AUBURN ENLARGED CITY SCHOOL DISTRICT
Universal Pre-Kindergarten (3PK /UPK) and Kindergarten

Programs for the 2023-24 School Year

TO BE ELIGIBLE YOUR CHILD MUST:

A.  Be a RESIDENT of the Auburn Enlarged City School District (AECSD)
Meet the AGE REQUIREMENT. On or before December 1* my child will be
- 3 years of age for participation in our 3PK program
- 4 years of age for participation in our UPK program
- 5 years of age for enrollment in Kindergarten

B. We CANNOT ACCEPT your child’s completed application without this supporting documentation:
1. ___ Proof of Residence in the AECSD - must submit one of the following:
Lease or Deed — dated and signed

Mortgage Statement or Tax Bill
Utility or Cable Bill
NYS Driver’s License, Learner’s Permit or Non-Driver Identification
Furniture Rental Receipt
Pay Stub dated within the last two weeks showing address
Auto Insurance Card with address
Social Security Statement, DSS Documentation or other documents issued by
Federal, State or Local Government Agencies

* Court Orders or Court Issued Documents

* Notarized Landlord Statement
2. Copy of child’s Birth Certificate
3. Custody papers, if applicable
4. Special Education records, if applicable

* X X X X * * »

C. Must complete the Medical Packet and provide:
5. Immunization Record (signed by a physician/clinical staff or NYSIS print out). Baby books are not

acceptable proof!
6. Physical Exam (dated within one year of scheduled school start date)
7. ___  Proof of Lead Screening
8 . Proof of Dental Screening

D. Parents/guardians can register their child online and upload the supporting documentation to the
appropriate link which can be found on the district website:
AECSD.education under Student Registration

OR complete the Enrollment, Registration and Health forms and then submit these forms along with
the required supporting documentation to the AECSD by:

Mail or Drop off to Heather McNabb, Registrar, AECSD, 78 Thomton Avenue, Auburn, N.Y. 13021
Fax to Heather McNabb, Registrar at (315) 282-2830 or E-mail heathermcnabb@aecsd.education



SELECTION CRITERIA: This program is open to all children who turn three years old (3PK) or four years old
(UPK) on or before December 1st, and who live in the Auburn School District. If we receive more applications than .
* we have slots available prior to the application cutoff date, children will be randomly selected. Site placement will be
determined on the basis of daycare, financial income, and parental choice.

INELIGIBILITY: A child is ineligible for this program if he/she is enrolled in another pre-kindergarten program that
. is supported by public funds, such as a preschool special education program. Students who are unable to attend °

Pre-Kindergarten 5 days per week, 2 % hours per day (half-day program) or 5 hours per day (full-day program), for
_the enEire sch?ol year are algo ineligible. A

PREFERENCE FOR PROGRAM LOCATION:

The Pre-Kindergarten program will be held at the locations listed below. Due to limited space at some locations, the

District CANNOT GUARANTEE your choice.

PLEASE INDICATE YOUR First (1%} and Second (2™) CHOICE ONLY. Also, please note if the site is also the site of
your child’s daycare.

PARENTS/GUARDIANS ARE ENCOURAGED TO VISIT THE SITES BEFORE MAKING
YOUR SELECTION AS ALL PLACEMENTS ARE FINAL.

3-YEAR-OLD Program 4-YEAR-OLD Program
Full-Day Options Full-Day Options

Cayuga Community College Cayuga Community College

Cayuga-Onondaga BOCES Cayuga-Onondaga BOCES

Cayuga-Seneca Community Action Agency Cayuga-Seneca Community Action Agency

(CSCAA) (CSCAA)

Early Childhood Center Early Childhood Center
E. John Gavras Center E. John Gavras Center
Montessori School of the Finger Lakes Montessori School of the Finger Lakes

YMCA YMCA

Half-Day Option - Limited Availability
YMCA

Applications are accepted on a first come, first served basis and spots are limited. No
applications will be accepted without the required documentation. Please contact Mary
White 315-255-8825 or Michelle Kolceski 315-255-8613 with any questions.

For Office Use Only
Student Last Name:

Student First Name:

IPK  UPK




AUBURN ENLARGED CITY SCHOOL DISTRICT
Universal Pre-Kindergarten and Kindergarten Enrollment Form

Form 1 of 2 For Office Use Only
MWWMWMIHEWM
1. STUDENT INFORMATION (For Student Being Enrolled)
Grade (circleone): 3PK 4UPK K
Last Name: First Name: Middle Name: Suffix:
Sex: O Male O Female Date of Birth: Proof of Birth submitted with application:
Address (must be street address): Apt, Bldg., Other:
City, State, Zip Code: Telephone No.
In which elementary school attendance area does this child reside?
O Casey Park O Genesee O Herman 0O Owasco [0 Seward
II. FAMILY INFORMATION
PARENT/LEGAL GUARDIAN PARENTILEGAL GUARDIAN
Name: Name:
First Middle Last First Middle Last
Relationship (to child): Relationship (to child):
Address (must be street address): Address (must be street address):
Apt,, Bldg., Other: Apt., Bldg., Other:
City: State: Zip: City: State: Zip:
Home Phone:{ ) Cell:{ ) Home Phone:{ ) Cell:( )
Employer: Employer:
Work Phone: { ) Work Phone; ()
Email Address: Email Address: _
Authorized to Pick Up: O Yes Ll No Authorized to Pick Up: O Yes O Neo
EMERGENCY CONTACT 1 EMERGENCY CONTACT 2
(List a person who will assume temporary care if parenslegel guardian isnot | 7,0y o porson who will assume temporary care if parent/legal guardian is not
reachable) reachable)
Name: Name:
it Middle =L First Middle Last
Relationship (to child): Relationship (to child):
Address (must be street address): Address (must be street address):
Apt., Bldg,, Other: Apt., Bldg., Other:
City: State: Zip: City: State: Zip:
Home Phone:( ) Cell:{ ) Home Phonex( ) Cell:( )
Employer: Employer:
Work Phone: { ) Work Phone: ()
Email Address: Email Address:
Authorized to Pick Up: O Yes O No Authorized to Pick Up: O Yes 0 No

PLEASE NOTIFY THE SCHOOL DISTRICT OF ANY CHANGES AS THEY OCCUR. THANK YOU!




LI OTHER FAMILY INFORMATION

LIST ALL FAMILY MEMBERS LIVING IN THE CHILD’S HOME, INCLUDING ANY CHILDREN NOT YET OLD
ENOUGH TO ATTEND SCHOOL:

Name M/F DOB  AGE  Relationship to Child

HOUSEHOLD TYPE: (Please check the choice that best describes the household situation)

O Single Parent/Female (F) O Single Parent/Male (M) O Two Parent Household (T)
O Foster Parent (E) O Teen Parent (17 years old or younger) (TP)

0O Other, please specify:

IV. GENERAL PERMISSIONS

OYes ONo My son/daughter is permitted to attend all field trips, provided I am informed about them in advance.
0O Yes ONo My son/daughter may be pictured in the school newsletter, school brochures, newspaper articles, videos, web etc

V. ADDITIONAL ENROLLMENT INFORMATION

Do you suspect your child has an educational disability or learning problem? [ Yes O No
If yes please explain B oF

Has a Committee of Special Education (CSE) identified the student with an educational disability? O Yes B No

If yes, please explain

Does the student have a 504 Plan? O Yes ONo

If yes, please explain

Is your child enrolled in the Dolly Parton Imagination Library? O Yes O No
If yes, please circle years enrolled: 1 2 3 4
VI. ACADEMIC HISTORY

The questions below also refer to Pre-School experience. Please include Pre-School and childcare programs.

Has the child ever attended an Auburn School? O Yes 0 No

If yes, which school(s) and in what grade(s)? School: Grade:
Date(s) attended:

Name of last school child attended: Name of School District:
School Address and Telephone:

Date(s) last attended: Present Grade;

Note: It is no longer necessary to obtain written consent from parents/guardians to request records from other schools.

* I attest that the information completed by me on pages 1 — 2 of this = CONFIDENTIALITY PROCEDURES AND REGULATIONS -

enroliment form Is current, true and accurate. This form will be filed in the student’s permanent record
: as confidential information. The information which has

been provided on this form is protected by the
Confidentiality Regulations cited below: "The family
Educational Rights and Privacy Act {1974) prohibits
unauthorized access to student records and unauthorized
release of any student record information identifiable by
either student name or student identification number.”

Signature of Parent/Guardlan Date




AUBURN ENLARGED CITY SCHOOL DISTRICT WORLING
Universal Pre-Kindergarten and Kindergarten MEDICAL PACKET » n TV

This packet contains the following forms:

For your information . . . .
* Letter to Parents/Guardians from AECSD Nursing Supervisor
* District Medication Policy

To be completed by Parent/Guardian . . . .

* Pre-Kindergarten and Kindergarten Registration Health Form

* Health Insurance Coverage Form

* HIPPA Form

To be completed by Physician and Dentist and submitted by Parent/Guardian . . .

5 Health Appraisal Form (Physical Form)
* Dental Health Certificate

IF YOUR CHILD IS REGISTERING FOR UNIVERSAL PRE-KINDERGARTEN (3PK / UPK)

Please complete the forms referred to above, and along with the items listed below, return to the District with
your completed Enrollment and Registration Forms or at least prior to the first day of classes:

Physical Exam
Proof of Lead Screening
Proof of Dental Screening

IF YOUR CHILD IS REGISTERING FOR KINDERGARTEN

Upon receipt of your completed Enrollment and Registration Forms, you will be supplied with information
regarding the next step of the registration process, which involves a visit to your child’s new school. You must
present your completed Medical Packet to Health Services staff for review af that visit.

The Medical Packet includes: the forms referred to above, along with the items listed below:
Physical Exam

Proof of Lead Screening
Proof of Dental Screening




Harriet Tubman
Administration Building

Office of Health Services

Enlarged City School District

Dear Parents/Guardians of Pre-Kindergarten and Kindergarten Students:

Welcome lo the beginning of an exciting adventure — the start of your child’s formal education!
New York State Public Health Law, Section 2164 mandates that schools shall not permit a child
to be admitted to school, unless the parent provides the school with a certificate of immunization
or proof from a physician that their child has been immunized. Immunizations must be
documented and signed by a health care provider or health department. Baby books are no
longer accepted as proof of vaccination. All documentation must specify the exact date each
immunization was administered. Your child will not be permitted to attend school without the
necessary verification of immunizations,

Most Pre-Kindergarten students will require additional vaccinations prior to the start of
Kindergarten. Please contact your health care provider to make these arrangements.

In addition to vaccinations, New York State Law also requires the parent/guardian of any child
entering a Pre-Kindergarten/Kindergarten program to provide the school district with a report of
a medical examination, signed by a licensed health care provider and submitted using the
enclosed physical exam form (no other format will be accepted). This exam must be current and
not done more than twelve months prior to the commencement of the schoo! year. Proof of lead
testing and a dental health certificate containing a report of a comprehensive dental examination

are also required.

Thank you for your attention in this maiter. Have a wonderful school year!

Sincerely,

(et

Caren Radell, RN
Supervisor of Nursing and Heaith Services

Updated: 12/1972018

78 Thornton Avenue « Auburn, New York 13021 « Telephone: (315) 255-8829 » Fax: (315) 255-8855



AUBURN ENLARGED CITY SCHOOL DISTRICT

School Health Services
To: Parent/Guardian
From: School Health Services
Re: Administration of Medication in School

The policy for students receiving medication in school is as follows:

1. NO MEDICATION WILL BE GIVEN IN SCHOOL WITHOUT A
WRITTEN PHYSICIAN’S ORDER. This order must include the student’s
name, name of medication, dosage, time and dates to be given. The label on the
medicine bottle is not sufficient.

2. A WRITTEN REQUEST FROM THE PARENT FOR THE SCHOOL
HEALTH OFFICE TO ADMINISTER THE MEDICATION MUST BE
PROVIDED.

3 Medicine arriving in school in unmarked containers, baggies, etc., will not be
given. The medication must be in its original container.

4. The medication should be delivered to the school by the parent/guardian.
5. Do not send aspirin or other single dose medication to school with your child.

These medications will not be administered without fulfillment of the
requirements stated above. This also includes cough drops.

6. The medication will be kept in the school health office throughout the time it is to
be administered.

7. Parents will be contacted to make arrangements to pick up discontinued or unused
medication.

8. Medications must be picked up at the end of the year or they will be discarded.

9. New physician orders for medication administration are required for each school
year.

If, at any time, you have questions or concerns regarding the administration of medication, or
this procedure, please contact your school health office.

Thank you for your cooperation.
Updated 10/2009



AUBURN ENLARGED CITY SCHOOL DISTRICT

SCHOOL HEALTH SERVICES
Pre-Kindergarten and Kindergarten Registration Health Form

Student Last Name: Student First Name:

Date of Birth: Place of Birth:

Sex: M F Grade: (eircieoney 3IPK UPK K School:

Student Address:

In case of accident or illness, it is mandatory that you provide the following information for emergency calls:

Name Last First Address Home/Cell Phone | Work Name Work Phone

Mother

Father

Step Parent

Step Parent

List TWO persons (relatives/babysitter/neighbor) who will assume temporary care of your child if you cannot be reached:

Name Relationship Address Home/Cell Phone Work Name Work Phone

Physician Name: Dentist Name:

MEDICAL HISTORY
Has child, or any immediate family member (Parents/Grandparents) had a history of:

Diabetes

Heart Disease
Seizures
Sickle Cell Trait
Sudden Cardiac Death

Has child had: (Provide dates)

RSV Scarlet Fever
Chicken Pox Rheumatic Fever
Pneumonia Pertussis
Surgery Serious Injury
Broken Bones Head Injury

Loss of Consciousness

Does child have any problem with:

Constipation Diarrhea Bedwetting
Frequent Urination Is your child potty trained

Does child contract frequent: (More than 4-5 per year)

Sore Throats/Strep Infections




Earaches/Ear Infections

Under care of Dr.

Tubes in ears Date of insertion
Skin Rashes/Eczema
Headaches Stomachaches
Does child have:
Asthma/Wheezing
Under care of Dr. Medication
Allergies: (circle all that apply) Food Insect bites Medications Other

Describe allergens/reactions:

Has child ever been stung by a bee?
If yes, describe reaction:

Yes No

Heart Murmur Under care of Dr.,

Seizure Disorder Under care of Dr.
Medication Date of last seizure

Vision Problems
Under care of Dr. Glasses: Yes No

Last appointment

Hearing Problems

Under care of Dr,

Hearing aids: Yes No

Last appointment

Are there any other medical problems or concerns that the school should be aware of:

Does child take any medication on a regular basis?

In case I cannot be reached, I authorize the Auburn School District to render such treatment as may be necessary in an emergency for
the health of my child. I give my permission to the school official in charge to obtain the services of the nearest ambulance, rescue
service, family physician on record, or other physician if my own is not available, to provide immediate and necessary care. This form
will be utilized for the current school year. The information will be shared with appropriate instructional staff, the transportation
department, and Health Services. It will also be available on field trips and in the event of an emergency will be given to emergency

personnel.

Date: Signature of Parent/Guardian X

* If any of the above information changes during the course of the school year, please notify the School Nurse, as soon as possible. N¥S Education Law requires school
disiricts to have on file signed instructions for emergencies from parentsiguardians.

For Office Use Only Reviewed by: (Nurse)

If Kindergarten Registrant, did parent/guardian provide: Date of Interview/Form Completion:

Physical Exam _ Date of Exam: ___ Release of Information signed

Dental Certificate = Date of Exam: __ Renewed-Received Emergency Action Plan (date: )

Immunizations _ Uptodate: __ Reviewed and Received Medication Policy and Order Sheet
____ Reviewed Immunizations, Physical and Dental requirements

Revised: 01/24/2017



RELEASE OF INFORMATION FORM TO ASSIST PARENTS IN OBTAINING
HEALTH AND DENTAL INSURANCE COVERAGE FOR THEIR CHILDREN ATTENDING
AUBURN ENLARGED CITY SCHOOL DISTRICT

The purpose of this release is to allow the Cayuga County Health and Human Services (CCHHS) Department, Auburn
Enlarged City School District (AECSD), and the Booker T. Washington Center (BTW) to better assist you and your
children to get and maintain health and dental coverage through the Public Insurance Program (Medicaid).

By signing this release you will be allowing CCHHS, AECSD, and BTW to share the confidential information listed
below. This information may be further disclosed to the Cayuga County Health and Human Services Department and the
local facilitated enrollers at BTW so they can also assist in ensuring your child(ren)’s uninterrupted coverage. A
facilitated enroller is someone who can assist you to enroll in a health insurance plan or dental insurance coverage. The
information will only be shared to the extent that it is necessary or helpful to achieve this goal.

The information disclosed will be limited to:
e My name and names of persons living in the household
Dates of birth
Address
Phone number
Gender
Last four digits of Social Security Number for those applying for, or in receipt of Medicaid coverage
Eligibility Status for Health and Dental Insurance, Temporary Assistance, Food Stamps, Day Care, HEAP
Medicaid, including eligibility periods
¢ Status of School enrollment

Child’s name: SS#* DOB School
(last four digits)

Child’s name: SS#* DOB School
(last four digits)

Child’s name: SS# * DOB School

(last four digits)
My child(ren) currently has health insurance with

(name of insurance company)
My child(ren) currently has dental insurance with

(name of insurance company)

] My child(ren) have NO health insurance at this time. [_] My child(ren) have NO dental insurance at this time.
RELEASE

I hereby give CCHHS, AECSD, and BTW permission to share the above information between themselves on my behalf. 1
also give permission for AECSD to share this information to CCHHS and BTW, only to the extent of helping me get or
maintain health and dental coverage. I understand that any information released on my behalf may not be further
disclosed without my express written permission.

I may revoke (cancel) this release at any time by writing to AECSD, Caren Radell, Nurse Supervisor, 78 Thornton Ave.,
Auburn, NY 13021. Such revocation will not affect any previous actions aiready taken.

. (Signaturébf Parent/Guardian or Student over | 8) (Date)
_ B (printed name) . (relationship to student)
B (address) (phone number)

I:I I do not wish to participate in this insurance program.
*optional 2/19



New York Stats Departmentof Health Authorization for Release of Health Information
AIDS Institite and Confidential HIV-Related Information*

This form authorizes relaase of health Informalion mcluding HIV-related information, Youmay choosaiorelaase only your non-HIV health informalion, only your
HiV-relatad information, of both. Your information may be protected from disclosure by federal privacy law and state law. Confidential HIV-retated information ls
any information ingicating that a person has had an HIV-related test, or has HIVinfection, HIV-relaled llness or AIDS, or any information that could indicate 2

person has been potentially exposedioHIV.

Under New York State Law HIV-related information can only be given to paople you alkw to have i by signing a written release. This information may also be
released to the following: heatth providers caring for you or your exposed chikl; haalth officiais when required by Law; insurers 1o permit payment; persons involved
lnfoatermuadopﬁm;dfnlalomoctiona!,nnbﬂmﬂmr&aﬂtmmwwhﬂhmmﬁmmmwwywrm;orbyspedal
court order. Under New York State taw, anyone who illegally discloses HiV.relsted informetion may be punished by a fine of up to $5,000 and 8 ja tarm of up to ane
yool. However, soma re-disciosures of health and/or HIV-refaled information 2re not protected under foderal law. For more information abaut HIV confidentiality,
call the New York Stete Department of Health HIV Confidentiality Hobine et 1-800-962-5085; for mone nformation regarding federal privacy protection, call the
Offive for Civil Rights et 1-800-368-1019. You may aiso contact the NYS Division of Human Rights &f 1-868-392-3644,

By checking the boxes below and signing this form, health information and/or HIV-related information can be given fo the people listed on page two(and on
additional sheets  necessary) of the form, for the reason(s} isted. Upon your request, Ihe faciity or person disclosing your heatth information must provide you
with a copy of this form,

I consent to disciosure of {please check all that apply): | My HIV-relatsd information
B4 My non-HIV heatth informstion
£ Both (non-HIV healih and HiV-related Information)

PLEASE FILL OUT THE HIGHLIGHTED FIELDS ON BOTH PAGES

Name of person whose information wil be released: USTIdent)

Neme i adess f parson signing thi form ( cther than above: _ (Parent/Guardian)) R

Relationshin to person whose informalion will be released,

Describe Information ta be released. —_Medical

Reason for releasa of information: ____School accommodations

Tims Period During Which Release of Information is Authorized: From: To:

Excaptions o 1he right fo revoka consent, i any;_ S pmene—s o

Description of the consequences, i any, of faing to consent 1o disclosure upon treatment, payment, ensoilment, o aligibility for benefits

{Note: Fedaral privacy requiations may restrict some consequences):

Plaase 5ign below only if you wish to authorize all factitias/persons lisled on pages 1,2 (and 3 if used) of this form io share information among and betwesn
themsalves for the purpose of providing health care and services.

* This Authorfzation for Refease of Heafth information and Confidential HiV-Related informatlon form Is HIPAR complignt. If releasing only non-HIV related
health infermation, you may use this form or another HIPAA-compilant general health release form.

DOH-2557 {2H1) Page2 of 2




Authorization for Release of Health Information
and Confidential HIV-Related Information®*
T e e R e e ey e O
Complete information for each fadlity/person to be given generat informaticn and/or HiV-related information.
Attachadditionalsheetsasnecessary. itisrecommendedthatblanklinesbecrossedoutpriortosigning.

Name and address of facility/parson to be given general health and/or HIV-related information:
Auburn Enlarged City School District

78 Thornton Avenue, Auburn, New York 13021

Reasonforrelease, if other then stated on page 1:
N/A

Ifinformationtobedisciosadtothisfacility/personislimited, pleasespecity:
N/A

Name and addreas of facilfty/person to be given general health andfor HIV-related nformation:
N/A

Reason for release, if other than stated on page 1:
MNIA

Hinformationtobe disclosedlothisfacifity/personislimited, pleasespecify:

The law protects you from HIV-related discrimination in housing, employment, health care and other servicss. For moreinformation, caif the New York Clty
Commission on Human Rights at (212) 306-7500 0r the NYS Division of Human Rights al 1-888-392-3644,

Myquestions aboutthls formhavebeenanswered. Iknowthatidonothavetoaliowreleaseof my health and/or HiV-relatedinformation, andthal lcanchangemy
mind atany time and revokemy authorizalion by writing thefacility/person obiaining this release. L authorize the faciiity/personnoted on pags one torelease
heakh and/os HIV-related information of the person named on page one (o the organizations/persons listed.

1Date)

Hlegal representaiive, indicate relationship to subjact

Print Name

Client/Patient Number

* This Authorization for Relesse of Heaith information snd Confidentia) HiV-Related Informatian form Is HIPAA compliant. ¥ releasing only non-HIV related
health Information, you may use this form or another HIPAA-compllant general health release form.

DOH-2557 (2/11) Page2 of 2




REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED IN ENTIRETY BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR

Note: NYSED requires @ physical exam for new entrants and students in Grades Pre-Kor K, 1, 3, 5, 7,9 & 11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or
Committee on Pre-School Speclal education (CPSE).

STUDENT INFORMATION

Name: Sex: [IM OF |DOB:

School: Grade: Exam Date:
HEALTH HISTORY

Allergies [INo |0 Medication/Treatment Order Attached [ Anaphylaxis Care Plan Attached

[ Yes, indicate type| J Food [ Insects Olatex [0 Medication O Environmental

Asthma [INo |0 Medication/Treatment Order Attached O Asthma Care Plan Attached

[ Yes, indicate type|O Intermittent  [J Persistent O Other:

Selzures [INo | Medication/Treatment Order Attached O Seizure Care Plan Attached

TYes, indicate type| O Type: Date of last seizure:

Diabetes [INo |0 Medication/Treatment Order Attached O Diabetes Medical Mgmt. Plan Attached

£ Yes, indicate type|(Type 1 [ Type2 [ HgbAlcresults: Date Drawn:

Risk Factors for Diabetes or Pre-Diabetes:
Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors: Family Hx T2DM, Ethnicity, Sx Insulin Resistance,
Gestational Hx of Mother; andfor pre-diabetes.

BMI kg/m2 Percentile (Weight Status Category): [J<5™ [1]5%-49% [150*-84™ [385%-94* [195%-98% [799™and>
Hypedlipidemia: [INo [JYes Hypertension: [No [lYes
PHYSICAL EXAMINATION/ASSESSMENT
Helght: Welght: BP: Pulse: Respirations:
TESTS Positive| Negative Date Other Pertinent Medical Concerns
PPD/ PRN (| [ One Functioning: [ Eye OKidney [0 Testice
Sickle CellScreen/PRN | [ O O Concussion — Last Occurrence:
Lead Level Required Grades Pre- K& K Date | Mental Health:
DOTestDone [ Lead Elevated >10 pg/dL O Other:

(3 System Review and Exam Entirely Normal

Check Any Assessment Boxes Quiside Normal Limits And Note Below Under Abnormalities

[J HEENT O Lymph nodes ] Abdomen O Extremities [ Speech

O Dental {0 Cardiovascular [ Back/Spine 7 Skin O Social Emotional

O Neck (O Lungs [ Genitourinary [0 Neurological 0 Musculoskeletal

O Assessment/Abnormalities Noted/Recommendations: Diagnoses/Prablems (list) ICD-10 Code

[ Additional Information Attached

5/1/2018 Page 1of2



Name: DOB:
SCREENINGS

Vislon Right Left Referral Notes
Distance Acuity 20/ 20/ DOYes CINo
Distance Acuity With Lenses | 20/ 20/ '

Vision —Near Vision RET 20/ :

Vislon—Color [ Pass [] Fall !

(Hearng | RightdB | Leftds | Referral |
PmeToneS&ééﬁing | [OYes [No

Scollosls Required for boys grade 9 Negative Positive | Referral ]

And girls grades S&7 O ] (] | CYes CINo |

Deviation Degree: ; Trunk Rotation Angle: 0
Recommendations: -

RECOMMENDATIONS FOR PARTICIPATION IN PHYSICAL EDUCA“ONISPORTSIPI.AYGROUNDIWORI(

[ Full Activity without restnctlons including Physical Education and Athletics.
I”] Restrictions/Adaptations Use the Interscholastic Sports Categories (below) for Restrictions or modifications
"1 No contact Sports Includes: baseball, basketball, competitive cheerleading, field hockey, foctball, ice
hockey, lacrosse, soccer, softball, volleyball, and wrestling
1 No Non-Contact Sports Includes: archery, badminton, bowling, cross-country, fencing, golf, gymnastics, rifle,
Skiing, swimming and diving, tennis, and track & field
[I Other Restrictions:

O Developmental Stage for Athletic Placement Process ONLY
Grades 78.8 to play at high school level OR Grades 9-12 to play middle school level sports
Studentisat Tanner Stage: (1t 10 I v v

O Accommodations: Use additional space below to explain

0O Brace*/Orthotic O Cotostomy Appliance™ (J Hearing Aids
O Insulin Pump/Insutin Sensor* (3 Medical/Prosthetic Device* O Pacemaker/Defibrillator*
[ Protective Equipment O Sport Safety Goggles I Other:

*Check with athletic governing body if prior approval/form completion required for use of device at athletic competitions.

Explain: e
AR MEDICATIONS

] Order Form for Medication(s) Needed at School attached e

List medications taken at home: l _ o
T ~ IMMUNIZATONS

O Record Attached [ Reported in NYSIS Received Today: [Yes [ No
HEALTH CARE PROVIDER

MedmlProviderSigr_n_ﬁ-J_lé_"“_“ i e i T T
'PrwiderName {pmwm) I U | S

Phone:

Fax: '

Please Return This Form To Your Child’s School When Entirely Completed.

5/1/2018 Page 20f2



0 $ c?lu!wcn Zulatyal C—ély é-céoo/ iidu'ct

78 Thomton Avenue, Aubum, N.Y. 13021-2698

Dental Hoealth Certificate

Parant/Quardian: New York State law {Chapter 261} permite schools to request a dentai examinatlon In the following grades: schoo! entry,
K, 2, 4,7, & 10. Your child may have a dental check-up during this school year to ssscas histher fiiness to attand school. Pleass complete
Section 1 and take the form to your dentlet for an asssssment. If your chlid had a dentel chack-up bafors he/she atarted the school, ask your
dentist to fill out Sectlon 2. Return the complated form to the school's medical director or school nurss as soon as possible.

Section 1. To be completed by Parent or Guardian (Please Print}

Chlid's Name: . L dde
Blrth Date: ! ! | sex:Cmaie WALl this ba your chiid’s first visitto adentist? D Yes I No
ok D e 0] Famale
School: "™ Grade

Have you noticed-any problem In the mouth that interferss with your child's ablilty to chaw, speak or focus on school activites? [ Yes [ No
| underatand that 5 ﬂuﬁ this form [ am oomlnﬂnﬂ for the child named above to fecelve & basic orel health assessmont, | undarstand this
asseesment [a only e limited means of evaluation io asases the studant’s dental health, and | would need to sscure the services of a dentist in order for
my child to receive a compists dental examination with x-rays if necesasery to mainiain good oral haalth.

| also undaratand thel recslving thie preliminary oral heelth sssessmant does not astablish any naw. ongolng er continuing doctor-patient relationship.
Further. [ will not hold tha dentist or those parforming this assessment responsible for the consequences or resulls should | choose NOT to follow the

recommendaticns listed below.

Parsnt's Slgnalum Date
Section 2. To be completed by the Dentist
I, The Dental Health condition of o (date of exam) The date of the

n
exam neads to be within 12 months of the star! of the achool year In which It ls requested. Chaeck one:
{0 Yes, The siudent listed above Is in fit condition of dentai health to permit his/her attendance at the public scheols.

[ No, The student listad abova is not In fit condition of dental health to pemit histher attendance at the public schools.

NOTE: Not In 8t condition of dentai healtheans that a condition exists that Interferes with a student’s ability to chew, speak or focus
on achool activities including pain, awelling or infection retated to dlinical evidence of open cavities. The designation of notin fit
' condition of dental health to permit attendance at the public achool does not preciuda the studant from attending school,

Dentist's name and addreea (please print or stamp) Dentist's Signature

Optional Sections - if you agres to relesse this information to your child's school, please initfel here. I ,

Il, Orai Health Status (check afl that apply).
U Yes D No Carlee Expsrionce/Rastoration History — Has the child ever had a caviiy (ireated or untreated)? [A filling {temporary/permanent} OR &

tooth that Is missing bacause it was exiracted as a result of cares OR an open cavity).

{J¥ss ONo Untreated Carles — Doaa this child have an apsn cavity? [Atlsast % mm of tooth struciure loas at the enamel aurface. Brown to dark-
brown coloration of the walls of the laaion. These criteria apply to piis and fissure cavitatad lesfons as well as those on smooth tooth surfaces.
If ratalned root, assume that the whole tooth was destroyad by carles. Broken or chippad teeth, plus taelh with temporary fillings, are

considered sound unless a cavitatad tasion Is also pressni],
{1 Yes OO No Dentsl Sealants Present

Cther problems (Specify):

HI. Treatment Needs {check all that apply)
O No obvious problem. Routine denta! care |s racommended. Visit your dentist regularly.
O May need dental care. Please schedule an appointment with your dentist as soon as posaible for an evaluation,

{ O_Immediate dental care is required. Pleass scheduls an appolntment Immediately with your dentist to avold problems.




