Ctlimax Springs

SR SRR
3

Climax Springs R-IV
Acceptable Use Policy

Student Use
¢ T will be responsible for my device and take good care of it,
I will charge my device’s battery every day before I bring it to school.
[ will bring my device lo schuol every day that I am in attendance.
[ understand that sound must be muted unless earbuds are used, or permission is obtained from my teacher,
L will know where my device is at all ttimes and only use the device provided to me unless otherwise permitted by my teacher.
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Basic Care and Handling

s [will not loan out my device and cords to other individuals.

¢ [ will keep my device in its protective case/sleeve,

+ | will tansport my device secwrely. Laptops only: 1 will carty my laptop closed in its profeclive sleeve when it is not in use or being
charged. I will not carty it by the sereen.

2 [ will keep my device off the floor where it could be stepped on or tripped over.

e Twill keep food and liquids away from my device.

s [ will not deface iny device in any way. This includes, but i3 not limited 1o, marking, painting, drawing, aitaching stickers, ete.

¢ [ will not tamper with the hardware or soliware, disassembie any part of, or attempt any repairs of my device.

Student Expectations for Responsible Computing

¢ Twill keep my login and password information private and only share it with my teacher, school officials, and poarents/guardinns,

+ L will only use the login and password information provided to me and will not attempt to login as any other person.

o [ will use appropriate langnage in all digital products and comimunications,

»  Dwill not give my naime, address, phone nuber, school, or my teachers’/parents’ names. addresses, or phone numbers to anyene online.

¢ | will not fili cut any form or sign up for anything online that asks me for any inforination about my school, my family, or myself without
first asking permission from my teachers/parents/guardians.
Twill not vse any acticles, stories, or other works 1 find online and pretend it is my own.
I will not make use of materials or attempt to locate materials that ars inappropriaie in a school setting, or that may offend others.
F will only locate and use school appropriale content in my digital work.
I will not change screensavers, backgrounds, and/or themes,

¢ [ understand that my device is subject to inspection at any time without notice and remains the property of the Climax Springs R-IV School
Distrier,

o | will Tollow the expectations outlined in board policy F-263-P, associated board regulations, One-to-One Parent/Student Handbonk and
the Student Code of Conduct at all times. A copy of this policy and regutation can be found enline at www.csprinesrd ore

s [agree to keep my device and other peripherals in good woerking condition.
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Parent / Guardian Agreement

e | acknowledge that | will be responsible for any damages to the device. Incidents that occur at school involving multiple parties will ba
investigated by district administration.

* [ acknowledge that my child and [ are to follow the expectations outlined in the Board Policy F-265-P, and associated board regulations,
and that a violation of these guidelines could result in the student facing disciplinary action.

» [ will be regpongible for monitoring my child’s use of the loternet when hefshe is not at school, and that my child’s use of the school
network and device may be monitored for complianee with school policies and applicable Tws,

s lacknowledge that fraudulent reporting of theft will be turned over to law enforcervent and result in prosecution.

s [ acknowledge that my child must return the device, protective case/sleeve, power charger, styls (if applicable). and any other items
provided to him/her in good working condition.

s Tlacknowledge that my chitd will have access to web-based tools, digital resources, and applications tha support curricular objectives, and
that these online services may collect, use, and disclose personal information {such as student names and email addresses), but ouly for the use and
benefit of the scheol for the purpose of student learning. In accordance with Boward policies and regulations, students will be strongly discouraged
from providing atty othet personal information, and [ will instruct my child not to provide any other persenal information, | will contact my child’s
teacher and/or school if [ need additional information about the applications and online services that are used for learning in my child’s classes. 1
have reviewed the Board Policy F-2635-P, on the Climax Springs R-IV School District website and coaseat to my child’s use of same, ] understand
that T may opt-out of my child’s use of these applications and online services (n the future at any time,

(Student Signature) (Student Printed Name) (Date)

(Parent/Guardian Signature - if under 18) (Parent/Guardian Printed - if under 18) (Date)
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Student Media Release Form

Climax Springs R-IV School district may develop, participate in, or be the subject of media-based presentations,
publications or events which highlight various educational, instructional and promational activities that take place

during the course of the school year.

Examples might include:

e Videotapes (student or teacher generated video footage)

Caommunity presentations by Climax Springs R-1V School staff members
Live production such as video conferencing
Web Pages, Facebook, Publicity and Advertising
News brogdcasts or news stories of various media
Publications {newsletters, brochures, postcards, etc.)

[J 1 hereby give Climax Springs R-IV School District the right and permission to publish, use photographs or
video, and/or audio recordings of my child, a student enrolled in Climax Springs R-IV School District. |
understand that such reproductions could be used tc publicize or promote the school system, and/or my
child’s school through it own media productions (district Website, social media, printed and/or online
brochures, reports, promotional videos, etc.) or through the commercial media {television, radio, Internet
or print). | further waive any right to inspect and/or approve the finished product and do release Climax
Springs R-1V School District from any liability by virtue of distortion by processing. | further agree that
these items may be used for publication, broadcast or reproduction without limitation or reservations or
any fee.

[J 1 DO NOT wish Climax Springs R-IV School District to use my child’s image, likenesses, voice or academic
work for any publications, yearbook, media-based presentations or promotion of the District.

Student Name(s) Printed Student Grade(s)

{Parent/Guardian Signature - if under 18) {Parent/Guardian Printed - if under 18) (Date)
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Climax Springs R-1V

Random Drug Testing Form

Student’s Name Grade

This completed form must be returned to the junior high/high school office within ten days from entry into school.
By signing this form, the parent/legal guardian and student understand and agree as follows:

The student will be placed in the Climax Springs R-IV Schools random drug testing pool. The student agrees to comply
fuily and completely with all requirements of the drug-testing program as stated in school policies and by-laws. |
understand that participation in extracurricular and co-curricular activities and/or permission to park on District property
is a privilege, not a right. | further understand that if | violate the District's drug testing policy that my parents/guardians,
building administration and the applicable coach or activity sponsor will be informed of the violation,

| understand that if | commit a violation of the drug testing policy that my parent/legal guardian, building administration
and the respective coach/activity sponsor will be the only individuals made aware of this information.

{Please Mark One)

YES
| agree to take part in the Climax Springs R-fV random drug testing pool. I, along with my parent/legal
guardian, have read and understand all the school district's athletic and/or activity policies in the
handbook. In order to be eligible for participation or to park on the Climax Springs R-IV campus, |
understand | must comply with all the requirements listed,

NO

| do not agree to have my child's name placed in the Climax Springs R-IV random drug testing pool. |
further understand that by making this decision | relinquish my child's privileges to represent Climax
Springs R-1V Schools in extracurricular and co-curricular activities or to park on the Climax Springs R-IV
campus.

Student Signature & Date

Date:

Signature of Parent/Guardian & Date

Date:

FOR OFFICE USE ONLY:
Date Received in the Principal’s Office
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Transportation Form

Climax Springs schools strive to maintain a safe environment for our students. Please indicate your child’s transportation

plan for the school year.

You must send a written note to the teacher or notify the office in writing via email at
csoffice@csoringsrd.org before 2:00 pm if you have a change in transportation.

Please choose from the following options far transpartation for your child. For your child’s safety we ask that the same
schedule be followed throughout the school year.

Child’s Name Grade

Each day my child will be: {one primary allowed) Call by 2:00 pm in emergencies.
[1 carRider
1 walker
[ Bus rider:

AM Pick-up address:

PM Drop-off address:

Parent/Guardian Signature Date
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Student Health Inventory Form

Name: Grade: Birthdate:
Physician’s Name: Date of last exam Phone Number
Dentist Name: Date of tast exam Phone Number

Does Your Child have any of the following?

Allergies Yes Mo Has allergy required emergency action in the past? Yes No

List drugs, food, insects, pollen and comments?

Asthma VYes No Triggered by: Treatments: Date Diagnosed
Diabetes Yes No Type Type H Takes Insulin? Yes No Date Diagnosed
Seizures Yes No Date of last seizure: Type of seizures: Action Plan:

Does the student have any additional health or emotional concerns? Please Explain:

Distance? Other

Does the student wear glasses or contacts? Yes No For reading?

Ears: Frequent ear infections? Yes No Tube placement: Left Right Both

Other Ear problems/hearing difficulty:

List childhood diseases, serious ilinass, surgeries and/or injuries:

List any medications student is currentiy taking at home or at schoal:

Conditions that prevent Physical Education? (Please provide physician’s note)

If the student requires medication at school, please obtain the appropriate forms from the school nurse. MISSOURI LAW requires
schoals to report immunization non-compliance. [t is unlawful for any student to attend school unless properly immunized, an
exempt form is on file, or the student is in progress of immunizations. Parents must provide proof of immunizations. Vision, hearing
and dental screenings will be done on new students, students in grades Pre-K, K, 1%, 3, 5" and students who are referred by
teachers, staff, or parents. All students in the district may have their height, weight and BMI's done. Students may be excused from
any screening by written request from the parent. A copy of the Privacy Practices are available for your review. This notice describes
how medical information about your student may be used, disclosed, and how you can get access to this infermation. For a copy of
the Notice of Privacy Practices, please contact the school nurse and a copy will be provided.

Date:

Signature of Parent/Guardian

Progress - Responsibility - [nnavation - Determination - Excallence Revised: 06/2023
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Over-the-Counter Medication Administration Form

School Year:
New form must be completed every year

PARENT/GUARDIAN PERMISSION TO GIVE “OCCASIONAL”
OVER-THE-COUNTER MEDICATION

Student Name Grade

Over-the-counter (OTC) medications are drugs that do not require a prescription and are purchased “over
the counter.” This form is required before over-the-counter medication can be administered at school.

PLEASE INITIAL EACH MEDICATION FOR WHICH YOU ARE GIVING PERMISSION

| approve all medications listed below
| do not want any OTC meds given to my student

TOPICAL: ORAL:
Antibiotic cream (i.e. Neosporin) Ibuprofen (i.e. Advil, Motrin)
Hydrocortisone cream (i.e. Cortaid) Acetaminophen {i.e. Tylenol)
Benadryl cream (i.e. Caladryl, Diphenhydramine) Antihistamine (i.e. Benadryl, Claritin)
Analgesic creams (ICY Hot} Midol (age appropriate)
A&D Qintment Cough Drops
Saline eye wash/drops Pepto Bismol/TUMS

Please check with the school nurse to see which medications are available for students in the school clinic

and which medication you will need to supply, OTC medication will be given at the manufacturer’s
recommended dosage.

THE MEDICATIONS INDICATED ABOVE MAY BE ADMINISTERED TO MY STUDENT

(Signature of Parent or Guardian) (Date)

**The school is not able to supply medication for frequent or daily use. For OTC medication not listed on this
form, or if the medication must be given on a regular basis, please use the form “Request for Medication
Administration”.

MEDICATION HISTORY:
Is your student allergic to any medication? If yes, please list medicine(s) and type of reaction:

Does your student take any medication (either over<the-counter or prescription) on a regular basis?
If yes, please list:

Prograss - Respensihility - Innavation - Petermination - Excellence : Revised: 03/2024



C-105-P District Rules and Guides Form A
Student/Parent Handbook Acknowledgment

I acknowledge that I have received and reviewed the 2024-2025 Student/Parent
Handbook. I understand the policies and guidelines of the District and that violations of
these policies and guidelines may result in disciplinary action.

Parent/Guardian Signature

Parent/Guardian Name (please print):

Date:

*Students 18 years of age or older may sign this release form for themselves.

67



Attachment K

REQUEST FOR INFORMATION

(Complete one form per family)
Please answer the question below by checking the appropriate box. The following
information is a request adopted by the General Assembly in 2010 requiring school

districts to determine whether or not all children in a family have health insurance.

Does each child in your family have healthcare insurance?

YES

NO

MO HealthNet (Medicaid) is considered healthcare insurance.

If NO is checked the school district will provide the Does Your Child Need
Healthcare Coverage form for the family.

Completion of this form is not a condition of determining meal eligibility. The Free
and Reduced Price Meals Family Application will be reviewed regardless of your

response to this Request for Information.

Submit this request with your Free and Reduced Price School Meals Family
Application or return to your school/school district.

Printed name of parent/guardian:

Mailing Address:

City: State; Zip Code:

The Department of Elemantary and Secandary Education dees not discriminate on the basls of race, color, refigion, gender, nallanal origin, aga, or disabllity fn its programs and activities. Inquiries ralated
to Deparlment pragrams and lo the location of services, activillss, and faclities that are accessible by persons with disabillies may be dirscted to the Jefferson State Cffice Bullding, Office of the General
Counsel, Soardinalor — Civil Rights Compliance (Title VITitle IX/504/ADA/Aga Act}, 6th Floor, 205 Jaffarson Street, .0, Box 480, Jefferson Clly, MO 65102-0480; felaphane number 573-526-4757 or
TTY 800-735-2966; amall civildghts@desa.mo.gov.



