Welcome to L.S.1

Leupp Schools, Inc. School Year
ﬁéﬂ%ﬁngc Oli;ﬁce First Day of School

= 0X
Winstow, Arizona 86047 August 4, 2025 2025-2026

Phone: (928) 686-6211

FOR LSI OFFICE USE ONLY HOME OF THE BRAVES

STUDENT NAME ' GRADE (BUS) (DORM) (WALK-IN)

REQUIRED DOCUMENTS FOR ENROLLMENT

forms. Thank You.

Use this Check Off list as a guide to complete the documents. Use a Black Pen to fill-out the

Returning Student Enroliment Check List

BIE Registration Form

LSI Registration and Permission to Check out Form

LSI Medical History

Current Immunization Records. PRINTED after July 1, 2025.
* NO ADMITTANCE without immunization records
(A.R.S. 15-81-874).

Legal or Temporary Guardianship Documents (If applicabie).

Annual Participation P.E. (If participating in Sports).

WIHCC Data Base

WIHCC Consent for School Health Services Form.

Disclaimer: Completion of required documents does not guarantee

enroliment: All required forms must be submitted before aftending school.

Return forms to Front Office. Thank You
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| ﬁgyup.g LEUPP SCHOOLS, INC. SCHOOL YEAR 2025-2026

PERMISSION TO CHECK OUT STUDENTS FROM L.S.I.

NAME: GRADE:
PARENTS/GUARDIANS: PHONE:
ALTERNATE #:
LOCATION OF CLINIC MOST
RESIDENCE: OFTEN USED:
RESIDENTIAL: BUS: WALK IN:

{Required for all student of LSI regardless of age)

1 give my permission for the following people to check out my child. I will notify the school
prior to each checkout, by telephone or a written note.

Name of person: Relationship: Phone Number:
*Must be over the age of 18*

[ e

The following people CANNOT check out my child:

Name of person: Relationship: Reason for Denial:

Signature of Parent/Guardian Date

FOR OFFICE USE ONLY/NOTES
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FHEYEY LEUPEP DCHOOLS
S INCORPORATED

Cuilding the Futute, Keeping the Past

Medical History Permission and Medical Consent Form

Students Name: Grade: DOB:

Mailing Adress:

Community in Which Student Lives / From:

Emergency Contact: Phone #:

Relationship to Student:

Medical Insurance: Policy#:

Physician: Phonei#:

What Health Facility does the Student go to:

Medical Conditions: (Exam[;le: Asthma, Scoliosis, Eye Conditions, Diabetes, Eczema, Anxiety,
etc.):

Food Allergies:

Seasonal Allergies:

Allergic to Medications:

Previous Operations or Illnesses:

Medication Instructions: (If your child is taking prescribed Medication, please list below)

Medication Dose Start Date End Date Frequency Route

1 authorize the Leupp School’s, Inc. Nursing Staff and Faculty Staff to give the medication(s) listed
above to my child. Furthermore, I understand that if my child is to carry specific ‘ As Needed
Medications, Leupp Schools, Inc. will not be held liable for any loose or damaged medication(s) or
dispensing devices.

Parent / Guardian Signature Name (Print):

Pacent / Guardian Signature: Date:

All piescribed Medications must be choeked in with Leupp Schools, Tne, Nuvsing Staff must be cliecked in with Leupp Schools,
Inc. Nursing Staff and must have & pharmacist's labet 2 ol recommended dosage. “dedication maust be bisaght in Lo school in its
originn! contuner Ivheled by o pharmacist, Sindeats vy not permitied to have presoviption or » evaine-conmer medications in
their passesiions on pnpas, except those requivud {0 Wreat svthima, 59 the end of the school ceer the perept or giardian mast
retrieve resnuining roedications. Medsewiony net haimicd at thre end of the setinol ves e wall be diges: ded
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%M H ] ] ,(__: WINSLOW INDIAN HEALTH CARE CENTER

FOREY IRV AN S DATABASE
X

NAME {LAST, FIRST, MIDDLE) OTHER NAMES USED(MAIDEN NAME) | WIHCC NO. SE)
M F
BIRTH DATE PLACE OF BIRTH (CITY, STATE) SOCIALSECURITY NO. | MARITAL STATUS | INTERNET ¥ N
Email Address:
CURRENT COMMUNITY DATE MOVED LOCATION OF HOME (DIRECTIONS TO YOUR HOME, ETC. PLEASE BE SPECIFIC,)
NAILING ADDRESS CITY/STATE, ZiF CODE
TIOME PIIONE NUMBER MESSAGE PHONE NUMBER WORK PHONE NUMBER
TRIBE DEGREE, CENSUS NUMBER CIB
v N
INDIAN B1.OOD QUANTUM = e TRIBE DEGREE RELIGION
FATHER'S NAME CITY OF BIRT STATE OF BIRTH
MOTHER'S MAIDEN NAME CITY OF BIRTH STATE OF BIRTH
EMPLOVER(IF APPLICABLE) SPOUSE'S EMPLOYER(IF APPLICABLE)
EMPLOVER'S ADDRESS SPOUSE'S EMPLOYER'S ADDRESS
EMPLOYER PHONE NUMBER SPOUSE'S EMPLOVER PHONF, NUMBER
IFYOU ARE UNEMPLOYED, PLEASE GIVE SOURCE OF INCOME
UNEMPLOYMENT RETIREMENT ss1 SSB  WELFARE OTHER
NAME OF EMPLOVER (FATHER)I8 & UNDER EMPLOYER ADDRESS EMPLOVER TELEPHONE NUMBER
NAME OF EMPLOVER (MOTHER)18 & UNDER EMPLOYER ADDRESS EMPLOYER TELEPHONE NUMBER
EMERGENCY CONTACT PERSON NEXT OF KIN CONTACT PERSON
"RELATIONSHIP PHONE NUMBER RELATIONSIIF PHONE NUMBER
ADDRESS ADDRESS
HEALTH INSURANCE INFORMATION
YES [ NO | DO YOU HAVE RAILROAD RETIREMENT YEs | NO
| 9
DO YOU HAVE MEDICARE COVERAGE? padarin
DO YOU HAVE AHCCCS (MEDICAID)? YES | NO | 1, YOU HAVE PRIVATE INSURANCE COVERAGE? VES | NO
MILITARY SERVICE? YES | NO | BRANCH TLATM NUMBER ENTRY DATE SEPARATION DATE
VIETNAM VETERAN? YES | NO | SERVICE CONNECTED? YES | NO

HOUSEHOLD INFORMATION: How many family members in your household - including children?

PLEASE RCAD AND SEGN CARFFUVLLY
[ authorize Winsluw Indian Health Care Center to release any medieal information or records aecessary to process my Medicare, Medicaid or other insuran
claims. T authurize my insurance conpany to pay medical benefits divestly e Winstow Indian Health Care Center. If T am a non-beneficiary. 1 understand ¢
payments uait deductibles will be vequested at the time of service. 1 understand that § will be responsible for &ll costs if my aecount should be tarned over

collecticns.
-lvt-t'-? PR TS | L . ——

(SIGNATURT OF VATIENT, PARCNT OR G! ARDAN { OVFE
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