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County Road School 
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Demarest Middle School 

568 Piermont Road 
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(201)768-6060x53600

The home language survey is used solely to offer appropriated education services (U.S. ED EL). This survey 

is the first of three steps to identify whether a student is eligible to be identified as and English language 

learner (ELL). 

Student Information 

Student name: 
------ - - - - - - - - - - --

Street Address: __ _ ______ _ _ _ __ _ __ 

Student birth date: 
- - - - -

--

City: _ _ _ _ _ _ _ _ _ __ _ State: 
- ----

Zip Code: _ __ _ __ 

Phone number: ______ _ _ _  _ 

Survey Questions 

Question 1: List all languages used in the student's home: 

Question 2: Was the first language used by the student a language other than English? 

• No

• Yes

Question 3: Does the student speak or understand a language other than English? 

• No

• Yes

Question 4: When interacting with others at home (example: parents, guardians, siblings), does the student 
understand or use a language other than English most of the time? 

• No

• Yes

Question 5: When interacting with others outside the home (example: friends, caregivers), does the student 
understand or use a language other than English most of the time? 

• No

• Yes



Demarest Early Learners 
Demarest, New Jersey 07627 

Dear Parent/Guardian: 

Welcome to the Demarest Public School System. Registering your son/daughter for preschool requires that the 
following information be included and submitted to the Health Services Departme1,1t before the first day of 
class. 

1. Record of physical examination within 1 year of the date of school entry.

2. Immunization record consisting of Primary Series and booster doses as listed below. (N.J.S.S.C.
Chapter 14 requires immunizations must be complete and up-to-date or student may be excluded
from school.)

DTaP - (Diphtheria, Tetanus, Pertussis) must have 4 doses. 

IPV - (Polio)_- must have 3 doses. 

MMR - (Measles- Mumps - Rubella) - must have 1 dose given after the 1st birthday. 

HIB-(Haemophilus B)-must have 1 dose given after the 1st birthday. 

Pneumococcal Conjugate-must have 1 dose after the 1st birthday. 

Varicella-must have 1 dose of the varicella (chicken pox) vaccine after the 1st birthday.
(A physician or parent's statement of previous varicella infection or documented laboratory 
evidence of immunity_ will also be acceptable.) 

Influenza - must have yearly dose of influenza vaccine administered between August and 
December 31 of current school year. 

3. Mantoux Tuberculin Test- Documentation of an IGRA or Mantoux tuberculin skin test is required
for students entering school for the first time that were born in a high TB incidence country as
outlined by NJ Department of Health. Valid only if administered within the previous six months.

If records are not received within the stated time, the students will be excluded from school. Your cooperation 
is essential! If you have any questions, please contact the school health office at 
(201) 768-6060 extension 51534.

Very truly yours, 
Health Services 

--------------------------------------------------

1 have read and understand the rules of registration concerning preschool health and immunization requirements 

Student's Name 
----------------------

Parent/Guardian 
Signature Date 

------------------ -----
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