oAl DECATUR

S TOWNSHIP

Piease provide the paqe aod relaponsip of tie persca campleung the regustralion process fu[ I below.

Name of person registering the student: ' |

Your relationship to the student:

Date: [ ]

Please check one of the following:

1! I verify that my student’s address has NOT changed for the 2023-24 school vear

"t My student’s address has changed for the upcoming year.
I understand that I will need to update that information on the following verfication page and upload proof of residence on step I
of this registration process.

T3 My student is new and I understand that I will need to wpload a proof of residence document in step & of this registration process.

(Le. wrility bill, tax return, bank stalement, mortgage statement, rentaldease agreement, medicel bill. Documentation must be dated within
60 days of enrolbment

Transportation: o
Will the student be ridieg the bus to and from their home address? f v}
Vill the student be riding the bus to and from an alernate address? | vi

Please provide the alternate address:

English Language Learner:
What is the stadent’s native language?

Was your student receiving ELL services at their previous school? 1“_75

Special Education:
Was vour student receiving Special Education services at their previous school (IEP)? C——;_]

Does vour student have a 504 plan? | v

Agreements and Consents:
L7 T~ il have read the Netice Concerning Release of Directory Information without Parent Student Consent under FERPA.

2. [ ~ |1 give permission for my child to participate in Comnusnities 1 School of Indiana Programs and services in the school district while
he she is enrolied in their current school.

g____T { Additionally, I give my permission to CIS of Indiana to photograph, film, video, and of make sound recordings of my student, to quote
or publish statements of my student, and to use such photographs, films, video, sound recordings and or other statements for educational and
promotional advertising materials.
3]~ 11 have read and agree to the Financial Responsibility agreement.

4.1 ___—: | My student and I have read and agres to the iPad Agreement and the Student Acceptable Use Agreement

Parent/Guardian Signature: Date: | ]




Medical Emergency Information

Please fill out the most recert contact and medical information. This information will be used in case of an emergency at schoal.

Name: DOB:

I hereby give my permizsion for the school to obtair: the services of any of the indicated physicians er hospital: in caze the named student suffers illness or accident. Itis
also understoad that the school will make an effort o contact a parent before action is taken. Iunderstand that the medical information in this document may be shared with
appropriate staff on 2 need-to-Imow basiz 1o ensure the safery of my child.

Parent Guardianz Signature: Date: | |

Please check if this student has any of the following conditicns:
Plewse be aware that you are rasponsible for tarning in to your school any recent action plans or doctors notas conceyning these conditions.

{JFood Allergies {Cntedication Allergies CiBee Sting Allergy
Oasthma [_iDuabetes 1 0r2 Oseizures
[ZIBone cr Joint Disorder |_IHeart Condition (Citzemephilia or Sicide Cell

1f vou have checked any of the above conditions please describe and see the nurce for frther paperwork (example: peanut allerzy):

Please list anv other medica! diagnons, nurgenes or other health concerns that you would like the nurse to know:

Dailv Medication and dosages {given a1 scheol and homei:

[ 1 de not have a physician and would like informetion about local providers Il Go not have medical insurance oz Mediceid aad would like furtser information



5% Community
Heaith Network

Indiana State Depariment of Health
Children & Hoosiers Inmunization Registry Program

CHIRP
1| ), give MSD Decatur Township Schools, permission to release the following information concerning
my child, l _] . to the Indiana State Department of Health's Children and Hoosiers Immunization Registry
Program
{CHIRP):

CHILD'S NAME, DNIMUNIZATION DATA, SEX, ETHNICITY, PARENT'S NAMES, ADDRESS, AND PHONE

1 understand that the information in the registry mav be used to verify that my child has received proper immunizations and to inform me or my
child of my child’s immunization status or that an immunization is due according to recommended immunization schedules.

1 understand that my child's information may- be available to the immunization data registry of another state, a healthcare provider or a provider’s
designee, a local health department. an elementary or secondary school. a child care center, the office of Medicaid policy and planning or a
contractor of the office of Medicaid policy and planning, a licensed child placing agency, and a college or university. I also vaderstand that other
entities may be added to this list through amendment to LC. 16-38-3-3.

1 hereby consent to the release of such information.

“Signature:

*Date:

Address:

Phone Number-:




‘?f:?ﬂ Com'nunity Permission for
Health Network School Nurse Services

The School Nurse program is staffed by nurses from Community Health Network. This is a Scheol clinic, and not part of C ommunity Health
Network. All records are maintained by the School There is no charge to vou for the services. School nurses mav provide non-emergency first
aid treatment, emergency care, and conduct health sereenings to students, without the return of this permission form. To approve use of clinic
records to determine eligibility for the student to participate in school activities, and for additional healthcare services described in Section [, please
return this form as well as a Request to Administer Medication form for any medication to be administered to the student. If your child has or needs
a Pian of Care for recurring treatment, please also submit that information with this form.

School Year Beginning 2023: This consent is effective August 1, 2023 through August 1, 2024

*School: | |
Student Name: | I

Student date of Birth:| |

1. Consent to Treat; I give permission for my student to receive additional health services from the school nurse clinic at his her school. I
understand that nussing personnel cannot take care of all the health needs a student may have. The Schocel nurse is available to assist vou in
locating health resources that mav benefit vour student.

1 have read this informaticn and understand what additional services the clinic mav provide, which include, but are not limited to: {a) specialized
treatment not considered an emergency, {b) Care prescribed by a physician or other qualified practitioner and established. through discussions with
me, as a “Plan of Care™ for my child, and (c) Referrals to health providers in the community. It is my responsibility to notify the clinic staff about
changes in anv Plan of Care, as well as changes in guardianship, the child's living or custodyv arrangements, and contact numbers.

If mv child needs over the counter or prescription medications during the school dav, I will complete and attach a “Request to Administer
Medication™ form for each medicine.

*Signature of Parent/Guardian: I Date: | |
(or student if 18 or older)

Signature of Student (if 18 or older or emancipated): Date:

1L Release of Information: In addition to using health information about the student named above to treat the student's injuries and illnesses and
for clinic administration. I hereby authorize the use and disclosure of the health information as needed to the applicable school administration or
staffto evalvate the student's eligibilitv to participate in scheel activities, or to resolve grievances. In addition. I give my consent to the school-
based health clinic staff to look at my child's full school record, including attendance, in order to provide information that may assist the clinic staff
in helping my child. I understand that the clinic will not restrict services to the student based on my decision not to sign below for

this Authorization, but that the student’s participation in certain school sponsored activities mav be conditioned on the signing of this Authorization.

*Signature of Parent/Guardian: ! * Date:

Signature of Student (if 18 or older or legally emancipated): Date:;
OR:
Form read to verified with parent guardian listed above, and verbal consent witnessed by school perscnnel
e e e Ty
L R Y o

Termination of Permission: This Permission mav be revoked in writing at anv time prior to its expiration date, except to the extent that action has
alreadv been taken in refiance on this Authorization. Send or hand deliver a written revocation to a member of the clinic staff.



Residence Information

In accordance with the McKinnev-Vento Homeless Education Act, vou have the right to all educational services provided in Decatur Township
including the following: speciat education services, gifted and talented. and after school activities. You further have the nght to recerve
transportation to and from school for the duration of vour temporary residency, free meals at school, and free textbooks. All of these rights are
afforded to vou during the duration of vour temporary residency.

You are required to inform the school district of any changes in address including when you find permanent housing. You must alse
provide some kind of contact information for the school district to reach vou.

If it is found that falsified information has been given to the school district, vour rights as stated above will be terminated as well as vour ehgibility
for the McKinnev-Vento program. Ifvou are in dispute of the decision regarding vour eligibility for the McKinnev-Veato program or
transportation of vour child to and from school vou have the right to appeal the decision but contacting the McKinnev-Vento Haison and you will
be encouraged to complete the dispute resolution process.

Student: | | Student DOB: [ |
Parent‘Guardian: | |

*School: v

Phone; | | Email:

Address:

*“Is this student part of the Foster Care system? (please type YES or NO)
Ts your current address Temporary? YES 0O xoO

“Is vour current address Permanent? YES(J N0 (I

Please choose which of the following situations the student currently resides (vou can choose more than one):
' House
O Motel, car or campsite
(O Sharing the housing of friends or famils members (other than parent guardian)

{0 Shelter or other temporarv housing

If vou are living in shared housing, please check all of the following reasons that apply:
() Econemic Situation
7] Temporarily waiting for house or apartment
() Providing care for family member
) Living with borfriend girlfriend
("I To enable child to attend school in MSD Decatur Township
Loss of emplovment

() Parent guardian deploved

1 Student under the age of 18 and living without your parent(s) guardian(s}

() Other ipleaze explamy:

RN

By signing below, I acknowledge that I have received and understand the above rights.

Parent/GuardianUnattached Youth Signarure:



Military Children in Fducation

Purpase: This questionnaire iz the result of 2 Department of Defense (DOD) program supparted by Indiana statute 20-19-39.4. Confidentiallv identifving military children
and providing data en their attendance and educational outcomes, 2tates can assist scheals and districts by providing access to data to help inform policy and program
decizsions for this unique student population. In addition. DOD will benefit from this data in develeping pelicy for miliary child education iniarives.

School Name: v

Student s Full Legal Name:

Please complete the questions that best describes your student's situation. It is possible to answer "yes" to both.

1. Is the above named student connected to an Active Duty military parent guardian? Oves CXNo

Mearung a schocl-aged child, enrelled or in the process of enolling in KG-12th grade, 15 claimed as a dependent by an Acave Duty member of the Armed Forces of the
United States: or the student and an Active Duty memberi(2) are of the same household whether or not the active dury member(s) claims the sudent az a dependent. Active
Dutv" means: full-time duty status in the active uniformed service of the United States.

3. Ts the above named student connected to a Guard or Reserve militar: parent guardian? [ Yes (o

hMeanng 2 school-aged child, enrolled or in the process of enrolling in KG-12th grade, who is claimed 22 2 dependent by 2 member of the National Guard or Reserve; er the
student and Nationsl Guard or Resere memberis! are of the same househeld whether or not the National Guzrd or Feserve member(s) claims the student 2z a dependent.

National Guard or Reserve” means: members of the Resarve Compenent az defined in 10 US.C. Section 10101, Includes Army National Guard of US, Army Rezerve,
Navy Reserve, Marine Corps Reserve, Air National Guard of US, Air Force Reserve or Coast Guard Reserve.

Signature: Date:

This form shall be kandled by schools in ¢ confidential manner in accordance with IDOE Guidance (IC 20-19-3-9.4}




Indiana Department of Education

I Naiwe bermgr, Sqeredary of Edueatan

The Migrant Educarion Program (MEP) provides supplemental education and suppori saivices to dligible children through mational funding. The purpose of the
program is to ensure that all migrant students reach the academic standards and graduate with @ high school diploma (or complete a GED/HSE).

WORK SURVEY

Thak: vou for answering the follcwing questions If vour child 15 eligible for the Migrant Education Program, thev may receive additional educational support.
Thi: information is stricily confidential.

Student’s Name: J Parent's Xame:l I

Addrezs

Telephone:[ |

Dae:| | *Parent Signamre | )

1. * Within the last 3 years, have vour child(ren) moved for any reason”  “Please type YES o1 NO: |

[

Haz anvone in vour honzehold moved from one one school district to
another with the United States te lock for seasonal or rempozaray wark
ir agriculmre” Pleaze vpe YES or NO: |

If vou answered NO to either of these questions, please save the form and motve to the next registration step.

If vou answered YES | please comtinue

3, When was the Jast time vou or anyone in vour househeld has moved to lock for. or work man agnicultural activity within the United States?
1 = T e
Lionth Vear

4, Please check anv of the agricultural activities listed below that vou have locked for or worked mn:

[ Plantor harvest vegetables or fruits (N Canning vegerables or fritz
O Detassel com "| $od farm
[ Tobacce farm (1 Planting. prunirg or cuttmg wee:
O Pouliry and or egg farm Dairv fam
[ Duck:. turkey, chicker, perk: er beaf pracessing plant [ Flora culeze gladicla farm
O Aquaculture fish hatcheriez () Green heuse or plan: nurzery
e list the names of afl o. children in the househol 22 vears of age.
Child's Name Date of Birth
I
o
3.
4

o

Indsana Govemnment Ceoter Noath 1k Flour + 100 N Senate Ave + Indianapolis Indiana 46204
317-232-6616 « www doc.m gou



Yiriual Care for MSD Decatur Township

Srudents who s the school nurse with an illness mayv escalate therr care by seeing 2 Commumity Health Network Frovider through Forue/ Care. Virual Careis
esennally an culme Doctar visit completed from the conventence of the nurses ofice. Swep fhroer, pink eyve, rash or ear infection are 21l common illnesses that can be
diagrosed by the fzam of heakih care professionals teough Thwa) Care. Once dizgnosed, 2 prescription is necessary, it can be sent 1o the pharmacy of the parenty choice
By taking the provider to the srodest, we will elimingie the mconvenience for parents of taking their child out of school io kead to the Doctor's office. Thus interaction with
the health care provider only eccurs if the student’s parent or guardizn have completed the consent form

Commrmity Heald's Foundavion will assist fnsncially 10 make thus coat newiral for 2l) fannlies durmng fhis prlot year 25 we hope families can tzke advaniage of this
opportumity if and when necessary. If vou choose o participate, we ask that vor complete and sign the parental consent form below to make vour child eligible for these
sErvIcEs

Commanity Health Network Patient Consent Agreement

THIS PATIENT CONSENT AGREEMENT

THIS PATIENT CONSENT AGREEMENT zpplies to all sarvizes provided by Commumity Health Netwosk, Inc., Communsty Hospitl North, Commmunizy Hospital East,
Community Hospital South, Commuumnity Heart and Vascular Hospital (2 facility of Community Hospatal East), Community Howard Regional Healih, Commmnumity Hospatel
Anderson, Commumity Phvsician Network, Community Home Health, Community Surgery Center North, Commumnity Surgery Center East, Community Surgery Centes
South, Community Swgery Center Hamulton, Community Surgery Center Novthwrest, Community Surgery Center Howard, Community Surgary Cender Plus, Community
Endoscopy Center Indiznapolis, Community Digestive Center Anderson and Figleaf Boutique {2ach of these healih care providers whether mdividually hicensed of
operating under the license of ancther heremafies refamed 1o collectively 2 " Communisy™ This Patient Consent Agresment coverz all services provided by Commumiiy
inchuding, but not limited to, in-person, virtual. felephone and e-visn services.

Medical Treatment
1 request or muthorize Community to provide and perform under the dwection of my physician(s) and'or advanced practice providss(s) (each a “provider”) and or hisher
designee such care, procedures, services and supplies as are considered advisable formy health and wellbeing. 1 am zware the practice of medicine 15 not an exact science
and T acknowledge that no puarantess have been made 1o me by my providen(s) or Community 23 t0 the result of any trestments, exannnations, procedures or other services
provided by Conmmity, 1 authorize Communiiy to dispose of any tissue, aevered or amputated member, body pant, or medical device removed 1n connection with services
provided by Community. 1 under:

tand it is the responsibility of the provider io explain to me the nature of any disgnostic, therapeutic, medical and ‘or murgica! procedures
necessary io treat me and to explain risks and consequences associated with the services.

Virtual Services
1 understand Community may provide certain services virtually by remote teleheslih technology (“virtual visrt”). A viriual visit uses two-way audio and video
communications in order for 2 provider to ses my image on the scresn and hear my veice to provide health cars services, diagnosis, consuitation, {reafement. or educstion

Thase communizations mav use the Intemet, local phone lines or wireless connections The provider will determune whether my condition and or concemn is appropmiate for
2 viriual visit, and I understand there is no zuevantes of diagnoais, treztment. or prescripiion. Further, Dunderstand I may have to iravel to zee 2 provider in-person for
cerizin diagnosis and frestment matvers or if there are any issues of fatlures with the equipment or connsction

Patient Rights and Advance Directives
161 am receiving houpital tupatient services or ambulatery sirgice] center services, L acknowdedga [ have been given written materials on my patient rights and
responsibilities, which mclude my right to 2n advance directive, For all other Community services, 1 umderstand that information about advance directives is available upon

request.

Consent to Releaze Medical Records

1 understand Commmunity will malce every effort to freat my medical vecord information s confdential; however, | realize mformation must be shared with other providers
involved in my care or in the payment of my care. Furiber, I understand other healthcare providers invelved m my care will have access to my medical mformation 23
permitted by state and faderal law. ] consent to the release of my medical information for ireziment, pavment and health care operztional purposss 2 2llowed by state and
federal law, including the release of commuricable disease mformation.

Legal Relationships

1 undersiand my sarvices may be provided by: (1) providers who sre not emplovess of Community but who heve 2 contrzet with Commmminy 1o provide services, such &3
emergency phyicians, anextheviologists, radiclogmns, pathologists and other independent physicians; and (2) providers who have no employment or other coniractual
relationship with Community (collectively, “Independent Providers”™); and these Independent Pro viders may or may not participate n myv insurance plan. I undersiand
Community is responsible for carrying out the instruchions of such Independent Providers, but1 acknowiedge () Independent Providers are not employees or agents of
Community; and (b) Community iz not responsible for the medical decisions, acts or omissions of Independent Providers.

Communications

1 autharize Commuumity and iis 2gents to contact me 2t any telephone mumber I provide to Community including wireless (cellulas) telephone numbers by calling or fext
messages, which could result in charges to me. Methods of contact may inchude using pre-recorded anifvial voice messages and or use of an aviomatic dialing device, as
applicable I understand T will be able to opt out of text messages. Community and ity agents may also contact me by email at any email address ] provide.



Assignment of Insurance Benefits

1 my insurance is accepted by Community, I assign payment to: (1) Community; and (2) Independent Providers mvolved in my care. I understand I will receive separate
bills for services performed by Independent Providers who may or may not participate in my insurance plan. I understand Community vernifies my benefits and or bills my
insurance plan 23 a courtesy to me. [ authorize Commumity to release to Medicare and its agents any information needed to determine my benefits for services received. I
uthorize the relesse of my medical records and any other information necsssary to obtain payment fom Medicare, Medicaid and othes pavers. I request that payment of
authorizad benefits from Medicare, Medicaid and other insurance plans be made on my behalf to Community for services provided by Community. Further, ] understand
verification of my benefits is not a guarantes the insurance plan will pay those benefits and I am responzible for ensuring that any prior authorization required for my
services is obiained in advance of treatment. In addition, I hereby appoint Community and its emplovees and agents 2y my representative(s) to file grievances and appeals
for me with my insurance plan as allowed by Indiana State law.

Rezponsibility for Payment

I understand fhat [ may request and receive an estimate of aniicipated charges ] understand and ackoiowledge: (1) an sstimate i not 2 guarames; (2) the estimate is not
binding upon Community; and (3) actal charges will be determined based on the services I recerve and may be more or less than the sstunate. | understand I am financially
responaible for 2l smounts not pud by imurance o7 other pavers for services provaded to me by Commuunity and any Independeni Providers and T agree to pav all charges
when due or in 2ecordance with ey fnancial amengement made & the time of discharge. Furtier of Thave overpard cn any scoount with Communisy, 1 mgres fhat the
overpaynient may be applied to any owstanding charges on other Commumity sccounts. I understand Community provides Onancizl assistance and payment opiions o
those who qualify, T understand if T op? owt of using my insurance, T will not be eligible for financial ssmstance under Community’s Financial Asnstance Policy. T understand
T can request additiona] information on payment cptions or financial assistance i believe Tmay ot be able to pay or may oot be able fo pay timely. In the event | do not
pay such charges when dus or I fail to comply with any payment srangement, ] agree 10 pay costs of collection, incindmg attorney fees and interest and authorize
Community or ifs agent 1o access my credit report.

Relrase of Responsibiliey for Valnables

understand Community is not lizble for personal possessions including, but not limited to, money, valuables, dentures, sveglzsses, heaving aids or other property, that are
Jost or demaged. I kmow Community has the right to search auything on its premises. mcluding wallews and purses, for the safety and welfare of its patients and visitors If
Community decides an item could be 2 threat to healih or safety, Community may: (1) dispose of 1f; (2) put it m 2 safe; or ( 3) give it io law enforcement. I know I can avoid
having nyy possessions searched by sending them home,

o e

Pirtures and Recordings
1 consent to closed cirouit menitoring, videotaping, digial or audic recordings, photography and or images of my care for Commumity’s internal purposes mcluding, but ot
tinuited 1o, identiCostion, chnical sare, sducation, performance improvement and o safety related purpeses T understand Iwill be asked 10 sign 2 separste consent ifa

recording o image may be used for external purposes

Receipt of Notice of Privacy Practices
T acknowledge that I have received or have been offered the Community Health Network Notice of Privacy Pracuces and understand I may also access a copy at
wwwveCommuniry.com

By signing below, I acknowledge that T have read and agree to pages 1, 2 and 3 of this Patient Consent Agreement and my questions have been answered. Changes
will not be accepted to this Patient Consent Agreement. Everything in this Agreement continues and does not expire or terminate, I understand that I can request
a copy of this Agreement.

Name of Student: | Student Date of Birth:
Patient/Legal Representative: Date:
Relationship: Parent/Legal Representatice Phone #:

Telehealth Visit Permission

The schoo] xurse has my peraussion o fnitists 2 telehealth vien with 2 Commumity Health Networlk (CHNw) provider for my student if the school nurse deems it to be of
benefit 1o sddress an acute ilinass wuch as & sore throat There §s 5o cost 1o me for conducting this visit. The nures will contact me prior to the visit but if they sre

unable to reack me, thev will iy to yeach others authonized to consent for health care for my child. Ifwhen we reach vou of an authorized aduli, vow student will be
regivterad into the CHNw system and vou will be able 1o participate remotely in the telehealth visit Records of the 2xam will become part of the Community Health
Network provider's record. and availsble through their office

Over-the-Counter (OTC) Medications Available for use in the School Nurse Clinic with Telehealth Visit

The school nurse will participate i the visi, and ¥ recommendad by the CHNw provider, may administer the Dllowing over-he-counter (OTC) medications from ihe
supphy available in the school nurse office, during the school day: Please check which medications you spprove of the provider ordesmg to give to vour student. If
nothing is checked below we will not administer any of the OTC below, unless vou consent during the telehealth visit. Check all that applv

O Acetaminophen (O Tums chewable tzblets
Cirowprofen |_ICalamine Lotion
[_I8aline Solution (CIWaseline

{IEve Wash CWound Irrigation

Ocontact Lens Selution |_I Throat Lozenge - Luden's or equivalent
Add] Paremt Guardian Wame: Add) Parent Guardian Phone =
If vour student has 2 telehealth visit and 3 prescription is ordered by the Community Heakh Network Provider, list the pharmacy wheve the prescription should be sent.

E‘hazma-:.\":\'me:' | Pharmacy &
Phammacy Locabion:



S Community

Health Network Autorizacién para los
Scrvicios de Enfermeria Escolar

Se maneja ei programa de Enfermeria Escolar con enfermeras provenientes de Community Health Network. Esta es una clinica Escolar v no es
parte de Community Health Network. E! plantel escolar mantiene todos los registros. No le cobrames por los servicios. Las enfermeras escolares
pueden proporcionarle tratamientos de primeros auxilios que no son de emergencia, atencion de emergencia v conducir evaluaciones de la safud
para los estudiantes, sin el regreso de esta autorizacion. Para aprobar la utilizacion de los registros de la clinica para determinar 1a eligibilidad que
tenga el estudiante para participar en actividades escolares, v para los servicios ilimitados de enfermeria, sirvase regresar este formulario como
también el formulario para Solicitar la Administracion de Medicamentos para que se puedan administrar al estudiante_ Si su hijo tiene o necesita un
Plan de Atencidn para tratamientos recurrentes también presente esa informacion con este formulario.

Ano Escolar 2023 — Consentimiento efectivo de agosto 1, 2023 hasta agosto 1,2024.

*Escuela: [ v
Nombre del estudiante: | |
Fecha de nacimiento del estudiante: | B

1. Consentimiento para Tratar: Yo dov consentimiento para que mi hijo reciba los servicios adicionales de salud de la clinica de su escuela.
Comprendo que el perscnal de enfermeria no puede encargarse de todos las necesidades de salud que mi hijo pueda tener. Sin embargo, si m: hijo
no cuenta con el cuidado regular de un médico o clinica, yo me encargaré con la enfermera de escoger un proveedor.

Yo he leido esta informacion v comprendo cuales son los servicios adicionales que la clinica puede proveer, que incluven pero sin limitarse a: (a)
Tratamiento de primeros auxilios que no son considerados emergencia, (b) Atencion prescrita por un médico u otro practicante calificado v
establecido, por medio de didlogos conmigo, como un “Plan de Atencion”™ para mi hijo. v (¢) Referencias a proveedores de salud en la comunidad.
Es mi responsabilidad notificar al personal de 1a clinica sobre cambios en cualquier Plan de Atencidén como también cambios del menor relacionado
al tutor legal, los arreglos de vivienda o de custedia v los nimeros de contacto.

Si mi hijo necesita medicamentos con o sin receta durante el dia escolar, completaré v adjuntaré un formularic de “Pedido
para Administrar Medicamentos” para cada medicina.

*Firma del Padre o Tutor Legal: | Fecha:
{31 &l eztudiante es mencr de 18 anos)

Firma del Estudiante (si tiene 18, mavor ¢ emancipado: Fecha:

IL Divulgacién de Informacién: Ademas de usar la informacion de salud sobre el estudiante indicado arriba para tratar heridas v enfermedades
del estudiante v para la administracion de la clinica, por medio de ésta autorizo el uso v Ia liberacion de fa informacion de satud segin sea
necesario por 1a administracion escolar o el personal correspondiente para evaluar la eligiblidad del estudiante para participar en las actividades
escolares, o resolver quejas. Asimismo, dov mi consentimiento al personal de la clinica de salud para observar el registro escolar complete de mi
hijo, incluvendo la asistencia_ para obtener informacion que pueda capacitar al personal de la clinica para avudar a mi hijo. Comprendo que fa
clinica no pondra restricciones en los servicios al estudiante basado en mi decision de no firmar esta Autorizacion abajo, pero puede que la
participacion del estudiante en ciertas actividades patrocinadas por la escuela dependa en la firma de esta Autorizacién.

Terminacion de la Autorizacion: Se puede revocar esta Autorizacion por escrito a cualquier momento antes de ia fecha de vencimiento salvo si se
han tomado medidas en virtud de esta autorizacion. Envie o entregue personalmente una revocacion escrita 2 un miembro del personal de fa clinica.

*Firma del padre o tutor legal (estudiante menor de 18): o *Fecha: [—
Firma del estudiante (I8 o mavor. ¢ legalmente emancipado): Fecha:
0.

el (fecha que se obtuvo el consentimientc).

Formulario leido a verificado con el padre nrtor legal indicado arriba v testificado por el personal de la escuela el consentimiento verbal




Home Language Survey (HLS)

The Civil Rights Act of 1964, Title VI, Language Minority Compliance Procedures, requires school districts and
charter schools to determine the language(s) spolen in each student's home 1n order to identify therr speeific
language needs. This information is essential in order for schools to provide meaningful instruction for all

3 02 (19820

studenty oy cuthned Plvler v Doe 457 US

The puspose of this survey 5 to defermine the primary or home language of the student. The HLS i3 admumistered one time, upon
infial snrollment in Indiana, and remains in the student's cumulative file

Please note that the answers to the survey elow are smdent-specific. If a language other than English 1
recorded for ANY of the survey questions below, the appropriate WIDA placement test will be administered to determine whether or not
the student will gualify for additional English language development support

Please answer the following questions regarding the language spoken by the student
1. What is the native language of the student? (| E——y |

2. What languagei3) is spoken most often by the student?

3. TWhat language(s; is spoken by the student in the home?

Student Name: [Grade:
Parent Guardian Signature: _ Date: | |

By signing here, vou certify that responses to the thres questions above are specific to vour student. You understand that if a language
other than: English has been identified, vour student will be tested to determine if they qualif} Englizh language development
eorvices, 1o help them become fluent in English. If emered into the English language development program, vovs student wiil be entitled
1o services 2t zn English leamer and will be tested annually to determine their English language proficiency

For School Use Only:
School personnel who administered and explained the HLS and the placement of a student into an English
language development program if a language other than Englich was indicated:

Name: Date:




Home Language Survey (HLS) Spanish Version
Encuesta del Idioma en el Hogar
El Decreto de los Derechos Civiles de 1964, Titulo VI, Cumplimiento de Normas para Minorias en Lenpuaje, requiere 2
los distritos escolares 7 escuelas semi-auténomas que determinen ¢l idioma o idiomas que se hablen en el hogar de cada
esindimnte. Esta informacidn &1 ssencial pare gua las escuelas puedan ofrecer matruccidn @l 2 fodos loy extudiantes de
acuerdo con Plyler v Doe, 457 US. 202 (1982}

El propésito de esta encuesta es determinar el 1dioma principal de su lujo 2 en el hogar. Esta encuesta (HLS) tiene que
darse a todos los estudiantes en el distrito escolar escuela semi-autdnoma. Eta encuesta (HLS) es administrada una
vez, durante lamatricula inicial v permanece en el archivo acumulativo del estudiante.

Por favor tengs en coenta gue Joy respuzestas » la encuests comesponden solamente s subijo @ Sien alguna de lav ey
preguntar acritey sbejo, usted :dentifica 1 idsoma diferene al inglés. la escvels sdmminzars Iy Prusba del Desamolle
el Tnglés (LAS Lunks) pase determinas si su ijo 2 calificard parw el programa de desarmolle del idioma inglés.

I

Por favor responda lay signientey preg soerca del idiomals) hablado poy su
1. ;Cual es ¢l idioma o el dialecto nativo de su hijo'hija® |
2. ;Cuil e5 ¢l idsoma(s) mdn hablado por su lnjo hya?

2
3. (Cudl idiomais) habla u hijo hija en casa”

Wombre del Estudiants: | |
Escuela: | =
Lugar de nacimiento (pais): [

;Fecha que sscusla en Jos Extades Unidos empezo a su estudiante™: o
Firma del Padre, Madre o Guardian: | B Fecha| ]

A1 firmar aqu, usted certifica que las respuestas s las fres preguntas mencionadas amiba coresponden a su kijo a. Usted entiende

que i se b identificedo wn dioma diferente al inglés, v hijo 2 tendsd un sxamen para Jetermunar 5i 8] ¢ elle califica para el programa
2e desarrollo del idioma nglés, pare ayudarlo 2 2 qua sea fuente en inglés St enfra en el programa de desarvolls del dioma inglés,

o hijo &, tendra derecho 2 servicios que lo ynderin @ aprender el dioms ingles ¥ tendrd un examen cada aito pera determanar su
nivel de ingléz.

For School Use Only . Para Uso de 12 Escuela Unicamente:
School personnel who administered and explained the HLS and the placement of a student into an English language
development program if a language other than English was indicated:

Name: Date:




