
EAST	RUTHERFORD	SCHOOL	DISTRICT	
100	Uhland	Street	

East	Rutherford,	NJ	07073	
201-804-3100	

Welcome	to	the	East	Rutherford	School	District.	The	Student	Registration	
Checklist	is	intended	to	assist	you	with	the	registration	process.	
	

(			)	Birth	certificate	of	Student	
	
(			)		Proof	of	Residency	(property	deed,	residential	tax	bill	or	lease)	and	any	two			
							(2)	of	the	following	(telephone	bill,	gas/electric	bill,	cable	bill,	etc.)	
	
(			)	Personal	Identification	of	Parent/Guardian	
	
(			)	Proof	of	Guardianship	(court	papers	or	other	legal	document)	
	
(			)	Record	of	Physical	Examination	
	
(			)	Record	of	Immunizations	
	
(			)	Transfer	Card	
	
(			)	School	Report	Card/Transcript	
	
(			)	Other	School	Records	
														















EAST RUTHERFORD PUBLIC SCHOOLS 

East Rutherford, NJ 07073 

Alfred S. Faust Intermediate School 
100 Uhland Street 

East Rutherford, NJ 07073 
201-804-3100 

Regina Barrale, Principal        Grades 5-8 
 
 
 
 

Date_______________________________ 
 
To Whom It May Concern: 
 
_____________________________ has registered at ______________ School on 
 
________________________. We would appreciate the following information. 
 
 
   Scholastic Records   _____________ 
    
   Health Records   _____________ 
 
   Transfer Slip   _____________ 
 
   Child Study Team Records _____________ 
 
AUTHORIZATION IS HEREBY GRANTED FOR THE RELEASE OF ALL  
INFORMATION, INCLUDING COPIES OF THE CHILD STUDY TEAM  
EVALUATIONS, FROM THE RECORDS OF MY CHILD TO THE EAST 
RUTHERFORD PUBLIC SCHOOLS. 
 
 
_________________________________   ___________________ 
Signature of Parent/Guardian     Date 
 
Thank you for your cooperation. 
 
Sincerely, 
 
 
Regina Barrale 
Principal 



 

A.S.Faust School 
Kristin Pacelli RN, BSN,CSN 
Ph-201-804-3100 ext. 3005 
Kpacelli@erboe.net 
 



EAST RUTHERFORD PUBLIC SCHOOLS  
MEDICAL DEPARTMENT 

 
 

ALFRED S. FAUST SCHOOL      MCKENZIE SCHOOL 
 201-804-9694          201-531-1235 x2 
 
 
 
 
 
 

Authorization for Exchange of Confidential 
Information 

 
STUDENT___________________    DATE_______________ 
DATE OF BIRTH_____________    TEACHER__________ 
 
 
As Parent/Guardian of the above named student, I hereby 
authorize the release of pertinent medical information 
(medical conditions, allergies, and/or medication regimes) to 
be exchanged among the appropriate professional staff 
involved with my child. This consent is valid for the 2017-
2018 school year and is intended to allow the school staff to 
better serve my child. 
 
 
 
Signature of Parent/Guardian    Date 



 
A.S.Faust School 
Kristin Pacelli RN, BSN,CSN 
Ph-201-804-3100 ext. 3005 
Kpacelli@erboe.net 
 









 

A.S.Faust School 
Kristin Pacelli RN, BSN,CSN 
Ph-201-804-3100 ext. 3005 
Kpacelli@erboe.net 
 







 A.S.Faust School 
Kristin Pacelli RN, BSN,CSN 
Ph-201-804-3100 ext. 3005 
Kpacelli@erboe.net 
 














