DISTRICT
SCHOOL BOARD
OF NIAGARA

District School Board of Niagara

Educational Background & Interest Survey

Last Name, First Name:

Date of Birth:

1. Tell us about the schooling you completed before attending the District School Board of
Niagara (i.e. schools, grades completed, country of instruction, language of instruction).

2. Have you studied English before? |:|Yes |:| No
If yes, for how many years? How many hours per week?

3. Was there ever a time you did not attend school for more than 1 or 2 months? D Yes |:| No

If yes, for how many months?

4. Which courses interest you? Please select all that apply.

[ ]ESL [ ] English [ ] French

D Math D Biology D Chemistry

D Physics D Geography D History

[ ] World Studies [ ] Physical Education [ ] Music

[ ] Visual Art [ ] Drama [ ] Business

[ ] Family Studies / Culinary [ ] Technologies/Computers [ ] Construction/Design




5. What are your strongest subjects in school?

6. What subjects do you find challenging?

7. What kind of activities, sports, and/or hobbies to you like to do outside of school?

8. What would you like to do after you finish secondary school?

|:| Attend university in Canada
[ ] Attend college in Canada

|:| Attend college or university in another country

|:| Work

9. What kind of a jobs or careers are you interested in?

10. How long do you plan to attend Secondary school in Ontario?

|:| 5 months (one semester)
|:| 1 year
D 2 years
|:| 3 years
[]4years

Please note: If you are only applying to study for grade 12 with DSBN, we cannot guarantee successful
graduation with Ontario Secondary School Diploma (OSSD) in just one year.
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