________


Phone Number  ____________________________________     Cell Phone No. ________________________________________

2.
Name  __________________________________________________________________________________________________


Place of Employment  ______________________________________________________________________________________


Phone Number  ____________________________________     Cell Phone No. _______________________________________

I hereby authorize the school nurse and/or appropriate school personnel to render whatever aid is deemed necessary for the safety of my child.

Parent’s Signature ____________________________________    Student’s Signature ___________________________________

The Monmouth County Vocational School District does not discriminate on the basis of age, color, creed, handicap, national origin, race, sex, or limited English skills.

-3-

Here is your opportunity to tell us a bit about yourself and the experiences at your home school that lead you to apply to CLASS Academy. In the space below, please write a brief essay describing your difficulties at your home school, focusing on what it is you know you need 

to change about yourself in order to become successful in school. You should also include your future goals beyond high school, and 

how you plan to achieve them.













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________













_____________
Application Checklist:


INCOMPLETE APPLICATIONS WILL NOT BE ACCEPTED


Official High School Transcript _____	     Discipline Reports _____	    Completed Application _____


Standardized Test Results _____	 Health Records, Completed by School Nurse _____	


	











