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SCHOOL AGE APPLICATION 

Applicant’s name: ____________________________________________________________ 
 First Middle Last 

Date of Birth:   __________________                       Current Grade:   _______________  

Address:    ___________________________________________________________________ 
   Address Apt. # 

                   ___________________________________________________________________ 
 City State Zip 

Telephone #:  ________________________           Cell #:________________________ 

Applicant is interested in attending for the following semester: 
 
Fall:          ________ 

            Year 
 

Summer:  _________ 
       Year 
 

Current:  _________ 
       Year  

Have you attended a Tiegerman Parent Tour? _______   If yes, when _____________ 

Who referred you to Tiegerman? __________________________________________ 

Please submit a recent photograph of the applicant along with copies of any reports and evaluations 
pertaining to the applicant (most recent IEP, neuropsychological or psychological evaluation, progress 
reports, transcripts, etc.).  
Submit this application with reports and evaluations to 

Tiegerman Admissions Dept. 
100 Glen Cove Avenue 
Glen Cove, NY 11542 

or email to 
CrCruz@tiegerman.org 

                      
Tiegerman admits students of any race, religion, national and ethnic origin. It does not discriminate on the basis 
of race, religion, national and ethnic origin, or sexual orientation in the administration of its educational 
and admissions policies. 
Tiegerman will not accept students who receive related services outside of the school day through the 
Related Service Authorization (RSA) process. 
  
Signature of Parent: _____________________________Date:_______________________ 
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Father's Name: _____________________________________________________________________________ 
 
Address (if different from page 1): ______________________________________________________________  
 
Email Address: __________________________________ Cell #:______________________________________ 
 
Occupation and Title: ______________________________________Employer:__________________________ 

Employer Address: _______________________________________________ Telephone: __________________ 
 
College(s) attended ______________________________________________ Degree/Date: ________________ 
 
Secondary School: ________________________________________________Degree/Date: ________________  
 
Mother’s Name: ____________________________________________________________________________ 
 
Address (if Different from Page 1):______________________________________________________________ 
 
Email Address: _______________________________ Cell#:_________________________________________ 
 
Occupation and Title: ______________________________________Employer:__________________________ 
 
Employer Address: _____________________________________ Phone #:______________________________ 
 
College(s) attended _____________________________________________Degree/ Date: _________________ 
 
Secondary School: _______________________________________________ Degree/Date: _________________  
 
Please check all that apply:    
  
 _______ Father or Mother deceased      ______Parents separated     ______Parents divorced   
 
 _______ Single parent      ______ Child is adopted         ______ Other 
 
   
 If parents are separated or divorced: 
 
 a) Who is the child's legal guardian?  ____________________________________________________________ 
 
 b) To whom should we send correspondence? _____________________________________________________ 
 
Child lives with (check all that apply): ________ Father______ Mother______ Stepfather________ Stepmother  
 
Other- relationship __________________________________________________________________________ 
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Names of Sisters and Brothers:                       Age: Present school/occupation 
 
________________________ ________ ___________________________________ 
________________________ ________ ___________________________________ 
________________________ ________ ___________________________________ 
________________________ ________ ___________________________________ 
 

If there are additional members in the household other than parents and siblings, what is their relationship to the  

applicant? ____________________________________________________________________________________ 

Primary Language of the child: ____________________________________________________________________ 

Primary Language spoken in the home: _____________________________________________________________ 

Applicant’s district: _____________________________________________________________________________ 

District contact person & contact information: 
_____________________________________________________________________________________________ 

Name of applicant’s current school: 
_______________________________________________________________________ 

Previous school(s): _____________________________________________________________________________ 

What grade will your child be entering in September? ________________ 

Has your child been retained? ______ If yes, in what grade and why? _____________________________________ 

Has your child ever been suspended from school? ________________  

If yes, when and why? ___________________________________________________________________________  

_____________________________________________________________________________________________ 

Describe your child’s school experience: 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
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Please check all that apply: 

Has your child been under the care or received any of the following professional services/evaluations? 

Audiologist                                  ________        Psychologist   ________ 

Speech/Language Pathologist ________ Occupational Therapist   ________ 

Otolaryngologist   (ENT)        ________ Physical Therapist     ________ 

Neurologist           ________ Psychiatrist  ________ 

Neuropsychologist   ________     Ophthalmologist   ________ 

Other: _________________________________________________________________________________ 

Why was your child seen? _________________________________________________________________ 

_______________________________________________________________________________________ 

Health:  

Please check yes or no to the following health conditions: 

  YES                 NO                                                                                     YES    NO 

1. Anemia  ______    _____ 10. Endocrine/hormonal   ______    _____  
2. Allergies  ______     _____   11. Hyperactivity ______    _____  
3. Asthma  ______    _____ 12. Sleeping Problems ______    _____  
4. Fainting  ______    _____ 13. Vision Problems ______    _____  
5. Epilepsy   ______    _____ 14. Wears Glasses ______    _____  
6. Convulsions  ______    _____ 15. Hearing Problems ______    _____  
7. Migraine Headaches   ______  _____ 16. Uses Hearing Device ______    _____  
8. Heart Problems    ______    _____ 17. Physical Problems ______    _____  
9. Kidney Problems  ______    _____ 18. Uses Orthopedic Device ______       _____

Other: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 
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Current Medications: Medication: Dosage: 

                                         ________________________________________________________ 

                                         ________________________________________________________ 

                                         ________________________________________________________  

How long has your child used medication(s)? ________________________________________________________ 

_____________________________________________________________________________________________  

Does your child have any limitations or health problem of which the school should be aware of: 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 

What do you believe are your child’s greatest 
strengths?_____________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
What do you believe are your child’s greatest 
challenges?____________________________________________________________________________________
______________________________________________________________________________________________
_____________________________________________________________________________________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
 

Please comment briefly on your reasons for wanting to attend Tiegerman: 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
Please initial:  This allows Tiegerman to send future emails concerning our school. ___________ 
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