
 
Moriah Central School District 

Home of the Vikings 
39 Viking Lane, Port Henry, New York 12974        518-546-3301    Fax 518-546-7895 

 

Parents must provide the following to complete registration.  

The parent/legal guardian must be present at the time of registration.  

o Proof of Residency- NYS Commissioner’s Regulation § 100.2(y) requires that individuals requesting 

enrollment prove that they are residents of the district. You will need to provide three current documents 

showing residency within the Moriah Central School District boundaries.  

Acceptable forms of documentation regarding residency status are of the following:  

o Your lease/rent receipt, deed, or mortgage statement for where you reside. 

o A utility bill, in your name, dated in the last 60 days.  

o A current property tax bill for your residence. 

o A non-expired official New York State driver’s license, non-driver identification card, or a learner’s 

permit. 

o A non-expired State, city, or other government issued identification which includes your address of 

residence. 

o An income tax form for the last calendar year. 

o Official payroll documentation from your employer, dated within the past 60 days. This can be a pay 

stub or a payroll receipt with your home address on it.  

o Voter registration documents, which includes your name and the address of residence. 

o Evidence of custody of your child, including custody orders or guardianship papers. These documents 

must have been issued within the past 60 days and must include the name of your student as well 

as your home address. 

o Proof of your student's age 

o birth certificate, passport, or record of baptism. 

o Proof of Immunization- New York State law requires proof of state mandated immunizations at the time of 

registration for all new or re-entering students to the district. No student may be allowed to start school 

without an Immunization Record on file. 

o Report Card/Transcript from last school attended. If applicable,  

o Most current report cards, standardized testing results.  Most current Individualized Education 

Program (IEP) or 504.   Name of school(s), contact information including phone/fax numbers  and 

address.  

o Evidence of custody of the child,  

o If Applicable- including but not limited to judicial custody orders or guardianship papers; documents must 

include name of student and address of residence. 

 

 



 
Moriah Central School District 

Home of the Vikings 
39 Viking Lane, Port Henry, New York 12974        518-546-3301    Fax 518-546-7895 

 
Registration Form 

 

District Use Only:                                   Student ID_______________________________ Enter date____________________ 
Placement:              Grade_________________________ Teacher_________________________________________________ 
Documentation: 
        New student            Returning student                School records received                    CSE              CSE records received.                    
         Proof of Age             Proof of residency                Physician Physical                                  Immunization records                   
       Foster care                 Guardianship/custody paperwork (if applicable) 

 
 
STUDENT INFORMATION 

Last: (Legal name only): First: Middle: Suffix: Gender: 
      Male            Female 

Other name(s) used previously (AKA): 
   

Nickname: DOB: Place of birth 

    

Ethnicity:             American Indian/Alaskan Native              Asian                                         Black/African American 
                                   Hispanic/Latino                                              White/Caucasian                 Native Hawaiian/Pacific Islander 
 
 
PARENT/GUARDIAN INFORMATION 
Indicate child’s primary residency if not with both parents. Documentation of legal custody must be provided.  

Father/Guardian                       Primary Residence Mother/Guardian                          Primary Residence 

Name: Name: 

Address: Address: 

Mailing Address (if different) Mailing Address (if different) 

Home Phone: Home Phone: 

Work Phone: Work Phone: 

Cell Phone: Cell Phone: 

Email: Email: 

Place of Employment: Place of Employment: 

 
FOSTER CARE PLACEMENT-complete this section only if child is in foster care 

Foster Parent name: 
 

Relationship to child:  
Phone:         work          cell 

 
Phone:         work         cell 

Address: 
 
Child’ School District of Origin: 

Agency placing child: 
 

Date Child was placed: 

Name of agency caseworker assigned to the child: 
 

Phone: 

School last Attended: 
 

School Address: 

 
 
 



STUDENT RESIDENCY QUESTIONNAIRE 
Note: The questions in this section are used to help identify students in homeless situations as required by the McKinney-Vento Homeless Assistance 
Improvements Act, 42U.S.C. 11435. Answers to this residency information help determine the services the student may be eligible to receive.  

Is your current address a temporary living arrangement? 
       Yes            No 

Is this temporary living arrangement due to loss of 
housing or economic hardship?            Yes          No 

If you answered YES to the above questions, please complete the Student Residency Questionnaire available from the school office. 
 

 
SIBLINGS 

Name Gender: M/F Date of Birth Grade Full/Half/Step Residence 
           Home        Other 

           Home        Other 

           Home        Other 

           Home        Other 

           Home        Other 

           Home        Other 

           Home        Other 

 
OTHERS IN HOUSEHOLD 

Name Date of Birth Relationship to Child 
   
   
   
   
   
   
   

 
EMERGENCY CONTACTS 

Person or relative who we can contact if you are not reachable by phone. 

Name Adress Phone Relationship to Child 

 
 

 Home: 
Cell: 

 

 
 

 Home: 
Cell: 

 

 
 

 Home: 
Cell: 

 

 
 

 Home: 
Cell: 

 

 
 

 Home: 
Cell: 

 

 
 

HAS YOUR CHILD EVER ATTENDED MORIAH CENTRAL SCHOOL?       Yes        No      Last date attended: 
Please list all previous schools attended including preschool 

School Name Year Adress Phone 
    

    

    

    

 



Moriah Central School 
Protocol for admitting a transfer Student 

When a parent requests placement of a new student as a transfer, the following steps will be followed: 

Student Name: ____________________________   Grade: _____________ Placement: _______________________ 

 

• First day sheets will be completed, and the parent will be given a copy of the school handbook, a 
current calendar, a records release sheet to be signed by the parent/guardian, a proof of district 
residency form and brief tour of the school if possible.  

Responsibility:  Secretary/Principal____________________________________ Date: ____________ 

• Student records will be received and reviewed for the purpose of establishing a placement.  

General Education Placement 
Responsibility:  Principal_______________________________________________ Date ____________ 
 
Special Needs Placement 
Responsibility:  CSE Chair______________________________________________ Date____________ 

• Upon placement, the arrival of the new Student and placement will be announced to all pertinent  
• staff by way of e-mail.  
• Once we have contact information and Emergency contacts on file it will be added to Schooltool. 

 
Responsibility:  Secretary_______________________________________________ Date ___________ 
 

• On the first day of entry, the student will be directed to the Nurses office. Health Records will be 
entered and checked for their completeness and compliance with state and district mandates.  

   
Responsibility:  Nurse___________________________________________________ Date ___________ 
 

• Within five days of entry, the transfer student will be screened for possible speech impairments, 
 and/or motor development difficulties.  
 

Responsibility:  Speech Therapist________________________________________ Date __________ 
    Occupational and/or Physical Therapist __________________Date___________ 
 

• Within five days of entry, a transfer student entering the general education program will be given a 
screening in the area of reading and math to determine a grade equivalent. Classroom teachers will 
assess a new entrant’s writing skills and make recommendations to the AIS Committee if the entrant’s 
writing skills indicate a need for remediation.  

Responsibility:  Reading Specialist_______________________________________ Date ___________ 

   Classroom Teacher______________________________________ Date____________ 

   Math Specialist__________________________________________ Date____________ 

   Classroom Teacher______________________________________ Date____________ 



 
Dear Parents,  

 Please complete the information below and return to the elementary office.  
** Pre-K parents - the afternoon information will be used for your child’s dismissal tag, so please ensure that the 
information given is accurate! 

 

        Thank you for your cooperation! 

 

 

In the morning, my child will be:      ☐ Dropped off by a parent  

              ☐ Will be picked up by the bus at the following location:    

              Name: __________________________________________       

             Address: _________________________________________ 

            Phone: ___________________________________________                                                                                                                                                                                                            

 

At dismissal time, my child will be:  ☐ Picked up by a parent   

                                                                          ☐ Will ride the bus to the following location: 

                                                             Name: _________________________________________ 

     Address: _______________________________________ 

     Phone: ________________________________________ 

 

              ☐ Will attend the afterschool program 
     ** Please note – your child must have already signed up and have been accepted to 
attend the afterschool program. This program takes children in grades Kindergarten - 6th grade. 



  



 

 
 

 

 



Moriah Elementary School 
Registration Form Questions 

For students entering Pre-Kindergarten or Kindergarten Screening 
 

Please complete the questionnaire in this packet. Our district will use this information to ensure 
continuation of resources and support for our school. Your participation will help to bring necessary 

services to our school.  

 

• Your child’s Pediatrician: 
Name: 
Address: 
 
Phone: Fax: 

 
• How many people reside in your household?      ________ 

 
• What is your annual Household Income?    

 
          Please check the appropriate box: 

 
 
 
 
 
 

• Did your child participate in: 
 

Preschool  Yes  No  
Pre-Kindergarten  Yes  No  
Head-start  Yes  No  
Daycare  Yes  No  
Was the daycare registered?  Yes  No  unsure 

 

• Does your child have an IEP through CPSE or early education services:  Yes   No 

 

 

 

Thank you for your participation! 

 

 0-11,770 
 11,771-15,930 
 15,931-20,089 
 20,090-24,249 
 24,250-24,809 
 24,810-32,569 

 

 32,570-36,729 
 36,730-40,889 
 40,890-45,049 
 45,050-49,203 
 49,204-or more 



 

 

 



Moriah Elementary School 
39 Viking Lane, Port Henry, New York 12974            Fax 518-546-7895 

 

Carrie Langey, Principal 
518-546-3301 ext.1120 

 Chynna Allen, Elementary Secretary 
518-546-3301 ext. 1118 

Michael Dinsmore, CSE Chairperson 
518-546-3301 ext. 3515 

Lori Cowin, Elementary Nurse 
518-546-3301 ext.1114 

Medical Information (to be completed by parent/guardian) 
Student Information                                                Student ID # (District Use only) ____________________ 
 

Legal Name: ________________________________________________________________________________________ 
                                           Last                                                           First                                                            Middle 

Date of Birth: _____________ Age: ________        Place of Birth: ____________________________________________ 
*Birth Certificate must be provided for verification 

Gender:          Male       Female                                                Anticipated Year of Graduation:  June of 
Parent/Guardian: 
(person completing this form) 

 
Physician Name____________________________________________________________________________________ 
Address                                                                                                                          Phone # 
Last physical date:                                                              Upcoming physical date: 

 
Immunizations: Please attach a copy of your child’s most recent immunization records from the physician. 

 
Has your child ever had: 
Allergies: Yes   No 
Type of allergy:   Food      environmental       insect        medication      other____________________________ 
Reaction:   Anaphylaxis    Difficulty Breathing    Hives      Rashes      Vomiting       Other________________ 
Does your child require medication for this allergy? Yes  No       Medication: _________________________________ 
Has your child ever needed to use this medication? Yes    No     When? ______________________________________ 
Required hospitalizations due to an allergic reaction: Yes No           Dates: ___________________________________ 
Specialist Name/Address                                                                                                               Phone # 
Asthma:  Yes  No    Type: ________________________________________________________________________________ 
Name of medication: _________________________________________________________________________________________  
Hospitalization due to Asthma: Yes  No           Dates: ________________________________________________________ 
Specialist Name/Address                                                                                                                 Phone # 
Vision Impairment: Yes No                      Nearsighted  Farsighted                        Glasses/Contacts Yes No 
Ophthalmologist Name/Address: ________________________________________________Phone________________________ 
Last eye appointment date:                                                      Scheduled appointment:  
Bacterial or Viral illnesses:   Frequent (more than 3 times a year) colds or sore throat  Strep infections 

 Lyme  Rheumatic fever/scarlet fever   Mononucleosis  Pneumonia   Chicken Pox  
  Measles/Mumps/ Rubella   Meningitis    Tuberculosis  Other_________________________________________ 

Please explain:   
Dental Problems: Yes  No          Please explain: ____________________________________________________________ 
Last Dental Appointment date: _________________________ Scheduled Appointment: ______________________________ 
Dentist Name and Address:                                                                                                                 Phone # 
Skin Conditions: Yes No           Please explain: _____________________________________________________________ 
Specialist Name/Address                                                                                                                   Phone # 



Diabetes: Yes   No            Diagnosed Date: _________________________________________________________________  
Specialist Name/Address                                                                                                                    Phone #                                                                                                                                                                    
Heart Disease or Disorder: Yes No           
Please Explain: _______________________________________________________________________________________________ 
Heart Surgery: Yes No     Date: _____________ Please explain: _______________________________________________ 
Dates Last seen__________________ Scheduled appointment: ____________________________________________________ 
Specialist Name/Address                                                                                                                  Phone # 

Kidney Disease    Bladder Problems          Single organ: kidney testicle         Other____________________ 
Please explain: _______________________________________________________________________________________________ 
 
Gastrointestinal conditions: Eating Problems eating disorder  Nutrition or weight concerns 
  Other ___________________________________________________________________________________________________ 
Please explain: ______________________________________________________________________________________________ 
 
Toilet independently Yes No    Please explain: 
Mental health/neurodevelopmental conditions: Yes No   
 Depression anxiety OCD  ODD   Behavior, developmental, or maturity problems  ADHD  ADD 
 Social adjustment problems  PTSD  Autism or Asperger Other________________________________________ 
Please explain: ______________________________________________________________________________________________ 
 
Is your child unusually shy, quiet, or sensitive Yes  No   Please Explain:_______________________________________ 
Does your child cry easily, become overactive, or have temper tantrums:  Yes  No  
Please explain: ______________________________________________________________________________________________ 
 
Psychiatrist/Social worker Name: ______________________________________________________________________________ 
Address: __________________________________________________________________Phone#___________________________ 
Specialist Name:  ____________________________________________________________________________________________ 
Address: __________________________________________________________________Phone#___________________________ 
 
Specific Learning Disability: _________________________________________________________________________________ 
Specialist Name: ____________________________________________________________________________________________ 
Address: ___________________________________________________________________Phone#__________________________ 
Date(s) in program: 
Language impairment: Yes No Please Explain: ___________________________________________________________ 
 
Ear Impairment: Yes  No       Hearing Aids:  Left Right         Cochlear implant   Date placed: ____________ 
Tubes:    Left  Right     Are they still in? Yes No      Date of procedure(s)__________________________________  
Date of future appointment: __________________   
Frequent Ear Infections:   Yes  No   Please Explain: _________________________________________________________ 
Has your child been in a special program for speech? Yes  No      Dates? ____________________________________ 
Specialist Name/Address                                                                                                                     Phone #_________________________ 
Other concerns: 
Orthopedic Conditions Yes No     Broken bones   Scoliosis   Muscle injury  Muscle Pain   

Assistive Equipment ______________________________ Other________________________________________________ 
Please explain: _______________________________________________________________________________________________ 
Physically Disabled Yes No   Please Explain: _______________________________________________________________ 
Occupational/Physical Therapy: Yes No     Please Explain__________________________________________________ 
Date(s) in program: ____________________________ Brace(s): ______________________________________________________ 
Specialist Name: _____________________________________________________________________________________________ 
Address: ___________________________________________________________________Phone#___________________________ 
Other physical condition(s) not mentioned______________________________________________________________________ 
Please explain: 



Special dietary restrictions Yes  No   Please explain: _________________________________________________________ 
Specialist Name/Address                                                                                                                   Phone # 

Severe injuries:     Please explain: ________________________________________________Date(s)_____________________ 
 Hospitalizations:   Please explain: _______________________________________________Date(s)_____________________ 
 Surgeries:               Please explain:  ________________________________________________Date(s)_____________________ 
Other not listed: 

Any other health concerns not listed: 
 
 
 
 

 

 Medication/Treatments to be given at School. 
Ex: insulin/blood glucose monitoring or inhaler 

Medication:  Name/dose                                                                                                            time(s) to be taken   
 

 

 

Treatment: Name/dose                                                                                                                 time(s) to be taken 

 

 

 

If your child needs medication or treatments administered in school, a physician’s note and/or action plan is required. 
 

Medication/Treatment given at Home 
Ex: insulin/blood glucose monitoring or inhaler 

Medication:  Name/dose                                                                                                            time(s) to be taken   
 

 

 

Treatment: Name/dose                                                                                                                 time(s) to be taken 

 

 

 
Students in grades Pre-K, K, 1, 3, 5, 7, 9, 11 and newly enrolled are required to receive a health appraisal. We also request those students send in a 
Dental Health Certificate completed by his/her dentist.  NYS requires health appraisal forms to be completed by his/her Medical Provider they MUST 
use and FULLY complete the attached form and return it to school within 30 days from the start of school. Sports Physicals must be completed by the 
school’s Medical Provider. 
 

Accident Agreement 
In case of accident or serious illness, I request the school to contact me. If the school is unable to contact me, I hereby 

authorize the school to call the physician/dentist indicated above; and follow his/her instructions. If it is impossible to 

contact the physician/dentist in a timely manner, the school may take whatever actions seem necessary given the 

nature of the incident.  

 

Signature: 

 

Parent/Guardian_________________________________________________ Date_________________ 

 



Parent/Guardian Notification Regarding the Completion  

of the Required NYS School Health Examination Form 

 

Dear Parent/Guardian,        Date: 

 

Education Law requires all New York State (NYS) public school students to have a health exam when 

they are a new student in a school district and when they enter Pre-K or Kindergarten, and grades 1, 

3, 5, 7, 9, and 11.   

 

Schools can ONLY accept a health exam documented on the NYS Required School Health 

Examination Form or an Electronic Health Record (EHR) equivalent health exam form with the 

required components and in relatively the same presentation order of those components.  

We have attached a copy of the required form for your healthcare provider (HCP). The form is also on 

our website at www.schoolhealthny.com. Please share the attached papers at your child’s health 

exam visit with their healthcare provider (HCP). This is typically a doctor but may also be a nurse 

practitioner or physician assistant. 

 

Sincerely, 

School District Medical Director/Administrator 

 

If you have questions, please contact: 

Nurse: ___________________________________       School: _____Moriah Central School____ 

Phone: __518-546-3301__________________________ Fax: ____518-546-7895_____________ 

Email: _________________________________________________________________________ 

 

 

*For those Students that do not have a Provider or are Uninsured, a FREE of 

charge physical can be provide by the Westport Health Center. Westport, NY 

12993   518-962-2313.  

*Please call the Health Center to make an appointment.  

  

  

https://www.p12.nysed.gov/sss/documents/health-exam-form.pdf
https://www.p12.nysed.gov/sss/documents/health-exam-form.pdf
http://www.schoolhealthny.com/
mailto:__lcowin@moriahk12.org________________________________________


 

 

 

 

       



  

 



 

 



 

Dental Health Certificate 

Parent/Guardian:   New York State law (Chapter 281) permits schools to request an oral health exam in the following grades: school entry, K, 2, 4, 

7, & 10. Your child may have a dental check-up during this school year to assess his/her fitness to attend school.  Please complete Section 1 and 

take the form to your dentist for an exam.  If your child had a dental check-up before he/she started school, ask your dentist to fill out Section 2.  

Return the completed form to the school's medical director or school nurse as soon as possible. 

Section 1. To be completed by Parent or Guardian (Please Print) 

Child’s Name:                               Last                                                                                          First                                                                                          Middle 

Birth Date:          /           /       Sex:        Male       Female 
Will this be your child’s first oral health assessment?         Yes     No                                                                            

School:  Moriah Central School, 39 Viking Lane, Port Henry, NY 12974 Grade 

Have you noticed any problem in the mouth that interferes with your child’s ability to chew, speak, or focus on school activities?   Yes   No    

I understand that by signing this form I am consenting for the child named above to receive a basic oral health assessment. I understand this assessment is 

only a limited means of evaluation to assess the student’s dental health, and I would need to secure the services of a dentist in order for my child to receive 

a complete dental examination with x-rays if necessary to maintain good oral health.  

I also understand that receiving this preliminary oral health assessment does not establish any new, ongoing, or continuing doctor-patient relationship. 

Further, I will not hold the dentist or those performing this assessment responsible for the consequences or results should I choose NOT to follow the 

recommendations listed below. 

Parent’s Signature______________________________________________________________ Date ___________________________ 

Section 2. To be completed by the Dentist/ Dental Hygienist 

I. The dental health condition of _____________________________________on__________ (date of exam) The date of the exam 

needs to be within 12 months of the start of the school year in which it is requested.   Check one: 

 Yes, the student listed above is in fit condition of dental health to permit his/her attendance at the public schools. 

 No, the student listed above is not in fit condition of dental health to permit his/her attendance at the public schools. 

NOTE: Not in fit condition of dental health means, that a condition exists that interferes with a student's ability to chew, speak or focus on 

school activities including pain, swelling or infection related to clinical evidence of open cavities.  The designation of not in fit condition of 

dental health to permit attendance at the public school does not preclude the student from attending school. 

Dentist’s/ Dental Hygienist’s name and address Dentist’s/Dental Hygienist’s Signature 

Optional Sections - If you agree to release this information to your child’s school, please initial here.                                             

 II. Oral Health Status (check all that apply).                             

 Yes   No   Caries Experience/Restoration History – Has the child ever had a cavity (treated or untreated)?  [A filling (temporary/permanent) OR a 

tooth that is missing because it was extracted as a result of caries OR an open cavity].             

 Yes   No   Untreated Caries – Does this child have an open cavity?   [At least ½ mm of tooth structure loss at the enamel surface. Brown to dark-brown 

coloration of the walls of the lesion. These criteria apply to pits and fissure cavitated lesions as well as those on smooth tooth surfaces. If retained 

root, assume that the whole tooth was destroyed by caries. Broken or chipped teeth, plus teeth with temporary fillings, are considered sound 

unless a cavitated lesion is also present].   

 Yes   No   Dental Sealants Present    Other problems (Specify):___________________________________________________________________ 

II. Treatment Needs (check all that apply) 

  No obvious problem. Routine dental care is recommended.  Visit your dentist regularly. 

  May need dental care.  Please schedule an appointment with your dentist as soon as possible for an evaluation. 

  Immediate dental care is required.  Please schedule an appointment immediately with your dentist to avoid problems. 



Moriah Central School District 
Home of the Vikings 

39 Viking Lane, Port Henry, New York 12974        518-546-3301    Fax 518-546-7895 
 

Media Consent  
 
 
Student Name:  _______________________________                              Date: ________________ 
 
 
 
 
I consent to the use and disclosure of the image, quotes, name, the participation in interviews,  
and the taking of photographs, recordings, and videos of the student named above by the Moriah Central School 
District and invited members of the press for Moriah Central School sponsored events. I grant Moriah and invited 
members of the press the right to disclose, edit, use, and reuse the student’s image, quotes, name, and interviews, and 
photographs, recordings, and videos of the Student for Moriah Central School’s nonprofit and public press purposes. 
This includes use in print, on broadcasts, in online spaces (such as the Mor iah Cent ra l  School  website and 
social media accounts and those of the press), and all other forms of media. I u nderstand that when the school hosts 
a public event, individuals at the event may take their own photographs, videos and audio of the event, that such 
recordings may capture me or my child, and that they may also be made public.  
 
I also release Moriah Central School, its agents, and employees from all claims, demands, and liabilities.  
in connection with the rights granted above. 
 
 

  I give my consent. 

  I DO NOT give my consent.  

 

If Student is Under Age 18:  

Name of Parent/Guardian: _____________________________________________________________________ 

Signature of 

Parent/Guardian_____________________________________________________________________________ 

 

If Student is Age 18 or over: 

Name of Student: ____________________________________________________________________________ 

Signature of Student: _________________________________________________________________________ 

 

For students aged 18 and over, the form must be signed by the student, and not the parent or guardian.  

 

 

 

 

  



 

Moriah Central School  

Computer, Network, and Internet Access Acceptable Use Policy 
 

It is the policy of the Moriah Central School District that student e-mail be used in a responsible, legal, and 
ethical manner. Failure to do so will result in the termination of e-mail privileges for the user.  

Users of the student e-mail system are responsible for their use of the e-mail. The use of the e-mail must be in 
support of education and research and must be consistent with the academic actions of the Moriah Central 
School District. It will be under the supervision of school faculty and administration at the school. Use of the e-
mail for any illegal or commercial activities is Prohibited. 

A responsible e-mail user will: 

• Students will refrain from the use of impolite, abusive, inappropriate, or otherwise objectionable language, 
pictures, or images in either public or private e-mail messages, text messages, or website postings. 

• Never give one’s personal home address or phone number or the personal home address or phone number 
of any other student while using the Internet. Do not share credit card or bank information.  

• Users are cautioned not to open e-mail attachments or download any files from unknown sources.  Report 
any unusual activities such as “spam” communications, obscene e-mail, attempts by adults to lure students 
into dangerous behavior to the office immediately.   

• Not forward chain letters or jokes 

A responsible e-mail user must be aware that: 

• Use of the e-mail is a PRIVILEGE, not a RIGHT. 
• The primary purpose of the student electronic mail system is for students to communicate with school staff, 

outside resources related to school assignments, and fellow students to collaborate on school activities. 
Account usernames and passwords may be provided to parents if needed so those parents can monitor the 
account and communicate with teachers. Use of the district’s e-mail system is a privilege.  

• The use of the e-mail system will align with the school’s code of conduct and the code will be used for 
discipline purposes. Communication through the district’s e-mail system will exhibit common sense and 
civility. It will abide by the community’s mode of acceptable behavior. Students are responsible for messages 
sent from their accounts.  

• Students should not share passwords. Persons issued an account are responsible for its use at all times.  
• E-mail is not guaranteed to be private. E-mail sent or received by this system is not confidential. Although the 

Board of Education does not make a practice of monitoring electronic mail, the administration reserves the 
right to retrieve the contents of user mailboxes for legitimate reasons, such as to find lost messages, to 
conduct internal investigations, to comply with investigations or wrongful acts or to recover from system 
failure.  

• If necessary, the Board of Education, at its discretion, may close the accounts at any time. Any updates or 
changes to this e-mail agreement by the Board of Education or administration will be in effect.  

• Students will be removed from the system after graduation or leaving the school district.  
• Violation of this policy will result in the possible loss of e-mail privileges.  

 
 



 

 

Moriah Central School  

Computer, Network, and Internet Access 

Student Account Agreement 
 

Student Name: DOB:  Grade:  

 
I have read the district’s Computer, Network, and Internet Access Acceptable Use Policy. I agree to follow the 
rules contained in this policy. I understand that if I violate the rules, additional restrictions may also be placed 
on my account including termination of the account.  

Student Signature:  Date: 

   
 
Parent Section 
➢ I have read the district’s Computer, Network, and Internet Access Acceptable Use Policy. I hereby release 

the district, its personnel, and any institutions with which it is affiliated from any and all claims and 
damages of any nature arising from the unauthorized use of the system to purchase products or service.  

➢ I will provide instructions regarding any restrictions against accessing material that are in addition to the 
restrictions set forth in the district’s Computer, Network, and Internet Access Acceptable Use Policy. 

➢  I will emphasize the importance of following the rules for personal safety.  
   
I give permission to issue an account and certify that the information contained in this form is correct.  

Parent Name:  Date: 

Parent Signature:  Phone: 

Home Address: 

 

 

 

 


