KINDERGARTEN

2012-2013 KINDERGARTEN
REGISTRATION PACKET

CHILDREN MUST BE FIVE (5) YEARS OF AGE
(ON OR BEFORE AUGUST 31, 2012)
TO ENTER KINDERGARTEN IN SEPTEMBER 2012.
KINDERGARTEN CHILDREN MUST BE REGISTERED AT THE ELEMENTARY SCHOOL IN THE
NEIGHBORHOOD DISTRICT WHERE THEY RESIDE.




KINDERGARTEN REGISTRATION/PARENT
ORIENTATION INFORMATION

Registration will be held for all KINDERGARTEN AGE CHILDREN of DRACUT RESIDENTS on the
dates and times below.

Children must be five (5) years of age (on or before August 31, 2012) to enter Kindergarten in

September 2012. Kindergarten children must be registered at the elementary school in the
neighborhood district where they reside.

CALENDAR of KINDERGARTEN EVENTS

REGISTRATION

Campbell Elementary Tuesday, February 28, 2012 6 00 PM

‘ Brookside Elementary Wednesday, February 29, 2012 6 00 PM

KINDERGARTEN VISITATION/SCREENING DAYS

ALL SCHOOLS Thursday, April 12, 2012 8:00 AM to 3:30 PM

Friday, April 13, 2012 8:00 AM to 3:30 PM
Information regarding specific visitation and screening times for your child will be provided to you by the
building principal on the Registration Evenings listed above.

Please bring this completed registration packet to the appropriate school your child will be attending on the night of
registration as designated above. If you cannot attend registration please return this completed packet to the
appropriate school listed below:

Brookside Elementary

Campbell School

Greenmont Avenue

1560 Lakeview Ave. 1021 Methuen Street 37 Greenmont Ave.
Dracut, MA. 01826 Dracut, MA. 01826 Dracut, MA. 01826
Attention: Attention: Attention:
Kindergarten Kindergarten Kindergarten
Registration Registration Registration




DRACUT PUBLIC SCHOOLS
DRACUT, MASSACHUSETTS 01826

January 2012

Dear Parents/Guardians:

The Kindergarten Registration program will give all parents the opportunity to meet School
Department representatives. During this program, presentations will be given by School Administration,
Parent/Teacher Organizations (PTO Officers), Early Childhood Council representatives, and a
Kindergarten Readiness consultant. There will be a question and answer period provided to assist you with
this process.

Enclosed in this packet are the following forms that need to be reviewed, completed and returned at
the registration evening at your school:

Kindergarten Registration Form

School Bus Transportation Form

Screening Release form (signed and dated)

Developmental History Form (refer to child’s baby book).

School Enrollment/Residency: Proof of residency in the Town of Dracut (3 documents)
Residency Affidavit (signed and dated)

Student Residency Questionnaire

CHILD’S BIRTH CERTIFICATE (required at the time of registration)

Home Language Survey

A Parent’s Guide to Dracut School Health Services:

a. Health/Mass Health/Medicaid Form

b Vision Screening Requirements

c. Massachusetts School Health Record (to be returned by Friday, August 31, 2012).
d Certificate of Immunization or Immunization record provided by child’s physician

R LT



DRACUT PUBLIC SCHOOLS
KINDERGARTEN REGISTRATION FORM

Student’s Name Birthplace

Home Address Birth date

Home Telephone Number

Cell Number Student lives with: (v')Both Parents [
Mother O
Father 0O

Guardian 0O
Male O Female 0O
Language Spoken In Home By Child O ENGLISH
O OTHER

Father’s Name

Occupation Business Tel.

Mother’s Name ( )

(Maiden Name)

Occupation Business Tel.

Family Physician Business Tel.

Health Insurance Type/Number

Mass Health Number

PERSON TO CONTACT IN AN EMERGENCY (Other than Parents):

Name Telephone Number

Relationship to Child

For Office Use Only

Date of Registration Registered by:

Birth Certificate OO If entering Kindergarten or Grade 1, verify date of birth with school entrance age requirement.



SCHOOL BUS TRANSPORTATION FORM 2012-2013

This form should be completed by every student who intends to take a school bus to and/or from school for the
2012-2013 school year.

Name School Grade
Address

Home Phone Cell phone

Email Address Bus Pass # (Jr/Sr High only)

Morning Bus Transportation Yes No Afternoon Bus Transportation Yes No

All students will be assigned to the bus stop closest to his/her home address unless the following chart is
completed.

Morning Daycare* Name | Daycare Address Day(s) circle all that apply

Mon Tu Wed Thu Fri everyday

Mon Tu Wed Thu Fri everyday

Afternoon Daycare* Name | Daycare Address Day(s) circle all that apply

Mon Tu Wed Thu Fri everyday

Mon Tu Wed Thu Fri everyday

*The term “daycare” refers to all types of care, including daycare centers, home daycares, grandparents, aunts,
uncles, cousins, & friends.

Please return this form with your completed Kindergarten registration packet.

Parent Signature Date




DRACUT ELEMENTARY SCHOOLS
KINDERGARTEN SCREENING
PERNMISSION AND RELEASE FORM

I hereby grant the Dracut Public Schools Professional Personnel permission to evaluate my child
(Kindergarten Screening Process) and to release said evaluative data within the school system for
professional purposes only.

Parent’s Signature

Child’s Name
Address
Date
Has your child ever attended or participated in:
1)... Headstart Program? QO Yes O No
2)... Specialized Preschool/Day Program
sponsored by the Department of Public Health
such as The Ann Sullivan Center, Tewksbury, MA.? O Yes Q No
3)... Specialized Preschool/Day Program
sponsored by any state or local agency
or school system? O Yes O No

If Yes to any of the above, what were the dates of attendance?

Start End




DRACUT PUBLIC SCHOOLS
DEVELOPMENTAL HISTORY QUESTIONNAIRE

CHILD'S NAME DATE
Nickname Date of Birth
Address Telephone
FATHER'S NAME AGE
Occupation Previous
MOTHER'S NAME AGE
Occupation Previous

If both parents work outside of the home, who cares for the child a part of each day?

Parents are: 1)1 together 2)1 separated 3)1 divorced 41 widowed

If you have checked # 2,3, or 4 please indicate date

Comments

SIBLINGS

Name Age Grade School

Is any language other than English spoken athome? No 1 Yes 1 Ifso, please name Language

A)..PREGNANCY AND BIRTH HISTORY

1. Duration of Pregnancy weeks.

2. Difficulties: No1 Yes1l Explain

3. Baby's birth weight Ibs. oz.

4. Did baby have any trouble starting to breath? No1l VYesl

5. Did baby have any trouble while in hospital? No 1 Yesl ifyes, Describe

6. Age of baby at time of discharge?




B)..DEVELOPMENTAL LANDMARKS OF CHILD (GIVE AGES)

1. Smiled 5. First sat alone when placed
2. Spoke single words 6. Walked alone
3. Spoke short sentences 7. Toilet trained

4. Hand preference left 1 right 1

C)..RECENT DEVELOPMENTAL HISTORY

1). DAILY HABITS:

e What time does your child usually go to bed? _Get up in the morning? Takeanap?No 1 Yes 1

e Doesyour child have difficulty sleeping? Nol Yesl ifyes, explain

2). SOCIAL/EMOTIONAL

¢ Does your child make many demands on you for your attention? No1l Yes 1
¢ Has your child experienced an important loss? No 1 Yes 1
¢ Does your child play regularly with other children his/her age? No1l Yes 1
¢ Would your child prefer to play alone most of the time? No 1 Yes 1

¢ What types of games does your child like to play alone?

¢ What types of games does your child like to play in a group?

¢ Does your child like to watch television? Nol Yesl Whatareyour child's favorite
programs?

e Does your child like tobe read to? Nol Yesl Ifsobywhom?

How Ofter?

¢ Can your child read by himself/herself? No1l Yes1

¢ Does your child attend a pre-school program? Nol Yesl Ifso,pleaseindicate where your child
attended pre-school

Nursery Dates
Day Care Dates
Headstart Dates

Number of days per week




D)8 MEDICAL

1). Speech/Language

¢ Does your child express himself/herself in phrases or sentences most of the time? No1l Yesl

Comment

2). Hearing

e Have you noticed any speech problems No1l Yesl Ifso,Please check (3), babytalk1 ,unclear
speech 1 ,stuttering 1 , very loud voice 1 ,very soft voice 1 , other1

¢ Any hearing difficulty? What?

e Hearing ever tested? Nol Yes1l Resultsifyes?

¢ Ear infections? If so, Please check (3) infant1 , Toddler1 ,3-5years1 , Ifyes, Infrequent1 ,
Frequent Prolonged 1

3). Does your child wear glasses? Nol Yes1l Ishe/she presently under care for any vision
problems? No1 Yesl Comment

4). Does your child have any allergies? No1l Yesl1l Please explain

Does your child takes medication? No1 Yes1l

What?

5). General Medical

¢ Has your child ever had any seriousillness? No1l Yesl1l IfYes, what?

e Was your child ever hospitalized? No1l Yesl When

Why? Duration?
e Any highfevers? Nol Yesl (over105) Age Duration
¢ Any convulsions? No1l Yes1 ifyes, with high fever accident

or apparent cause

e Any accidents? Nol Yes1l Ifyes, Describe

¢ Does your child take medication? Nol Yesl ifyes,

e How frequently would your child need to use the bathroom facilities during school hours?




E)..MOTOR SKILLS

e Is your child able to dress himself/herself in outdoor clothing? Nol Yesl
e s your child usually active? Nol Yesl
e Is your child usually quiet? Nol VYesl
¢ Does he/she run smoothly? Nol Yesl
¢ Can he/she ride a bicycle? Nol Yesl
¢ Can he/she ride a tricycle? Nol VYesl
¢ Can he/she pump a swing? Nol Yesl
¢ Can he/she catch a ball? Nol Yesl

F)..ADDITIONAL INFORMATION

¢ Have any other members of the family had learning difficulties? No1l Yes1

Parent siblings if so explain

What additional information would you like us to know about your child so that we can help your child to
have a good experience in Kindergarten?

What do you want your child to receive from the Kindergarten Program?

Signature Relationship to Child



DRACUT PUBLIC SCHOOLS
SCHOOL ENROLLMENT / RESIDENCY

I. RESIDENCY

In order to attend the Dracut Public Schools, a student must actually reside in the Town of Dracut, unless one of the exceptions (set forth
in Part V below) applies. The residence of a minor child is ordinarily presumed to be the legal residence of the child’s parent or legal
guardian having physical custody of the child. A student’s actual residence is considered to be the place where he or she lives
permanently. In determining residency, the Dracut Public Schools retain the right to require the production of a variety of records and
documentation and to investigate where a student actually resides.

A determination that a student does not actually reside in the Town of Dracut renders the student ineligible to enroll in the Dracut Public
Schools or, if the student is already enrolled in the Dracut Public Schools, shall result in the termination of such enrollment. A parent,
legal guardian, or student who has reached the age of majority (18), who is aggrieved by a determination of residency, may appeal the
determination to the Superintendent of Schools, whose decision shall be final.

1. VERIFICATION OF RESIDENCY
Before any student is enrolled in the Dracut Public Schools, his or her parent or legal guardian must provide:
1. Asigned Affidavit of Residency; and
2. Proof of residency in the Town of Dracut (3 documents)
3. A completed Dracut Public Schools emergency form. Kindergarten students will receive this form on the first day of school.

All applicants for enrollment must submit at least one document each from Column A, B, and C and any other documents that may be
requested, including but not limited to those from Column A, B, or C (noted below)

Column A Column B Column C
Evidence of Residency Evidence of Occupancy Evidence of Identification (Photo ID)
Record of recent mortgage Recent bill dated within Valid Driver’s License
payment and/or property the past 60 days showing
tax bill. Dracut address Valid MA Photo 1D Card
Copy of Lease andrecord Gas Bill, Oil Bill, Valid Passport
of recent rental payment Cable Bill, Electric Bill
Landlord Affidavit and Home Telephone Bill
recent rental payment (not cell phone)
Section 8 Agreement Excise Tax Bill

The Principal, or his/her designee, may verify the home address and home telephone number of each student at least once during the school year.
Any irregularities shall be reported promptly to the Supervisor of Attendance of the Dracut Public Schools. Parents are required to notify the
school of any changes of their address or the address of the student within five days of the change.

111. ENFORCEMENT

Should a question arise concerning any student’s residency in the Town of Dracut while attending the Dracut Public Schools, the
student’s residency will be subject to further inquiry and/or investigation. Such questions concerning residency may arise on the basis of
incomplete, suspicious, or contradictory proofs of address; anonymous tips; correspondence that is returned to the Dracut Public Schools
because of an invalid or unknown address, or other grounds.

Should it be determined that information provided be found to be false information as to residency in Dracut, parents/guardians may be
held financially liable for paying restitution to the Dracut Public Schools for the cost incurred in educating the student. Parents/guardians
could also be held liable for additional costs including, but not limited to attorney’s fees incurred by Dracut Public Schools in seeking
restitution for educating the student.

Upon an initial determination that a student is actually residing in a city or town other than the Town of Dracut, the student’s enrollment
in the Dracut Public Schools shall be terminated immediately.

IV. PENALTIES
In addition to termination of enrollment and the imposition of other penalties permitted by law, the Dracut Public Schools reserve the right to recover
restitution based upon the costs of educational services provided during the period of non-residency.

V. EXCEPTIONS
1. The Residency Requirements Shall Not Apply to the Following:
a. Students enrolled in the High School under special programs approved by the School Committee, such as educational exchange programs; school
choice.
b. Tuition paying students, as permitted by law;
¢. Students who are entitled to attend the Dracut Public Schools under the McKinney-Vento Homeless Assistance Act.



Dracut Public Schools
Residency Affidavit

Date:

I, am the parent or legal guardian of the student named
(Name of Person)

. We both reside in Dracut, at
(Name of Student) (Address)

I have been informed and | am aware that if | or the student have provided false information as to

our residency in Dracut, that | can be held financially liable for paying restitution to the Dracut Public
Schools for the cost incurred in educating the student. | understand that | could also be held liable for
additional costs including, but not limited to attorney’s fees incurred by Dracut Public Schools in seeking
restitution for educating the student. By signing below, | agree that | have been placed on notice and that |

have been fully informed regarding the above information and my potential liability.

Student- Print Name Student Signature

Person Registering Student- Print Name Person’s Signature

DPS staff member- Print Name Staff Member’s Signature
Translator- Print Name and Language Translator’s Signature

(I'F A TRANSLATOR WAS NOT NEEDED PLEASE WRI TI




Date: (Revised September 14, 2011)

Dracut Public Schools
Questionnaire  Student Residency

By completing this quest ionnaire, you help the Dracut Public Schools comply with the McKinney -Vento Act, Title
X, Part C of the No Child Left Behind Act. Your truthful and accurate answers help the district identify services
that the student may be eligible to receive.

School U matle [ Female
Student 6s Name _ Age Grade
Date of Birth (Month/Day/Year)
Parent(s) Legal Guardian(s )
Address
City/State/Zip
Telephone No.
1. Where is the student living now? (Check one box)
Qin a shelter Oin a motel or hotel a with more than one family in a house or apartment due
to economic hardship
D in a car D in a trailer park or D with friends or family members (other than
campsite parent/guardian) due to economic hardship

D none of the above

I f you checked the box marked onone of the aboved you do
below and return a copy of this form to Dracut Public Schools, 2063 Lakeview Avenue, Dracut, MA. 01826 to the
attentio n of Thomas Rose, School Business Administrator or fax to 978 -957-2682

2. Does the living arrangement checked in Question 1 result from a loss of housing or economic hardship?

D yes D no D unsure

3. The student lives with

H K] parent P parents ] parent & another adult a a relative, friends(s) or other adult(s)

Q alone with no adults a an adult who is not the parent or the legal guardian

Parent/ Legal Guuwer di ands Signa

Please return a copy of this form to Dracut Public Schools, 2063 Lakeview Avenue, Dracut, MA 01826 to the atte ntion

of Thomas Rose, School Business Administrator or fax to 978 -957-2682

————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————————

. For School Use Only

D Student not covered by McKinney -Vento-Act
D Student covered by McKinney -Vento-Act
D Follow -up required

iName and telephone number of the contact person at the st:

iPrincipaI(”)s Signatur e Date received



Home Language Survey

Massachusetts Department of Elementary and Secondary Education regulatmiiscremlig e ¢batmine the

| anguage(s) s pok emmorder to identdydheir specific thegnagednseed$ Bhis aenformation is esse
order for schools to provide meaningful instruction for all students. If a language other than English istlspoken
District is required to do further assetssf your child. Please help us meet this important requirement by answer
following questions. Thank you for your assistance.

Student Information

1wl

First Name Middle Name Last Name Gender
/ / / /
Country of Birth Dateof Biith (mm/dd/yyyy) Datefirst enrolled inANYU.S. schoolmm/dd/yyyy)

School Information

/ /20
StartDae in New Scho@inm/dd/yyyy)Name of Former School and Town Current Grade

Questions for Parents/Guardians

What is the native language(s) of each parent/gua(diesieone) Which language(s) are spoketh your chil@
(include relaes-grandparents, uncles, aunts,atw caregivers)

(mother / father / guardian) sddonY sometimekoften’ always
(mother / father / guardian) seldoni sometimekoften’ always
What language did your child first understand and speak? Which language do you use most withr yhild?

Whichother languages does your child know? (circle all that apply) Which languages does your child uggfzle one)

speald read / write sddonY sometimekoften’ always

speald read / write seldoni sometimekoften’ always
Will you require written information from school in your native Wil you require an interpreter/translatdPateriT eachemeeting®
language? I:I I:I\I Y Ij

Parent/GuardiaBignature: / 120

X T o d Dwté s (mm/ddlyyyy)




2 A Parent’s Guide to Dracut School Health

The school nurse is a liaison between home and school regarding health matters. The effective management of health care needs
requires a partnership among the student, parents, physicians amdt¢hool. The school nurse works closely with all those concerned
to coordinate the resources of school, home and community to benefit the total health of all students and staff.

The school nurse provides nursing care for accidents, illnesses, medicatiesnergency situations. She also performs stated
mandated screening programs, assists in promoting good health, a safe and healthy environment, and serves as an impartant res

A documented physical examination is requiredAdir
students according to the MIAA guidelines lghi
participating in a school sponsored sport.

of information about health concerns. Please contact the nurse when ugsy & 2y &2 dzNJ OKAf RQa KSIf (K
Student Emergency Information Sheets
Please completeoth sidesof the Student Emergency Immunization Requirements
info form. This sheet provides the information
necessary to reach you in case of an Emergency  school immunization laws, Chapter 76, Section 15 of
dzLJRI G Sa e 2 dzNJomitibrtfreryiear 0 S | the state laws, require all immunizations to be up to
year. Please inform the Nurse of any changes in the date for all children to attend school:
adlrdsS 2F &2dzNJ OKAf RQa K
year. 1. Arecord of all required immunidans signed
by your physician is required for your child to
Health Emergencies enter public school.
2. All records must have full dates.
Please notify the school nurse yearly of and Medical 3. Records are audited by the nurse. You will be
Conditions, such as Diabetes, Asthma, Seizurese notified of missing data.
Threateninq AIIerQIeE) such thlngS as Peanuts, other 4. Schools have the r|ght to exclude students
foods, insect bites or medications, which may cause i from school until medial record requirements
emergency situation with your child. Please provide tl are complete.
Epipenor inhalerif ordered. The school nurse will work
with you to develop adealth Care Plato meet your Kindergarten Entry
OKAt RQa KSIfuUuK ySSRao 5 DtaP 4 Polio 3 Hepatitis B
2 MMR 1 Lead TB Risk
Physical Exam Requirements 2 doses of Varicella or Hx of chickenpox
A physical exam igquiredby law for all students Grades 36 Entry
entering a new school and for every chéldtering 4-5 DtaP/DTP or > 3 doses TD
Kindergarten, %, 7" and 10" grades Kindergarten 3 Hepattis B 2 MMR >3 Polio
physical exams MUSilso include d.ead Testith 2 doses of Varicella/Hx of chickenpox
results and &/ision Teswith results. A hearing test
though not yet required is highly recommended. Grades 712 Entry
4p 5GFt 2NJ x o R2a4Sa ¢RT
Athletic Examinations X o t2fA2 o I SL

2 MMR or 2 Measles/1 Mump/1 Rubella
1-2 Dose of Varicella or Hx of chickenpox



School Screening Programs

Vision and Hearing: Vision Screening is done in grades
1-5, 7 + 10 and Hearing Screening is done in grades 1-3,
5, 7 + 10. Parents will be notified of any failures that
necessitate a medical follow-up with your own physician
or optometrist and a response letter with testing results
will be required.

Heights, Weights and BMI’s: are done in grades 1, 4, 7
+ 10 to monitor your child’s growth and development.
Parents will be notified of results and a MD referral will
be requested if necessary.

Postural Screening: The law states all students in Grades
5 thru 9 must be screened for scoliosis. Physician
referral forms will be sent to parents of any student who
fails this screening.

IlInesses

In accordance with the American Academy of Pediatric
guidelines, please do nosend your child to school when
signs of illness such as Temp > 100°, persistent cough,
vomiting or unknown rashes are present.

Please notify the school nurse if your child contracts any
contagious diseases including but not limited to: Strep
Throat, Head Lice, Mumps, Conjunctivitis, Scarlet
Fever, Chickenpox, Mononucleosis or Whooping
Cough.

Post IlIness Guidelines

Children must be fever free without the use of fever
reducing medications such as Tylenol/Motrin, on
antibiotics for Strep Throat, Impetigo and Conjunctivitis
and/or symptom free from VVomiting or Diarrhea for a
full 24 hours beforereturning to school.

Head Lice: Children must be treated, nit free and
checked by the school nurse before being readmitted to
school. Please stay with your child while he/she is being
checked.

Medication Policies

Please note: Nurses are not able to give Tylenol, Advil,
Tums etc. withouta written physician order andparental
consent. Nurses may give Tylenol for a fever greater
than 102° to prevent febrile seizures while awaiting
parent pick up.

Also, in grades 7-12, nurses may give over the counter
medications for toothaches, dental pain, menstrual
cramps and simple headaches with prior written parental
consent.

Please obtain needed forms from the school nurse or the
Dracut Public Schools Website.

Medications (both prescription and over the counter) should not be
taken during school hours, if at all possible. Please try to achieve the
medical regimen at home.

Long Term Medication: Medications that are to be given
in school daily for such conditions as ADHD, Asthma,
etc. Please obtain a medication permission packet from
the school nurse. One form must be signed by parents
giving consent and the other by the physician ordering
the medication. Medications must be brought in to
school by a responsible adult, in a pharmacy labeled
container and signed in with the nurse, never with the
child! No more than 30 — day supple will be accepted at
atime.

Short Term Medications: Physicians prescribed
medications, such as antibiotics, requiring administration
for 10 days or less may be taken at school. The
pharmacy labeled container with the child’s name, may
be used in place of the physician’s signed order. Please
send a signed and dated note with the medication
including reason it is being given, directions on how
much, when to give and the length of time to be given in
school. A separate bottle or vial just for school would be
appreciated.

No Medications will be accepted loose in sandwich
bags, envelopes, tissues, etc and will NOT be given or
allowed to be taken by your child.



January 2012
Dear Parents/Guardians:

Federal regulations allow us to receive money for students who have Common Health/Mass
Health/Medicaid Insurance.

By law, your assistance will not result in any loss of Medicaid benefits to your child. It will allow us to
receive reimbursement for some of the education services that our children need.

If you have Common Health/Mass Health/Medicaid Insurance, please help by completing section #1
below. If you do not have Common Health/Mass Health/Medicaid Insurance please go to #2 below.

| e,

INSURANCE AUTHORIZATION

1)...1, Parent/Guardian Of

give permission to the Dracut Public Schools to
release information to the Massachusetts Medical Assistance Division (Medicaid) regarding my child’s
services for the purpose of obtaining federal reimbursement of the cost of those services from the Medicaid
Program.

Parent’s/Guardian’s Signature Date
Student’s Medicaid Number Student’s Mass Health Number
Student’s Common Health Number Student’s Social Security Number
2)... O No, my child, does not have Common

Health/Mass Health/Medicaid Insurance.

Parent’s/Guardian’s Signature Date



Dracut Public Schools
Kindergarten Registration

Vision Screening Requirements

The Commonwealth of Massachusetts has recentlg@ded a health requirement for students entering
kindergarten:

M.G.L.c. 71 s. 57:

Upon entering kindergarten or within 30 days of the start of the school year, the parent or guardian
of each child shall present to school health personnel certification that the child within the previous
12 months has passed a vision screening conducted by personnel approved by the department of public
health and trained in vision screening techniques to be developed by the department of public health in
consultation with the department of educationFor children who fail to pass the vision screening and

for children diagnosed with neurodevelopment delay, proof of a comprehensive eye examination
DAOAI O AA AU A 1 EAAT OAA T DPOI i AOOEOO 1 @entbrytdidl I 1
indicating any pertinent diagnosis, treatment, prognosis, recommendation and evidence of follow-

up treatment, if necessary, shall be provided. Any child shall be exempt on religious grounds from these
examinations upon written request of paient or guardian on condition that the laws and regulations relating
to communicable diseases shall not be violated.

If an appointment has been scheduled with a medical professional during the month of September please
submit the appointment date as wells the contact information of the medical provider to the school nurse.

Failure to meet these requirements could cause your child to be excluded from school. Please contact the
school nurse if you have any questions.

Please check the box below and atte&c A AT PU T £ AT U PAPAOxT OE AO AT T 4
vision screening has occurred.

Student Name Date of screening

Parent Signature Date



MASSACHUSETTS SCHOOL HEALTH RECORD

Healih Care Provider’s Examination

Name []Male [ ] Female Date of Birth:

Medical History

Pertinent Familv History

Current Health Issues

i N

[ Allergies: Please list: Medications Food Other
History of Anaphvlaxis to Epi-Pen®: [ Ves [ No

[] Asthma:  Asthma Action Plan [ Yes [ ] No (Flease attach)

[] Diabetes: [] Twvpel ] Type II

[ seizure diserder:

[ Other (Pleass specify)

=

I | R

Current Medications (if relevant to the student's health and safety) Please circle those administered in school, a separate
medication order form is needed for each medication administered in school

Physical Examination Date of Examination:
Hgt: [ %) Wet: ( %) BMI: ( %) BEF:
{Check = Normal / If abnormal, please describe.)
[] General ] Lungs [] Extremities
|:| Skin |:| Heart |:| Neurologic
[ | HEENT [ ] Abdomen [] Other
[ Dental/Oral [] Genitalia
Screening: (Pass) (Fail) {Pass) (Fal) (Pass) (Fail)
Vision: Right Eve ] [ Hearing: Right Ear [ [] Postural Screening: [| [
LeftEve[ ] [ LeftEar [] [ (Scoliosis EyphosisLordosis)
Stereopsts ] [
Laboratory Eesults: [JLead Diate (] Other

The entire examination was normal: [

Targeted TB Skin Testing: [ | Med-to-High risk (exposure to TB: born, lived, fravel to TB endemic countries: medical risk factors):
Date of PPD- : Results: 1.

Eeferred for evaluation to- D Low rizsk (no PPD done)

This student has the following problems that may impact his'her educational experience:

] Vision ] Heanng ] Speech/Language [] Fine/Gross Motor Deficit
] Emotional/Secial ] Behavier ] Other

Comments/Fecommendations:

[ ]¥ [] N This student may participate fully in the school program, including physical education and competitive sports. If
no, please list restrictions:

|:| T |:| N Immunizations are complete: If no, give reason: Please attach Massachusetts Immunization Information Svstem
Certificate or other complete immunization record.

Signature of Examiner Circle: MD, DO, NP.FA  Date Flease print name of Examiner.
Group Practice Telephone
Address City State Zip Code

Flease attack addifional information as needed for the health and safety of the student. MDPFH 12/14/04




Massachusetts Depariment of Public Health

CERTIFICATE OF IMMUNIZATION

Name:
Date of Birth: / f Sex: O female O male
If combination vaccine is administered, please indicate vaccine type (e.g., DTaP-Hib, etc.)
Vaccine Date/Vaccine Type Vaccine Date/Vaccine Type
Hepatitis B 1 Haemophilus 1
(2.g., HepB, Hep3-Hib 5 influenzae type b 5
OTaR-HepB-1PY) (e.g., Hib, HepB-Hil,
3 DTaP-Hil) 3
Diphtheria, 1 4
Tetanus, Pertussis
{e.g., DTaP, OT, 2 gﬁﬁ::fﬁs’ Mumps, !
OTaR-Hib, 3 MMR) 2
L j
DTaP-HeoB-IPY, Td) " .
a ? ! 4 Varicella 1
(\ar)
A 2
G Hepatitis A 1
(Hepa)
i 2
Polio 1 Pneumococcal 1
ie.g., 1PV, 5 Polysaccharide 5
DTaR-Hep3-IPV) (PPYV23)
3 Influenza 1
nactivated
4 {Intramuscular) or 3
Pneumococcal 1 Live {Intranazal) 3
Conjugate
(POVT) 2 Other:
3
4
Serologic Proof Chickenpox History
of Immunity Check One
Test (if dong) Diate of Test Positive Megative |:| Check the box if this perzon has a physician-cerified relialkle
Measles ! history of chickenpaox.
Mumps ! Feliakle history may be based on:
Rubella * physician interpretation of parentguardian description of
Varicella® ! chickenpox
Hepatitiz 3 / * physical diagnosis of chickenpox, or
* Must also check Chickenpox History box. * serologic proof of immunity

I certify that this immunization information was transferred from the above-named individual's medical records.

Doctor or nurse’s name (please print) Date: f !

Signature:

Facility name:

Certificate of Immunization June 2004



