Where Students Are More Than A Test Score!

@ Climax-Scotts Community Schools

Kindergarten Regjistration for 202.0-20241

Come join us and enjoy small classes,
positive behavior promotions, new
textbooks, techvology, furniture, and more!

You will be asked for more documents once enrolled, but at this time, the
following registration packet must be completed.

You will also need to submit a state-required vision and hearing test. This is a free
screening, and you may schedule an appoeintment at one of the following numbers -
at Kalamazoo County Health Department:

373-5031; 373-5029; 373-5008



11250 East QR Avenue. Scotts, MI 49088; (269) 497-2100

e%;neg@fe Goanthers

Elementary Registration Required Documents/Forms

O student's Birth Certificate (Certified Copy)
O Vision/Hearing Screening (Kindergarten & First Grade)
O Health Appraisal (Kindergarfen)
O} student's Immunization Records (Official Copy)
O Student's Social Security Card
O3 Parent/Guardian driver's license
O proof of Residency

Required Office Forms
O Student Information Sheet
O Ethnicity/Race/Language Survey
O Release Permissions
O Emergency Release Information
O Bus Transportation Request/Walk Permission
O Technology Acceptable Use Agreement
O concussion Education Information

Additional Forms
O Legal Documents (As Applicable)

~ O Permission Form for Prescribed Medication (Aé?.bplicabii

O Pertnission Form for Non-Prescribed Medication (As Applicable)
O Pree/Reduced Lunch Application (As Applicable)
1 105/105¢ Form {As Applicable)
0 Request for Student Records (As Applicable)



€-S elementary Student information 2020-2021 Grade Teacher/Homeroom:

Student Name Date of Birth

Parent(s)/Guardian(s)/Househald #1

Address City/2Zip Code
Matling Address (if different) City/Zip Code
Home Phone Work Phone Cell Phone
Email;

Relationship fo child (circle):  Both Parents Father/Stepmother Mother/Stepfather Father Only  Mother Only Legal Guardian
Court Placed: Relative Foster Home

If a Second Household: Parent{s)/Guardian{s)/Household #2

Address Chty/Zip Code

Home Phone Work Phone Cell Phone

Relationship to child [circle):  Both Parents Father/Stepmother Mother/Stepfather Father Only Mother Only  Legal Guardian Court Placed:
Relative  Foster Home

Student resides with: Is there an official legal custody Judgment?  Yes No

if “Yes” provide a certlfied copy of the document for office

Other emergency contact: Name Relationship Phone

Ihlings (please iis! lhiings school aged or at home):

Name Grade
Name Grade
Name Grade

Emergency Traeatment: As the parent/guardlan of the above student, | agree that as a resuit of participation in school activities emergency
medical treatment may became necessary and that school personnel may not be able to contact me or our emergency contact for consent to
emergency medical care: school personnel make seek medical treatment; inciuding ambulance transportation and hospital services; for my
child as deemed necessary under the existing circumstances.

Preferred Hospital Allergies

Medication

|
|

Medical Concerns

nse recelve over the counter medication: | give my permission for my child to receive from the office, as directed with my note of
instructions, over the counter (non-prescription) medication that | have provided.  Yes No

Picture Release Consent: | give consent for my child's picture to be used in school/community publications as deemed appropriate by the
school.  Yes No

Permission for Educational Travel: | give permission for my child to go on any trip which the school may sponsor for its groups,  Yes
No :

Permisslon for Technology Resources: | have read the technology code of ethics with my child and [ give permission for my child to use district
technology resources. Yes No

Resldency Verification: My child resides within the Climax-Scotts School District. Yes No

(I No Above) | have filed a “Schools of Choice” or Release letter with the Superintendent’s office. Yes No

Parentf Guardian Signature Date Rev. 2/26/18

1”



HEALTH APPRAISAL

Dear Parent or Guardian: The following information is raquesta& s that the school can work with the parent to mest the physical, intellectual and emotional needs
of the child. Fill out the information requesied in Section I Section Ill mey be certifled by the transcription of information from the certificate of Immunfzation. The
remaining sections are to be completed by a doctor, nurse and dentlst. (8E SURE TO BRING YOUR CHILD'S IMMUNIZATION ?!EGORDS TO THE EXAMINATION.)

PERSONAL -
CriLD'S NAME (Last, First, Middle} DATE OF BIRTH {(mm/dd/yy)
/ /
ADDRESE {Nuniber & Street) iChy) 1P Cods) TODAY'S DATE (mmvdd/yy}
M / )
PARENT/GUARDIAN {Last, First, Middie} . HOME TELEPHONE NUMBER
{ )
ADDRESS (Number & Street) [City) (ZIP Code) WORK TELEPHONE NUMBER
] { )
SECTION | ~ HEALTH HISTORY
g 2 E # Is your child having any of the probiems listed below? Birth History: =]
J 0 O 1 Allergles or Reactions {for example, food, medication or other) :
O O O 2 Hay Fever, Asthma, or Wheezing
O O O 3 Eczema or Frequent Skin Rashes
C O O 4 Convulsions/Seizures
0O O O 5 Heart Trouble
O O O 6 Diabetes
0O O O 7 Frequent Colds, Sore Throats, Earaches {4 or more per year) Are there any current or past diagnosisies) O Yes O No
O O O B Trouble with Passing Urine or Bowel Movements if yes, please describe:
0 0 O 5 Shortness of Breath :
O O OO 10 Spesch Problems
{0 O O 11 Menstrual Problems
O O O 12 Dental Problems: Date of Last Exam / /
O 0O O Other (please describe):
oo Does your child take any medication{s) regularly? If yas, list medications:
Reason for Medication g
/ / Was the health history reviewed by a health professional?
Parent/Quardian Signature _ Date O Yes D No Examiner’s initials:
SECTION Il - PHYSICAL EXAMINATION, INSPECTION, TESTS AND. MEASUREMENTS
Required for Child Care and Head Start / Early Head Start
— Tests and Measurements — .
B e
: 1lis | - HHE
2| #| Was chilc tested for: Test results: &| E| 5| #| was child tested far: . Test results: = ﬁ 5
VISION Vizuel Aculty 1| O [HEIGHT & WEIGHT Hoight
0o Muscls Imbalance Weight
Date: ! ! Other: [ O |other: Other
HEARING Auctiometar O} [ | HEMOGLOBIN / HEMATOCRIT =
ojo — 3l O |eLoon PreEsSURE g
Date: / {
URINALYSIS Sugar TUBERCULIN Type:
oio il oD
Dats: { ! Microscopic Date: [ (| Neg: DO Pos:O mm
 BLOOD LEAD LEVEL ' NOTE: Bicod lead tevel raquired for all children exvolled in Medicaid must be tested
Level " = | at one and two years of age, or once between thres and six years of age if not
0o —_— e praviously tested. All children under age s living In high-risk areas should be tested
Date: ! f at the same intervals as Usted above.
— Examinations and/or Inspsctions
Essantial Findlngs Deviaticg from Normal:
_ExamDate: _J
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SECTION {ll - IMMUNIZATIONS
Statements such as "UP-TO-DATE" ar "COMPLETE" wifl not be sccepled, Admisslon to schaol may be denled on the basis of this informatlon.”

DATE ADMINISTERED . DATE ADMINISTERED
Hepatitls B 1 3 . Hepatltls A Hep AY 1 2
{Hep B) 2 1 3
Infi ALAIV)
1 4 uarza (T 2 4
DTeP/DTR/DY/Td 2 5 Meningococeal (MCV4/ MPSV4) |1 2
3 8 Human Papillemavirus 1. 3
Tdap 1 (HPV4/HFV2) 2
Haemophitus infivenzae 1 3 ) Type of Vaccinels) | Date of Yaccine(s)
type b (HIB) 2 4 OTHER Vacclnes 1
Polie 1 3 Specify Date & Type z
(IPV/OPV) 2 4 3
Pneumococcal Conjugate 1 3 Indicate and altach physician diggnosis or iabaratory evidence of immunily as epplicable
(PCV7/PCV13} 2 4 "NOTE: According to Public Act 368 of 1578, any child enroliing in a Michigan school for
Rotavirus (RV1/RV5) 1 a the first time must be adsquataly immunized, vislon tested snd hesring tested.
Exemptions to these reguiremsnis are grared for medical, religious and ather
2 ohjections, proviied that the wajver forms are properiy prepared, signed and
Messtes,Mumps, Rubella MMR} | 1 2 delivered to school administrators. Forms for these exemptions are avaliable at
rimant.
Varicella (Chickenpox) 1 2 your child's schoal or local hesith dapartment
Histary of Ghickenpox Disease? 0 Yes O No Il yes, date: Parent/Guardian refused immunizations: O
| certify that the immunization dates are true to the best of my imowledge
/ /
Health Profassionals Signature Thlle Date
SECTION IV - RECOMMENDATIONS
2 8 (Required for Child Care and Head Star/Early Head Start)
[J|-0O| s there any defect of vision. nearing or cther conditian for which the echoe) could help by sesting or other actions? Hyas, plaase explain:
0| 1| Should the ;:hlld's activity be restricted beoause of eny physicel defect of ¥iness?
if yes, check and explain degrae of restriction(e): adcl I Playground D Gymnaslum O Swimming Pool O Competitive Sports [ Other
Other Recommendations
SECTION V - DENTAL EXAMINATION AND RECOMMENDATIONS (OPTIONAL)
thave ingd 's teeth, As a result of this examination, my recommendation for i is:
child's name
T P S
= Denlist’s Slignature = — Date
PHYSICIAN'S SIGNATURE
] ] —
Examiner’s Slgnsture Dzate Exarniner's Name (Print or Typs) Degree o7 Lcense
M ¢ )
Number & Strest City ZIP Gode Telephons ]

Information required for:

Early On - Hearing and Vision Status; Diagnosis; Health Status

Child Care Licensing - Physical Exam, Restrictions, Immunizations

Head Start/Early Head Start - Determination that child is up-to-date on a scheduls of age-appropriate preventive and primary health care, including
medical, dental, and mental health. The schedule must incorporate the well-child care visit required by EPSDT and the latest immunizaticns schedule
recommendad by the Centers for Disease Gontrol and Prevention, State, tribal, and local authorities. An EPSDT weii-child exam includes height, welghit,
and blood tests for anemia at regular intervals based on age.

SANATARS AR

Developed in Cooperation with the Departments of Human Services, Education, Community Heslth, Michigan American Assoslation of Pediatrics, Early
Childhood Investment Corporation, Child Care Licensing, Head Start, Michigan State Medical Sacisty, Michigan Association of Osteopathic Physiclans
and Surgeons.
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MICHIGRN

~Education

Michigan Department of Education
Office of Health and Nutrition Services

CACFP REQUEST FOR SPECIAL MEALS and/or ACCOMMODATIONS -
The inforrgtion on this form should be updated as necessary to reflect the current needs of the participant.

1. Schaol/Sponsor Name: 2, Site Name: 3. Site Telephone: 1

4. Name of Partici pant/Student: 5. Participant Age: __}

6. Check One (Refer to instructions on reverse side of this form): :

A. Participant has a disability* or a medical condition which requires a special meal or accommaodation.
Program operators are required to make reasonable substitutions to meals for participants with a
disabifity/medical condition that restricts their diet on a case-by-case basis when signed by a licensed
medical professional. A licensed physician (MD or DO), physician’s assistant (PA), or nurse
practitioner (NP) must sign this request,

D B. Participant is requesting a special meal or accommodation due to religlous, cuiturat or personal
preference. Any substitutions must fully meet the meal pattern. Program operators are encouraged to

make reasonable substitutions to meals on a case-by-case basis but are nat required to do so.

A parent/guardian or adult participant may sign this request.

*Disabillty Definition: The Americans with Disabillties Act (ADA) Amendment Act defines a person with 5 “disability” as
any person who has a physical or mental impairment which substantially lmits one or more “major life activities,” has a
record of such Impairment, or Is regarded as having such impairment “Major life activities” Include, but are not limited
to, caring for oneself, performing manual tasks, seeing, hearing, eating, sleeping, walking, standing, lifting, bending,
Speaking, breathing, learning, reading, concentrating, thinking, communicating, and working. Major life activities also
inciude the operation of a major bodily function, inciuding but not limited to, functions of the immune system, normal cell
growth, digestive, bowel, bladder, neurological, brain, respiratory, circulatory, endocrine, and reproductive functions.
USDA Bol i ions co a isabifities In th : '

7. Foods to be omitted and substitutions (required): Please iist specific foods to be omitted and
suggested substitutions. Attach a sheet with additional information as needed.

A. Food(s) To Be Omitted: B. Suggested Substitution(s)

8. Brief description of how exposure to this food affects participant:

9. Diet prescription and/or accommodation (please describe in detail to ensure proper implementation-
use extra pages as needed; see instructions on reverse side) If applicable:

10, Indicate Texture:
. [ Regular 3 Chopped O Ground 3 pureed

11, List Adaptive Equipment if required:

12. Signature of 13. Printed Name: "7 ['1a.Telephone: | 15, Date:
Parent/Guardian/Participant:
16. Signature of Medica! Professional: 17. Printed Name: (include credentfals) | 18. Telephone: | 19. Date:

Revised: July 2019



ETHINICITY/RACE/LANGUAGE SURVEY

Name of the Student: Date of Birth:
Grade:

Part A: Home Language Survey (Reguired by State of Michigan)

_Is your child’s native tongue a language other than English?

[1Yes [INo What is that language?
Is the primary language used in your child’s home or environment a language other than English?

[] Yes [INo What is that language?

Was the student born in the United States?

[ Yes [INo If no, where was the student born?

Part B: Race/Ethnicity (Optional)
Is your student Hispanic/Latino? (Choose only one)

[ No, not Hispanic/Latino
[] Yes, i is Hispanic/Latino (A person originally from Cuba, Mexico, Puerto Rico, Central America or South America, or
from another country with a Hispanic culture regardless of race).

The previous question is about ethnicity or race. It does not matter what you selected. Please answer the following by
marking the box or boxes that indicate the race that you consider your student.

What is the race of your student?

[C] American Indian or Alaskan Native (A person originally from North America, South America (including Central
America), and is affiliated with a tribe or tribal community).

D Asian (A person originally from the far East, South East, Asia or the subcontinent of India, for example, Cambodia,
China, India, Japan, Korea, Malaysia, Pakistan, Philippine Islands, Thailand and Vietnam).

D Black or African American (A person originally from a black racial group from Africa).

[[] Native Hawaiian or Pacific Islander (A person ongmally from Hawaii, Guam, Samoa, or another Pacific Island)
[ IWhite (A person originally from Europe, the Middle Egst or North Africa).
Part C:Please list the name(s) and date(s) of birth of other children at home?

Name: Date of Birth:
~ Name: Date of Birth:

Name; Date of Birth:
Signature of Parent or Guardian Date

Revised 4/23/18



BUS ASSIGNMENT

. AM Driver L —
CS COMMUNITY SCHOOLS DISMISSAL/RELEASE PERMISSIONS | PM Driver |
if changes occur during the school year, please complete a new form as soon as possible ’ Tor transportation dept ise only
Student Name Grade Teacher/Homeroom
Parent/Guardian Names Primary Phone
Home Address Alternate Phone
DAILY RELEASE INFORMATION
Bus Transportation
Morning Pickup Address:
Number Street City Who Lives Here?
Afternoon Drop Address:
Number Street Ciy Who Lives Here?
Walk Home from School/Regular Pick Up
[31 aliow my child{ren) to walk to after the buses dismiss at the end of the day, or when school has

a scheduled half day. At the elementary, | understand s/he will be released from the Panther Pickup Room after the busses leave the
area.

My child(ren) will be a regular after school pick up and | understand elementary students will be waiting for me in the Panther
Pickup Room to be signed out..

EMERGENCY RELEASE INFORMATION

The district requires release information on each child in case of unplanned early dismissal due to severe weather or emergencies, In the event of an
emergency dismissal, the student(s) listed above will:
[ Ride the bus as usual
] walk, drive, or ride bike as usual )
[ Be picked up by the parent/guardian listed above, who can be contacted during the school day at:
o Phone Number
o Email
] Be picked up by the friend or relative named below:
o Name and Relationship 1o student(s)

o Phone number for contact during the school day S—
O Follow a different plan (please give detailed instructions below)
o = = . _ _—

1 verify that | have reviewed this plan and these instructions with my child and s/he understands what procedure is to be followed in the event ofan
early dismissal due to weather or other emergencies, Initial here

RELEASE PERMISSIONS in an effort to help ensure the safety of our students, parents are required to provide the following permissions
in the event someone ather than the legal parent/guardian picks up a child from school. Please note; students will not be release to anyone who s
not listed below. if you need to update your list during the school year, you must come to the office to do so. Verbal additions or deletions will not
be accepted. For each permission, please provide their name and relationship to the child.

_YES! My child{ren) can be released to: NO! My child(ren) cannot under any circumstance release to:

Parent/Guardian Signature #1 Date Parent/Guardian Signature #2 Date



