
                     A. T. Allison Elementary School 
 

 National Blue Ribbon School  
605 Railroad Street 

Chester, WV  26034 
Voice – 304-387-1915 

Fax – 304-387-2114  

 

United in Pursuing Excellence 

KINDERGARTEN REGISTRATION FOR FALL 2024-2025 
Dear Parents/Guardians: 

 

Registration for our 2024-2025 Kindergarten class is starting soon.  Once available, Kindergarten Registration packets will be 

sent home with your child or siblings if he/she attends school at Allison.  Packets can be picked up from the tote outside of the 

school or Kindergarten Registration packets can be mailed upon request.     

 

You will need to provide your child’s official state certified birth certificate, immunization records, two proofs of residency (gas or 

electric bill, current tax statement from a home, and/or valid WV license), photo ID, and social security card.  Custody papers will 

also be needed, if necessary.  The birth certificate must be issued by the State Department of Vital Statistics.  Birth certificates 

issued by a hospital or county registrar office will not be accepted.  Children who currently attend Allison Elementary School’s 

preschool may not need to provide all required documents as they may be in your child’s current office file.  

 

If your child is eligible, please complete the form below and return it to the school by Friday, March 8, 2024 or 

scan the QR code with a mobile device.  
   

 

 

 

Immunization Entrance Guidelines 
VACCINE REQUIREMENT 

DTaP / DTP 

 

Four (4) doses required. 

One dose after the 4th birthday. 

POLIO  

IPV 

Three (3) doses required. 

One dose after the 4th birthday. 

Note: If immunizations include OPV and IPV, then a total of 4 doses are required. 

Measles, Mumps, and Rubella (MMR) Two doses required. 

First dose after the 1st birthday. 

Varicella Two (2) doses required. 

First dose after the 1st birthday. 

Hepatitis B Three (3) doses required.  

Last dose after 6 months of age.   

Kindergarten – Kindergarten students must have a Wellness / Health Physical completed by a physician and an Oral Health Assessment 

completed by a licensed dental professional.   

----------------------------------------------- Please cut here ------------------------------------------------- 

Child’s Name:  _______________________________________ Date of Birth:  __________________________ 

        Complete Name – Please Print 

Parent Name:  _______________________________________ Phone No.:  __________________________ 

 

Address:  ______________________________________________________________________________ 

                 Street Address – Not P. O. Box                        City                                      State 

Current or Previous Preschool __________________________Sibling attending Allison________________________ 

 

Academic Concerns: Yes or No  Behavioral Concerns: Yes or No Other Concerns: ______________ 


