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East Rochester Schools, District Office

222 Woodbine Ave. East Rochester, NY 14445 (585) 248-6302 Fax: (585) 586-3254
Website: hitp://www.erschools.org

Welcome to The East Rochester
School District

Please be sure to use the attached checklist o ensure you have all the
necessary documents to enroll your student.

Completed packets may be:

e Dropped off Monday-Friday between 8 OOAM 2: OOPM at the main
entrance outside the High School
e Leftin the black mailbox outside the District Office

_Please be sure-all documents are in an envelope and labeled Attn: Michele
Griffith

e Mailed to the address below;

East Rochester School District
Attn: Michele Griffith

222 Woodbine Avenue

East Rochester, NY 14445

if you have any questions, please call at 585-248-6306 or email
er.registrar@erschools.org

Please Note: East Rochester Union Free School District is a walking district.
We do not provide transportation.



New Student Registration
Checklist

The following information is required to register your child:

Completed Student Registration Packet

Proof of residency
Copy of mortgage statement, lease agreement, recent utility bill or DDS
paperwork

Copy of Birth Certificate
Complete Immunization Records
Recent Physical signed by a Physician or Nurse Practitioner

If possible, last report card from previous school

If Applicable:
Copy of Custody Documents

Copy of IEP

**Incomplete packets will delay the registration process**
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Student Information

Student Name: Preferred Name:
Lasy First Middle

Gender; M F Birth date: / / Grade Entering: Start Date:

Circle documents that were provided
Proof of Age:  Birth Certificate or Baptism Certificate; if not available, then Passport; if not available then
Other: ﬁ {see Enrollment Procedures)

Residency Information
Proof of Residency: [Tax Bill [JMontgage [J Deed [0 Lease; if not available, then

[ Statement from Landiord, Owner or Tenant with whorm property is Shared (Shared Housing Agreement); ifnot

available, then [] Other (see Enrollment Procedures)

Permanent Address: Temporary Address Until: (date)

Street Street

-..a.....it..y_,.. [T P S T, City SR YWY ~~—-—-—-——-—~——-—-—-—v{

State Zip

State Zip
Temporary Telephone

Phone

Has the student ever attenided public school in New York State?  (Circle One) Y N

If yes, please specify:

School(s): Grade(s): Year(s):
Previous school phone number:
School(s): Grade(s): Year(s):

Previous School Phone Number:
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STUDENT REGISTRATION FORM (PAGE 2 OF 3)
Parent/Guardian Information

’T’arent(Guardiau: Owi Step Other Parent/Guardian: Own  Step  Other

Name; Name:

Address: Address:

Male Female Gender: Male Female

Gender: I

us, Phone: Cell Phone Bus. Phone Cell Phone
|[Email; Email

Additional Parents/Guardians if applicable: [ Custodial [0 Nen-Custedial

Parent/Guardian: Own _ Step  Other Parent/Guardian: Own  Step  Other
Name: Name:

Address: Address:

Cender: Male Female Gender: Male Female

Bus. Phone Cell Fhone Bus. Phone Cell Phone
Email: Email:

iScnookAttending: s ot i Grade
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STUDENT REGISTRATION (page 3 of 3)
Information Regarding Educational Program

Based 01'11 your experiences and feedback from educational providers, how would you rate your child’s academic
llaireol%r\:sxs\'verage for age and grade Average for age and grade  Above average for age and grade
Daes your child currently receive Enrichment Services? (please specify):

Is your child currently enrolled in any type of Special Education orSupport Programs? Y N

Does your child have an individualized education plan (IEP) Y N

(Please Circle all Supports that Apply to your child’s CURRENT Educational Program):

Reading Math Small Group Learning  Speech/Language

English for Speakers of Other Languages Other;

Does your child have a 504 plan? Y N

Other:

Are there significant health problems: Y N

Please specify:  Asthma Allergles Diabetes Seizures Other

Ly rrREIIRASY " Ty s LETTITTITTINTY ) * [TTLLIT] ARANEREPIIRRES

There may be times when you are unavailable, or cannot be reached, and we must contact an adult regarding
your child. Please provide at least two EMERGENCY CONTACTS who can be contacted and who can

transport your ¢hild.




Office o P12

STATE EDUCATION DEPARTMENTY | THE UNIVERSITY OF THE STATE OF NEW YORK | ALBANY, NY 12234

55 Hanson Place Room 594
Brooklyn, New York 11217

Tel (718) 722-2445 { Fax: {718) 722-2450

Hiszafle Codn-Colling, Assistant Commissioner
Offica of 8llingual Education and World Languugss

A% Washington Avenus, Room S20EB
Albeny, New York 12234
(518 4748775 1 Fox (518) 4T4-7948

Home Language Questionnaire (HLQ)

R R A R P A G I oS NG AN AT O e e
Dear Parent or Guardian: | S ;mi“i::é“ LA RINE R O i) ]
in order to provide your child with the s
bast possible education, we need fo _ )
datermine how wall he or she First Middie Last
understands, speaks, reads and writes DATE OF BIRTH: GENDER: e
in English, as well as prior school and a Male
personal hislory. Please complete the
sections below enlitlad Language Manth Day e LI Female
Background and Educational History. || | PARENTIPERSON IN PARENTAL RELATION INFO:
Your assislance in answering these
questions Is greatly appreciated. i — SR
Thank you. ; Last Name First Namg Relation to
— ‘ Studeni
HOME LANGUAGE Cabe
T " Language Background - -
.- o {Pisase check all that apply.) _ ,
i ghr:t’ mﬂg:‘gc[s) Is{are} spoken in the student's home Q English O3 Other
- _ - R - week T T ]
2, What was {he first Innguage your child learned? Q) English & Olher
oy -
3, What [e tha Home Languaga of each parentiguardian? 0 Molher Q1 Father
" iy
0 Guardian(s) ~
4, What languagels} does your chitd undorstand? € English =1 Other
ok .
5. What language{s} does your child speak? () English Q Other O Does noi spaak
et S 1+ s S 0 Specky 4
5, What language(s} doss your child read? D Englich C Olher T Doss not read }
oy
7. Whatlanguage(s) does your child write? 0 English O Other C Does not wile
jpety

e
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EERCHISIRICTIN WHICHSTUDENUITHEGITER]
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Home Language Questionnaire {HLQ)—Page Two

Educational History

8, Indicate the total number of years that your child has been snvolled In schoot

9. Do you think your chitd may have any difficulties or conditions that affect his or her abllity to understand, speak, read or write in
English or any othar fanguage? If yes, please describa tham,

Yes* No Notsure
wl ] n] 'ifyas, please explaln:

Hasw severa do you think these difiiculties are? Cl Minor O3 Somewhat severe _ C) Very sovare

10a, Has your child ever been referrgd for a spocis! education evaluation intha past? CdNo Ll Yey™ 'Please complele 10b below

10b, ‘| roferred for an evaluation, has your child ever received any special sducation services i the past?
) No [ Yes ~ Type of gervices recalved:

Ags at which services receivad (Prease check a¥that sply),
€1 Blrth to 3 years (Early Infervantion) 0 310 §years (Special Education} O € years or ofder (Spacial Education)

10c. Doas your chitd have an Individualized Educatlon Program {lEP}? O No  Yas

11. I» there anything elso you think Is important for the schoot to know about your chlid? {n.g. spacis! islenls, health concems, elc |

12. {n what langunga(s} would you lika to racaive information from the school?

e e Month: Day: Yoar
Signature of Parent or of Person In Parental Relation Dalo

Relationship to student: 0 Mother O Father [ Other:

QFFICIAL ENTRY ONLY - NAME/POSITION OF PERSONNEL ADMINISTERING HLQ
Nave: Position:

JF AN INTERPRETER 18 FROVIOED, LIST HAME, POSITION AND CREDESTIALE:

NAME/POSITION OF QUALIRED 58RSONNEL REVIEWING HLQ AND CONDUCTING INDIVIDUAL INTERVIEW
NAME; Pasingw:

OraL Iererview Neceasary: C Ho C Yes

Ourcomeor G Asuamsren NYSITELL

"DATE Al
DATE 0F INpiviauaL {NDVIDLAL {1 EHolISH PROFICERT

ITERVEW: = - — | WRes: O ReseRTO LANOLAGE PROFIIENGY TEw
NAME/POSITION OF QUALIFIED PERSONNEL ADMINISTERING NYSITELL
Nase; PosmioN: .
PROFICIENCY LEVEL o
Date af NYSITELI: ACH:EVED ON Qeenreres L3 Bvergne D Trasmenwe Clexpaong | CHoouanoms
ADMINSTRATION: NYSITELL:

He Quy :3

FOR STUDENTS WITH DABAGILITIES, LIST ACCOMMODATIONS, IF ANY, ADMINISTERED 1N ACCORDANCE WITH [EP PURSUANT TO CSE RECOMMENDATION:

RS TN




1 Please assist students and famities filling out thiz form. Do not simply include this forin in the registration
packet, because I the student qualifies as residing in temporary housing, the student is not required to submit proof of residency and other
required documents that may be part of the registration packet.

EAST ROCHESTER SCHOOL DISTRICT
ENROLLMENT FORM - RESIDENCY QUESTIONNAIRE

Name of LEA:

Name of School:

Narme¢ of Student:
Last First Middle
Gender: O Male Date of Birth: I / Grade: ID#:
{1 Female Monthk  Day Year {preschool-12) {optional}
Address: Phone;

The answer you give below will help the district determine what services you or your child may be able te receive under the McKinney-
Vento Act. Students who are protected under the McKinney-Yento Act are entitled to immediate enrollment in school even if they don't
have the documents normally needed, such as proof of residency, school records, immunization records, or birth certificate. Students whe
are profected under the McKinney-Vento Act may also be entitled to free transportation and other services,

Where is the student currently living? (Please check gne box.)

Dln A shelter

DWith another family or other person because of loss of housing or as a result of economic hardship (somefimes referred
to as “‘doubled-up™)

D In a hotel/motel
Dln a car, park, bus, train, or campsite
DOther temporary Hving situation (Please describe):

DMigrntory living in circumstances described above

D In permanent housing
Print name of Parent, Guardian, or Signature of Parent, Guardian, or
Student (for unaccompanied homeless youth) Student (for unaccompanied homeless youth)

Date

H the student is NOT Jiving in permanent housing, proof of residency and other documents normally needed for enreliment are not required
and the student is to be immediately enrolled. After the student has been enrolied, the district/school must contact the previous
district/school attended to request the student's educational records, including immunization records, and the enrolling distriet's LEA
linison must help the student gef any other necessary documents or immunizations,

NOTE T0O SCHOOLS/LEAS; If the student is NOT living in permanent housing, plesse ensure that a Designation Form is completed.




STUDENT RACIAL AND ETHNIC INFORMATION

The U.S. Department of Education requires the collection and recording of the ethnic identity of students, The
information will be used to:

- Report information to the State and federal Education Departments,

- Plan educational programs and make sure that they are readily available to all students,

« Study the movement of students in different ethnic groups as they move from school to school.
« Analyze differences in academic performance, attendance and completion of school.

This information will be kept secure and confidential in accordance with all State and federal student privacy laws and
regulations. If the information requested is not provided on this formt on behalf of your child, a student records officer
from the school or district will be required to identify the group to which the student appears to belong, identifies with, or
is regarded in the community as belonging. Thank you for your cooperation,

Student Name;

All students between 5 and 21 years of age have the right to & free public education. Children may not be refused admission

because of race, color, ereed or national origin, sex, citizenship, handicapping condition, or immigration status,

MRECTIONS TO PARENT/GUARDIAN: PLEASE ANSWER QUESTIONS (1) and (2).

Question ([) place an “X" in the box that best describes your child.

1, Is the student Hispanic or Latino? Hispanic or Latino means a person of Cuban, Mexican, Puerto Rican, Central
‘or South American, or other Spanish culture or origin, regardless of race.

Yes, Hispaﬁ!e Ne, net Hispanic

2. Select one or more races from the following five racial groups. Question {2) Place an “X" in the group (s) that
apply to your child; You must select at least ONE box.

AMERICAN INDIAN OR ALASKA NATIVE: A person having origins in any of the original
people of North American and South America (including Central America), and who maintains
tribal affiliation or community recognition.

ASIAN: A person having origins in any of the original peoples of the Far East, Southeast
Asia, or the Indian subcontinent including for example, Cambodia, China, India, Japan,
Koren, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.

BLACK: A person having origins in any of the black racial groups of Africa.

NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER: A person having origins in any
of the original peaples of Hawaii, Guam, Samoa, or other Pacific Islands.

WHITE: A person having origins in any of the original peoples of Europe, North Africa, or the
Middle East.

Signature of Parent/Guardian Date
Relationship to Student (please check one box below): Mother Father Guardian
Other R’
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Authorization for Release of Student Information

Student Name: Current Grade
Current Address;

Current School: Phone:
School Address Fax:

Permission is given to release the following records:

* Permanent record/transcript of grades, current report card, health records, attendance, discipline records,
and additional data as determined by the school principal, or principal designee, as necessary and
relevant to the appropriate educational programming of the student.

* State and standardize assessment results

Parent Signature: Date:

el g g kolokol e ol ek ok ok ok ok oKl

IF APPLICABLE:
Authorization for Release of Student Special Education Information

Permission is glven to the East Rochester School District to receive the following student records:

Psychological Testing

Individual Education Plan (IEP)

504 Plan

Other Testing/Assessment Information (e.g. Physical Therapy, Occupational Therapy, Speech and
Language)

® ¢ & o

Parent Signature: Date;

Please Forward Information to:

Registrar

East Rochester Unlon Free School District email: er.registrar@erschools.org
222 Woodbine Avenue Phone: 585-248-6328

East Rochester, NY 14445 Fax: 585-248-6333
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Dear Parents/Guardians,

The information below is about required health documentation for your child, New York State
Education Law requires each new student to provide proof of required immunizations within 14 days of
their entrance into school or 30 days if from out-of-state and proof of a physical examination within 30
days of their entrance into school. The law also requires school districts to request dental health
certificates.

Heaith Infonmation Documents; 1). Health Appraisal Form, 2), Student Health Information
Form, and 3). Dental Health Certificate.

atoInclide

Health Appralssi Form Family Physlclan Immumzauons. dlphtheria, pertussis, polio, In State thm
measles, mumps and rubella (MMR), tetanus, | 14 days
Hepatitis B, and Varicella Out-of-State:
MUST BE COMPLETED WITHIN ONE | Within 30 days
YEAR OF FIRST DAY OF SCHOOL.

Student Health Parent/GQuardian Specific health needs, health history, current At time of
Information Form medical needs registration
Dental Heailth Section 1: Parent | Dental history, treatment status At time of
Certificate Section 2: Dentist o A list of dentists available from registration

(OPTIONAL) your school nurse for those families

who qualify for an examination on
a free or reduced cost basis,

Please return the completed forms to your child’s henlth office within thirty days of the date your
child(ren) started school, For further information, please feel free to call the nurse at your child’s scheol,

East Rochester District Registrar: (585)-248-6328
East Rochester Elementary School Nurse: Phone: (585)-248-6317 Fax: 585.248-6326
East Rochester Middle School/High School Nurse: Phone: (585)-248- 6372 Fax: 585-248.6336
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NYSED requires un annual physical exam for new entrants, students in Grades K, 2. 4, 7 and 10, sports, working
perits and trienniafly for the Committee on Special Edication (CSE).

Health Appraisal Form

Date of Birth:

@ '-w G f il
e saé‘;.?!;x_ﬂ
TR w TR
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2 o

7 IMMUNIZATIONS [ REALTH HISTORY: - 500 *’%%I%&:ﬁwgé? T R TR R T

O Immunization record anached Sickle Cell Screen:  Posltive  Negalive  Notdone Date:
O No immunizations glven todey PPD: Posltive  Negative  Notdone Date:
3 Immunizations given since last Health Appraisal: Elevated Lead: Yes No Netdone  Date:

Dental Referrat Yes No Noidone Date;

Significant Medical/Surgical History:  Sccatiached
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Allergles: LIFE THREATENING Food: Insect; Other:
(3 Sensonnl Mudication:
| PHYSICAL EXAM
Height: Weight: Blood Pressure; Dateof Exomy ...
Body Mass Index: . Vision —~ without glasses/contact | R L Referral
lenses
Weight Status Category (BMI Percentile): Vision — with glasses/contact R L
lenses
h th ny
— loss than 3 — 5" through 49_ Vision - Near Pont R L
1h 15 th th -
— 50% through 84% __ 85" through 94 Hearing [0 Pass 20 db sc R L
___95™through 98% __ 99% and higher Both cars or:
0 EXAM ENTIRELY NORMAL  Tamnernn L | S | A LA A Scoliosis:  Nupolive  Positive:

Specify any abnomuality {use reverse of form ifneeded):

This exam complies with NYSED reqturcinents above aitd Is valid for twelve months, witl ihe excepion of any Hiness or lufiry lasting more than five
da wr that will reqiiire review by private healtheare provider and the schooliedical director. . “,,,.,R,‘B-.,
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Health Appraisal Form (page 2 of 2)

NYSED reguires an annial physical exam for new entrants, students in Grades K, 2, 4, 7 and 10, sports, working
permits and lriennia!!y  for the Committee on Special Ediecation (CSE).

P e o AT 1, MMDICATIONS T e e R e P ae T v ]

Medications (list all): None Additional medications listed on reverse of fonn

Name: Dossge/Time:

If AM dose is missed at home:

I agsess this student to be self-directed Yes No
Student niay self-carry and self-administer medication Yes No

MNote: Nurse will also assess selfudirection for the school setting, Please advise parent to send in additional medication
in the evenl that emergency sheitering is necessary at school or if the morning medication has not been given,

[ £5 PHYSICAL EDUCATION / SPORTS / PLAYGROUND / WORK I QUALIFICATION .CSE/CONBIDERATION /. |

O Free from contagions & physically qualified for all physical education, sports, playground, work & school activitles
OR only as checked:

. Limited contact: cheerlead, gymnastics, ski, volleybali, cross-country, handbell, fence, baseball, floor hockey, softball,
. Non-contact: badminton, bowl, golf, swim, table tennis, tennis, archery, riflery, weight train, crew, dance, track, run,

walk, rope jump.
O Specify medica! sccommadutions needed for school: Nonc
0  Known or suspected disabillty: : Please monitor
O Restrictions; Please monitor

O Protective equipment required:  Athletic Cup Sport gogglesfimpact resistant eyawear Other:

{Stamp below)
Provider’s Signature: Phone:
Provider's Name/Address: Fax:
Parent Signature (Parent Signature): Date (Date):

This cxam conplics with NYSED requiremuenis abave aud Is valid for nvelve mouths, with the exception of ame ilivss ur infury lasting more thai five davs that will
require review by private healtheare provider and the scheolmedival dirccior
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Student Health Information Form and Athletic Recertification Form

To be completed by parent or guardian and returned to the Registrar & School Health Office

Child's Name . Birthdate Grade SexM/F
Physician’s Name, Phone
Date of last physical exam Preferred Hospital

Health History (circle all that apply and explain below)

ADD/ADHD Chicken Pox Heart Condition Scoliosis
Anemtia Dentat Injuries Hemia Repair Seizure Disorder
Arihrilis Dinbetes Hypertension Single Organ
Asthma /trouble breathing Ear Infections Mental Health/Psych Issue Skin Condition
{depression, cating disorder
Autism Spectrum Disorder  Oastrointestinal Condition (ulcer, anxiety, OCD, ODD, etc.) Speech Condition
, IBS, etc. : :
Bleeding Disorder refluz, [BS, etc.) Urinacy/Kidney Problem
Caneer Headaches/Migraines Orthopedic Condition
Vislon Deficit Hearing Deflcit ) ) ] .
Allergies (specify type of allergy: environmental, food, insects,
Wears Glasses Uses Hearing Aid latex, meedication and previous reactions):
Uses Contact Lenses Cochlear [mplant

Congenital Condition {cxplain}:

Concussion with or without loss of consciousness (list dates injury occurred)

Please list any injuries requiring medical care:

Please list any hospitalizations or surgeries:
Does your child receive treatments or use assistive equipment during or outside the school day?
(Circle All that Apply)

Insulin/blood glucose monitoring Inhaler/nebulizer/peak flow monitoring

Special diet Crutches Walker Wheelchair Other

Does your child take medication either at home or at school? (list name, dose, and time(s) of administration)

Name of Medication Dose Time of Administration

Is there any condition that would prevent your child from participating in physxcai education or sports? YES NO
Explain:

RRE,
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Completed by: __ " # Date: e ¥ Garatunihey
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Dental Health Certificate- Optional Dental Health Certificate- Optional

Parent/Guardizn: New York State law (Chapter 281) permits schools to request a dental examination 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 assessment, If your child had a
dental check-up before he/she started the 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: M F Will this be your child’s first visit to dentist? Y or N
MM/DDIYY
School Name: Grade

Have you noticed any problems that interferes with your child’s ability to chew, speak or focus on school activities?

Y or N

I undesstand that by signing this form 1 am consenting for the child named above to receive a basic oral health assessment. |
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 heaith,

[ 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 § choose NOT to follow the recommendations listed below.

Parent's Signature Date

Section II on Reverse Side
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ental Health Certificate- Optional Dental Health Certificate- Optional (page 2 of 2)

1%
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Secﬂon 2510 be eompli’fi’i!«by;,theenenﬂ
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A The Dental Heslth condition of on (date of exam) The date
of the exam needs to be within 12 months of the start of the schoo) year in which {t Is requested, Cheek one:

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

" No, The student listed above ix not in £it condition of denta| health to permit his/her attendance at the public schools.

MOTE: Mot in fit condition of dental health means that a condition exists that interfereg with o student's ability to chew, speak or
focus on school activities including pain, swelling or infection related to clinicat 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 Name Address (print or Stamp): Pentist Signature:

Optional Sections: Parent/Guardian, If you agree to releese this information to your child’s
school, please initial here

1. Oral Health Status (check all that apply)

Yes No Carles 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 — Docs this child have an open cavity? [At least Y4 yam 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. I 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],

_'J» Yes No Dental Sealants Present

Other problems {Specify):

L Treatment Needs (check all that apply)

1 No obvious problem. Routine dental care is recommended. Visit your dentist regularly.
3 May need dental care, Please schedule an appointment with your dentist as soon as possible for an evaluation,
5 Immediate dental care is required. Please schedule an appointment immediately with your dentist to avoid problems
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Since April 2003, HIPPA (Health Information Proliferation Privacy Act) requires you to complete the form below for your
healtheare provider to share protected health lnformation with the school district. Please complete, sign and give the form to
your healtheare provider and/or to your school nurse to avold delays, {Page 1 of2)

AUTHORIZATION FOR USE OR DISCLOSURE OF PROTECTED HEALTH
INFORMATION

|3 , authorize my child’s healthcare provider(s) listed

{Name)

below to release the medical records of my child, DOB to
(Child name} {Date of birth)

the district’s: Medical Officer, School Nurse, Occupation Therapist (OT), Physical Therapist (PT), Speech Therapist

(ST), Athletic Trainer (AT), Psychologist, Social Worker, Counsclor, other (specify)

| authorize my child’s healtircare provider(s) listed below fo release the medical records of my child, to the district’s:
Medical Officer, School Nurse, Occupation Therapist (OT), Physical Therapist (PT), Speech Therapist (ST), Athietic
Trainer (AT), Psychologist, Sociai Worker, Counselor, other (specify).

Parent, list al! your child’s healthcare providers below:

Name Phone Fax
Name Phone Fax
Name Phone Fax

The healthcare provider may disclose the following protect health information to: PARENT/SCHOOWL: check all that
apply.

.. Jmmunizations

—_Health Appraisals
Past/Current Medical Condition and its impact on Attendance, Athletics, or School Programing or Therapy(ies).
Other

The Protected Health Inforniation may be used, disclosed or received for the followlng purpose{s):
PARENT/SCHOOL: check all that apply

—_To develop care or therapy plans for routine and emergent school management

. To design appropriate education, school, or athletic programs

—_To assess the impact of the medical condition(s) on school programming and/or attendance

— To share school observations/concems surrounding behavior

—_To assess a medical basis for modification of transportation and/or home tutoring

__Medication delivery or therapy prescriptions

At patient's request with no specified purpose

__Other
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PARENT' Please select one. {Page 2 of 2}
{Note: if you do not sign for the complete academic year, you may need to caomplete another form)

This authorization is valid for the entire academic school year20___ ~20___.

This authorization shall expireon___ /[ (MM/DD/YY).

[ acknowledge that I have the right to revoke this authorization at any time by sending wrilten notification to the Privacy
Qfficer at my healthcare provider's office and to the District Administration Building. I undersiand that the revocation of
this authorization is not effective if the Healthcare Provider or District has used the autharization for disclosure of the
Frotected Health Information before receiving my written revocation notice, I understand that any Protected Health
Information disclosed as a resull of this Authorization to anyone nof covered by the state and federal privacy laws and
regulations may be subject to re-disclosure and may no longer be protected by federal or state law. I understand that my
child's treatment is not dependent on my agreement fo release or withhold information. I acknowledge that the distriet will
share relevant school information with my healthcare providers and when applicable with those governmental agencies as
requtired for reimbursements. I give permission for the school representatives above to share and disclose information as
indicated above with the healthcare providers listed.

Date Signature of Patient (over 18), Parent, or Guardian Relationship

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION

A SIGNED COPY OF THIS AUTHORIZATION MUST BE GIVEN TO THE ADULT PATIENT OR
PARENT OF THE MINOR CHILD IF YOU CHILD REQUIRES MEDICATION IN SCHOOL, PLEASE
SIGN THE PERMISSION BELOW.

1 give permission for my child to recelve medication or therapy in school as prescribed by my healthcare provider.

Name, Date

This exam complies with NYSED requivements above and is valid for twelve months, with the exception of any illness or
injury lasting more than five days that will require review by private healthcare provider and the schaol medical director.
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Permission to Administer Medication in School and During School-Sponsored

After-School and Weekend Activities/Sports
TO BE COMPLETED BY THE STUDENT’S PHYSICIAN

Student’s Name Date of Birth
Medication Dose Route Time(s)
Purpase

Side Effects

All medications should be given as close to the prescribed time as possible, however may be given up to one hour
before and no later than one hour after the prescribed time. Please advise the school if there is a time- specific
concern regarding administration of the medication.

Physician please check if applicable:

[ (f morning dose is not given at home, nurge may administer morning dose of
after verbal or written notification from parent,

{3 Medication should be taken on field trips.

{1 Medication should be given during school sponsored after school and/or weekend activities/sports

Physician's Signature Date

Physician’s Name (Please Print) Phone

| give permission for the above medication to be administered to my child as ordered by my health care
provider and for the school nurse to share information with physician regarding this medication,

Parent's Signature, Date
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‘Permission to Administer Medication School and During School Sponsored After
School and Weekend Activities/Sports (page 2 of 2)

Permigsion for Students to Carry Medication

A student may self-carry if:

¢  The student is in grades 6-12. An exception to this rule is when the medication is a metered dose inhaler
for asthma, an Epi-Pen, dizbetic medication or Lactaid in which case younger students may be permitted
to carry and self~administer.
The medication is not a controlled substance.
An assessment by the school nurse confirms that the student is self-directed to carry and self-administer
her/his medication properly.

e  Parent assumes responsibility for insuring that his/her child is carrying and taking the medication as
ordered.

[ give permission for this student to self-carry and self-administer the above medication as [ consider her/him
responsible. He/She has been instructed in and undesstands the purpose and appropriate method and frequency of
administration of this medication.

Physician’s Signature* Date

{ assume responsibility for ensuring that my child is camying and taking hisfter medication as ordered.

Parent’s Signature . Date

* A non-parent licensed prescriber is required for all prescription medication
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