
East Providence School Department 
1998 Pawtucket Avenue - Door 2 

East Providence, RI 02914 

401-270-8276

Fax: 401-919-5912 
Monica deSouza 

Email: mdesouza@epschoolsri.com 

Requirements for Registration 

❖ Three Forms of Proof of Residency and Driver's License

1. Lease/Mortgage Statement
2. Utility Bill
3. Pay Stub/Bank Statement

Proof of Residency Procedure 

All students requiring educational or related services through the City of East Providence 
must first prove legal residence in the City. Students include all school age children 
attending district public schools, as well as children attending private and/or parochial 
school, or being home school, and requesting services, such as but not limited to 
transportation, special education and related services, books etc. 

Only a parent and/ or legal guardian can register, change the address, and prove residency. 

Three (3) such forms to prove residency are required. One item from each column below 
needs to be selected and presented at the time of registration, or change of address occurs. 
They must be in the name of the student's parent/guardian. 

Column A 

Most Recent 
Mortgage Statement 

Current Lease 

Section 8 Agreement 

Legal affidavit from landlord 
affirming tenancy 

ColumnB 

Most Recent Utility Bill 
Gas/Electric/Cable/Cell Phone 

Student Loan 

Credit Card Statement 

State Assistance 
Ex. WIC/Unemployment 

ColumnC 

Payroll Stub 
(last 30 days) 

Bank Statement (last 30 days) 

W-2/Tax Return (past year)

Property Tax 





‭EDUCATIONAL INFORMATION:‬

‭Child Outreach/Child Find Screening:      ___Yes    ___ No    If Yes, place/date___________________________________‬

‭IEP (Special Needs):     ___Yes    ___No       If Yes,  ___ Self-Contained    ___Resource‬

‭Sec 504 Plan:    ___Yes    ___ No‬

‭Previous School: __________________________________________________ Last Date Attended: _____/_____/_____‬

‭Previous School Address:_____________________________________________________________________________‬
‭City‬ ‭State‬

‭Previously attended East Providence Public Schools:    ____ Yes    ___No‬

‭Other siblings in East Providence Schools:   ___Yes   ___ No   If Yes, Grade(s)/School(s) _________________________‬

‭Family Doctor/Clinic: _______________________________________________________________________________‬

‭Current Medical Issues (Allergies, Migraines, etc.): ________________________________________________________‬

‭__________________________________________________________________________________________________‬

‭IMPORTANT ACKNOWLEDGEMENT:‬‭(‬‭Re: RI GENERAL LAWS Title‬‭16, Chapter 64 Sections 1-8)‬

‭By‬‭signing‬‭this‬‭form‬‭as‬‭parent/guardian‬‭or‬‭other‬‭person‬‭acting‬‭in‬‭“loco‬‭parentis”‬‭to‬‭the‬‭student‬‭being‬‭registered,‬‭I/we‬‭attest‬
‭that‬ ‭all‬ ‭information‬ ‭supplied‬ ‭is‬ ‭true‬ ‭and‬ ‭accurate.‬ ‭I/we‬ ‭understand‬ ‭that‬ ‭submitting‬ ‭false‬ ‭or‬ ‭fraudulent‬ ‭residency‬
‭information‬ ‭may‬ ‭require‬ ‭the‬ ‭payment‬ ‭to‬ ‭the‬ ‭East‬ ‭Providence‬ ‭School‬ ‭Department‬ ‭of‬ ‭tuition,‬ ‭to‬ ‭be‬ ‭calculated‬‭at‬‭the‬‭per‬
‭pupil cost of education.‬ ‭This provision is strictly‬‭enforced.‬

‭Parent/Guardian Signature: ____________________________________________________________________‬

‭Date of Registration: Month ______________________ Day____________ Year _____________‬

‭School Registrar Signature:  _____________________________________________________________________‬

‭Release of Information‬

‭Should a question regarding the residency of those persons listed on school registration forms and/or affidavits‬
‭arise, the East Providence School Department will conduct an investigation. By signing this form, I/we‬
‭acknowledge that this form will authorize the agency/person from whom the information is sought, to release‬
‭to the East Providence School Department, any all information regarding addresses listed with them, including‬
‭addresses, dates of occupancy, and any other information available that will help establish residency of‬
‭students enrolled in the East Providence School System.‬

‭I/we further understand that the use of this form will be limited to the request of information regarding‬
‭residency only and all information obtained by the East Providence School Department will be kept confidential‬
‭and used only in relation to such investigation and resulting proceedings conducted pursuant to Tit le 16 of the‬
‭Rhode Island General laws.‬

‭Parent/Guardian:‬‭__________________________________________________‬ ‭Date:‬‭_______________________‬









‭East Providence School Department‬
‭1998 Pawtucket Avenue‬

‭East Providence, RI 02914‬

‭Release/Request of Records‬

‭Student: ____________________________________________________‬ ‭Date of Birth: _________________‬

‭Address: ____________________________________________________‬ ‭East Providence, RI 0291________‬

‭School: _____________________________________________________‬ ‭Grade ________‬
‭The East Providence School Department is authorized to request ____ / send ____ information to/from written and or verbal.‬

‭Agency/School:  ______________________________________________________________‬

‭Attention: ____________________________________________________________________‬

‭Street: ______________________________________________  City:  _____________________ State/Zip: _________‬

‭CHECK ALL WHICH APPLY:‬
‭Adaptive Behavior Report‬ ‭Physical Therapy Evaluation‬

‭Attendance Report‬ ‭Psychiatric Evaluation‬

‭Behavior Report‬ ‭Psycho-Education Evaluation‬

‭Classroom Observation‬ ‭Psychological Evaluation‬

‭Clinical Psychological Evaluation‬ ‭Release Form‬

‭Educational Evaluation‬ ‭Report Card‬

‭Evaluation Team Report‬ ‭School Immunizations‬

‭Functional Behavior Assessment‬ ‭Social History‬

‭Medical Hospital Reports‬ ‭Speech/Language Evaluation‬

‭IEP (Individual Education Program)‬ ‭Suspension Data‬

‭Language Deficiency Report‬ ‭Transcript from Middle School‬

‭LD Documentation Report‬ ‭Transcript from High School‬

‭Manifestation Determination‬ ‭504 Plan‬

‭Neurological Evaluation‬ ‭Other‬

‭Occupational Therapy Evaluation‬

‭Reason for Request:‬ ‭◻  To plan for educational needs‬ ‭◻  Evaluation Team Request‬
‭◻  Student is moving out of East Providence‬ ‭◻  Parental Request‬

‭1)‬ ‭Information released or obtained will not be given, sold, or transferred to any person or organization without written consent of the‬
‭parent/guardian/educational advocate.‬

‭2)‬ ‭The Parent has the right to revoke this authorization at any time.‬
‭3)‬ ‭Authorization will expire in one year.‬

‭Signature:‬‭_____________________________________________________‬ ‭Date‬‭: _________________‬
‭◻‬‭Parent‬ ‭◻‬‭Guardian‬ ‭◻‬‭Educational Advocate‬

‭Send to:‬

‭◻‬‭East Providence School Department‬ ‭OR‬ ‭◻‬‭________________________________‬
‭1998 Pawtucket Avenue                                                                 ____________________________________‬
‭East Providence, RI 02914                                                             ____________________________________‬
‭(401) 270-8276                                                                               ____________________________________‬
‭(401) 919-5912 (fax)‬

‭EP Representative requesting information: _____________________________________________________‬
‭Location of person requesting information: _____________________________________________________‬

‭Parental permission is no longer required when records are requested by authorized school personnel. (Family Educational Rights and Privacy Act, Final Rule on‬
‭Educational Records, Federal Registrar, Vol: 41, #118, pg 24676)‬

‭Effective October 9, 2013 Rhode Island Model Form: Parental Consent to Access Public Benefits‬



‭PARENT/GUARDIAN CONSENT TO ACCESS MEDICAID FUNDS‬

‭Background‬‭:‬
‭The _______________________________________________________________ provides special education and related‬
‭services as a free and appropriate public education (FAPE),‬‭at no cost to‬‭the parents‬‭, in the least restrictive‬‭environment‬
‭(LRE). The ___________________________________________________________‬
‭can seek reimbursement through Medicaid for some special education services for students who are eligible for Medicaid‬
‭benefits. Section 300.154 of the Rhode Island Board of Education’s Regulations Governing the Education of Children‬
‭with Disabilities Education requires that the ____________________________________________________________‬
‭receive your‬‭written informed consent‬‭in order to‬‭seek Medicaid reimbursement for certain special education services.‬

‭Before you give or deny consent, please read the following:‬

‭Please check all of the following (this is informed consent):‬

‭I understand‬‭that giving my consent to the district‬‭to access Medicaid reimbursement for services provided to my child‬‭will‬
‭not impact‬‭my ability to access these services for‬‭my child outside the school setting.‬

‭I understand‬‭this consent‬‭does not include consent‬‭for assistive technology devices‬‭. The district needs‬‭a‬‭separate consent‬
‭form‬‭when accessing reimbursement for any assistive‬‭technology device.‬

‭I understand‬‭that services in my child’s IEP must‬‭be provided at‬‭no cost‬‭to me, whether or not I give‬‭consent to bill‬
‭Medicaid. [If I refuse consent or if I revoke (withdraw) this consent, the school district is still responsible to provide‬
‭special education and any related services identified for my child through the special education eligibility processes‬
‭and these services will be provided at‬‭no cost‬‭to‬‭me. This includes no costs for co-pays, deductibles, loss of eligibility‬
‭or impact on lifetime benefits.]‬

‭I understand that my consent is voluntary and I may revoke (withdraw) my consent in writing at anytime after it is given. If I‬
‭revoke (withdraw) my consent, the school department will no longer bill Medicaid from the date the written revocation‬
‭(withdrawal) of consent is received by the district.‬

‭I understand that the district follows both the Health Insurance Portability and Accountability Act (HIPAA -- the‬
‭federal health privacy act) and the Family Educational Rights and Privacy Act (FERPA -- the federal education privacy act)‬
‭requirements to protect my confidential information and that Medicaid funds received by the district‬
‭directly support education in our district.‬

‭Permission given or denied (please check one):‬

‭I give permission‬‭to the district to share information‬‭about my child with the state Medicaid Agency, its fiscal agent, and the‬
‭district’s Medicaid billing agent. The information shared may include my child’s name, date of birth, address, primary special‬
‭education disability, Medical Assistance Identification number (MID), and the type and amount of health services provided.‬
‭Services may include personal care, assistive technology services, day program treatment, residential program treatment,‬
‭child outreach screening, transportation, and services and/or evaluations provided by physical therapists, occupational‬
‭therapists, speech, hearing and language therapists, licensed psychologists, social workers and nurses.‬

‭I do not give permission‬‭to the district to share‬‭information about my child in order to seek Medicaid reimbursement‬
‭for services provided to my child.‬

‭__________________‬‭_________________________________________________________________________________________________‬
‭Parent/Guardian Signature‬ ‭Date‬

‭Student’s Name‬ ‭Birth Date (DOB)‬ ‭Grade‬ ‭Today’s Date‬

‭Parent/Guardian Name‬ ‭Parent/Guardian Address‬
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