PRESCHCOL °

WELCOME TO PERRY COLINTY PRESCHOOL

Attached are forms your child will need to have completed before school starts ir
August.

@ Certified Copy of the Birth Certificate

Billfold Size NOT Acceptable
Visit Kentucky Cabinet for Health and Family Services web site
to order online.

@ Physical Examination

Physical may be done 12 months prior to enrollment.

@ Valid Immumization Certificate

Immunization Certificates must be obtained from your child's doctor, health
department, or clinic.

@ Eyc Examination

Eye Examination must be performed by an Optometrist or Ophthalmologist.

@ Dental Examination

@ Proof of Income
W2 or Check Stub
Completion of HIF Form (Household Income Form)

If you have any questions, please call 439-5813 or your local school and ask
about preschool registration.

.Buckkhorn Elementary (606) 398-7176

. East Perry Elementary (606) 436-3423
. Robinson Elementary (606) 436-8931

RW. Combs Elementary (606) 476-2518 M PERRY COUNTY
@ Viper Elementary (606)436-3337 2 MEpgmms S C H O O L S

@ West Perry Elementary (606) 439-6438




Perry County Schools
ENROLLMENT FORM

. 1 _2025-2026 o _
Child's Last Name First Name | Middle Name

| Preferred Name ~ [ child’s ss # Date of Birth | Grade  Age

| i : S ; P [ = .
Race (circle): Whie Biack BiRacal Asian Hispanic Pacific [slander American Indian Other | Sex M or F | Language

. Home Language (circle): English Spanish Chinese Other (please list) ._
| 911 Physical Address (Required) Apt/Lot # I city State T Zipel e al | |
| |

"Mailing Address (If different) B ] [City
- [
. PR _— [

State | zip

Primary Parent(s)/Legal Guardian(s) Information

(The Primary Guardian is the one with whom the student lives. Proof of legal custody /guardianship required if applicable)
Name
Address
Home Phone (| ) Cell Phone{ )
Email

Relationship to child: Lives in household with student: __Yes __No
Employer Phone

Name ?
Address
Home Phone( ) Cell Phone{ )
Email

Relaticnship to child: Lives in household with student: __Yes __No
Employer Phone

ADDITIONAL CHILDREN/ADULTS LIVING IN THE Household -
[ First Name | Middle f Last Name DOB | Gender | Refation to Student

School Attendin-g

| Total number of people living in the home: _

Include EVERYONE (anyone not listed above)

Tréﬁéportﬁdr-\-:_('choose the one that | Transportation provided by Perry County Schools: | Child Care:
applies most offen)

___one way YES No

Bus Bus # _ e _ Both Ways Provider .

Parent Pickup Car tag # Phone

___mare than | mile

_ less than I mile




Special Services:
Special Education/S04 ___ Yes

Disability/Special Need ___Yes

Speech Problem _ Yes
Vision _ Yes
Gifted and Talented __ Yes

___Ne ___Suspected
___No ___ Suspected
__No __ Suspected
_ No __ Suspected
No ___Suspected

{If yes, please explain}

Please list any medical condition(s) that your child has that we should be aware of (if any):

Emergency Contacts: Please list in order of priority

Person

Relationship

Phone

PERSONS ALLOWED TO PICK UP STUDENT(S) OTHER THAN LEGAL GUARDIANS

Persons listed are required to show driver’s license in order to pick up the student. Anyone not on this list will not be allowed to

pick your child up under any circumstance.

_Name

Name

Detailed directions to vour home

* I confirm that I am the parent or legal guardian of this student. I hereby certify that the information given on this
form is true and accurate and that the address listed is my legal residence. If any changes are made during the
year, I will notify the school with the changes.

Date Parent/Guardian Signature



PERRY SCHOOL DISTRICT

Desr Parani/Guardan

Our school = oarticipating in the Community Eligibility Provision {CEP) inder the Nat-era! Schoal Lunch Pragram The CEPR
provision is avaable io schoals with 3 high percentage of economically disadvantaged siudents, Under CEP alf students recerve
a breakfast/iunch at no charga for the entire school year However, to determine 2ligibility (¢ recene agddiional benefits for
your chidd{rar) you will n2ed to comptete a household and income form

L OCIHesD TOFILL OUT A =JRM FOR EACH CHILD? No  Use one Household and 'acome Form for olf students @n pour
housenoin We carngl Lse a form that s incomplete, so be sure to fill cut all required information. Return the
completed form tg scngal

2 MY CHILD{REN) ALREADY RECEIVE MEALS AT NO CHARGE AT SCHODL WHY SHOULD | COMPLETE THIS FORM AS
WELL? Klany stats and federal programs use socioeconomic status {that is. househeld ana income informauon) to
detasnura eligtbiliny for their programs In addition. the primary state funding calculation uses soticetonomic status.
By completing this form your school 15 able to determine your chitd(ren)’s eligihility tor addiionai programs.
Regardiess, your chuig{ren] wll still receive meals at no charge

3 OWHO SHOULD NINCLUDE AS MEMBERS OF MY HOUSEHOLD? You must include all people living in your household,
related or mat (such as grandparents, other relatives, or friends) who share income and gapenses. You must include
yourself and ali chuidren hiving with you If you live with other people whao are economically indecendent {for example,
people who you do not suppornt, who do not share income with you or your childsen, and wha pay a pro rated share of
sxnenses}, do net inciuda tham.

4 WHATIF MY IMCOME 1S MOT ALWAYS THE SAME ? List the amount that you narmaily recaive. For example, if you
normally make 31000 23ch month, but you missed some work last manth and anly mads $300, out down that you
made $1000 per month I you normally get overtime, include it, but do not includs it of you oniy work overtime
spmetimes |f you have 193t 3 Job or had your hours or wages reduced, use your currentincome

5  WE ARE IN THE MILITARY OO WE INCLUDE QUR HOUSING ALLOWANCE AS INCOME? if youi get an ofi-base housing
allowance 1t must be included as income However, if your housing 15 part of the Military Housing Privatization
tnatiative, do not include your housing allowance as income

6  MYSPOUSE 15 DEPLOYED TO A COMBAT ZONE IS HIS/HER COMBAT PAY COUNITED AS INCOME™ No. if the combat
pay is received n addition to his/her basic pay because of hisfher deployment and it wasn't received before s/he was
deployed, combat pay s not countad as income, Contact your school for more information

If you have other questions or need help call 5fle 339 5413

s-&lg,/m Rehn

S a3 FRAM COORDIMATOR

SINCERELY,

l.etzer (o Famihes
Page L of 2



INSTR TIDONS FOR AFPLYIN

Part 1 Al How et Mo ooy |3 household member is any child or adult living with you} All applicanis should
complete this part. L <. (re nam= of sach houszhold member, the name of the school zach chiio str=rds and the chilg s
grada If the chid 5 #fosier cn1d check the box for foster chidd. if 3 household member has no invome cheok the box by

no ‘ncome Ali housenalt member. includimg fostar chidren, should be included hare If you naes adaitional space. attach
aseparate pece of paper

If your child is homeless, a migrant or a runaway, follow these instructions.

ﬁart i Check the appropriate category 3nd call Sue -1—3'-'!38‘13
Part 3: Skip this part
Part 4: Sign the form.

If you have foster child{ren) only, follow these instructions. You do not need to fill out a separate form for each foster
! child in your household. {if there are both foster children and non-foster children in your household, follow the
instructions below for All Other Households).

if all children in the household are marked as foster children in Part 1.
* Part 2 Skip this part
Part 3: Skp this part
_Part 4: Sign the form, _ s wec R T B i | 4
ALL OTHER HOUSEHOLDS, including WIC households, households with non-foster children and households with both foster |

_children and non-foster children, follow these instructions:

| Part 2 Skip this part

| Part 3: Foliow these instructions to report total Fousehold income from this month or last month

! *  Section 1-Name: List ali household members who have income

s Section 2 Gross Income and How Often It Was Received: List the income for each household member Check the

bax to teil us how often the person receives the income  weekly, every other week, twice a month, or monthly

Earnings from work: List the gross income, not the take hame pay. Gross incame is the amount earned
before taxes and other deductions You should be able to find 1 on your pay stub or your boss can teil
you. Nat income should only be reported for setf owned business, farm, or rental income
Welfare, Child Support, Alimony List the amount each person receives, and chack the box to tell us how
often
Pensions, Retirement, Social Security, Supplemental Security income {$51), Veteran's benefits (VA
benefits), and disability benefits List the amount each person receives, and cneck the box to tell us how
often they receive it
All Other Income: List Warkar's Compensation, unemployment or strike benefi's, regular contributions
from peaple who do not live in your household, and any other income received weekly every other
week, twice a3 month, or monthly Do not include income from KTAP, SNAP, WIC, federal education
benefits and foster payments received by your family from the placing agency

. If you are in the Military Privatized Housing initiative or get combat pay, do notinclude these allowances

| as incoms

E Part 4: An adult househoid member must sign the form Please include your address and phone number in the event the

i FRAM Coordinator has a question about your information

!
f
[
|
!

lnstructions for Compler g Form Page 2of 2



ﬁOdS{:HDL“ NO INCOME FORM

v L

cee o tyas gadtic panng in the {ommunity Sligial 'r,P'Gﬂsn,n(.,l-?’-unoﬂ. the MatnearSohes e wh Srogras copes

o0 gl children in the sehidct wall venerve g breakfast/lunch a4 N0 charg2 regardizss of insome o comafetor of tmg fooy
soviager e deterrine your chiiglrent’s 2ligibility for vanous addmonal state and fzdera orog am benaiits, plasse
comoieta, sgn and retumn to school a single application per housenold

H . b et

FAR 1 ALL HOUSEHOLD MEMBERS : -

Check F 2 foster chitd tlegal rasponsibaity of

School the child attapds or the state weifare agancy ar court, If gl
dames of 3if peoote ving tn-jour Rousehold - indicats “NA " if fousehold Grade chitdrer isted below are foster <hidren
{tirst, Middle Initial, Last) nepar 5 Aot in school Laval sRip to Port 3 1o sige dhis form
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PART 2, HOMELESS, MIGRANT, RUNAWAY STATYS

I any chitd you are appling for is homeless, MiZrant, or 3 runaway chech the apprun-ta.e Do and syl 208 236 341

FOMELESS ) MIGRANT O RUNAWAY 0

PART 31 TOTAL HGUSEHOLO GROSS INCOME ibefore deductions) List all income on the same hn2 35 the persen who recsives it Check the bux for -
how often it is received. Record each income or‘!-, once. If you provided 3 case namber in Part 2. you do ot A2ed o provide wwoma information. 1f
you enter ¥ or leave any figlds blank, you are certifying (promns:ng} that there is no income 10 report.

D DECLINE TO PROVIDE INCOME - Check this box if you don’t wish 1o prov de your income nformat on, your SE3 status will automaticaily he Pad’

1. NAME 2. GROSS INCOME A_ND HOW OFT EMIT WAS RECEIVED
st 0oby hotsahold members T

|
|
|

—

Public Parsions, . =
with incer2, including aay E3mings assistance, ratirement, Socal E £
ludenssliglizihomsiago teom work child Secunty, 35 VA | E 5_5
neve ncome] befors SLPEATT, benefits, AllOther é e b

deductions alimony Incam=2 2 ) 3
{Exampia) Jung Smith $200 315¢ 50 G——D—— ! O
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1
|
3
|
|
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PARYT 4 SIGNATURE {ADULY HOUSEHOLD MEMBER MUST SIGN}

lcmf {promise) that all information on this form is true and that ail income is .Jporrpd 1 undzrstand that the schood \\;Irﬁ;fpt;;Pf.“‘l-:I_'E’_;;1.t;f_FP foral Junds
pased on the informetion | give. I understand that school afficiois may vanfy fcheck} tie wnfarmation {understand thatf [ purpasely gue falis
information, my child{ren) may lose benafits

dign here Bring name . Data ___
Address: City State _Zip Code Phane
symgeie C2ll Bhone Mumber = W

L : o =]

Form Data Page 1 0f 2



£

Non Discrimination Statament (6 zccordanze il Faderal Law ang U S Departrrent of Eaucation gobicy, tha tntut 1704
profubitad from discrirminanag on tha basis of race celor, national origin, sex, gendst (dzntity, agz, or disebibiy Tofil2 a
complaint of distrinupanon, wris U3 f:»epartment of Education, Office for Civil Rights, 1he Wanamakar 2alding, 100 Pean Square
East, Suite S5 Philadelphia PA 19107-1323 or cali {215) 656-8541 {Voice) individuals whe are"n?.-fir‘.g imipairad & nawvs sgeeth
disablities mdy contact U 5 TOE (recugh the Fedaral Relay Service at {300} 87/-83335: or (800} 8455125 {Soamst} Tha U s
Department of Educalior s 30 =aval spportunity provider and employer. N

Privacy Motice

The Kzntuchy Deparsment of Education is-requiring schools to collect the information on this form You do not hava 15 give this
information but if you do rot, we canna: datarmine your child's etigibility for additional baaefits under state and faderal programs
Wa will held the infermation you pravide us as orivate and confidential to the extent required by law  Howaver, w2 will share vous
sociseconomin status with various stats and federal programs to help tham evaluate fund, or determine benefits for their
programs. with auditoss for program revigws and with law epforcement officials to help them ook into violutions of program rules
Regardlass, ahi student: arrcliad in a Commiinity Ehgibility Provision school will receive meais a nochaig:

e s —— e ———

HOUSEHOLD CHECKLIST
[0 Have vouincluded all your children as household members?
{] Foreach household member receiving income. is the frequency checkbox chacked?

0 Have you signed the form?

DO NOT FILL OUT THIS PART. THIS 15 FOR SCHOOL USE ONLY.
Apnual Incorne Conversion Weekly x 52, Every 2 Weeks x 26, Twice A Manth » 24, Monihl\;x_i_l___.m"” i A

Total Income _ per U week O Evary 2 Weeks T Twice A Month 0 Month £ Yzar Househald size,
Categorical Ehigibility SES Code, Free Reduced Paid
FRAM Coardinator Data. o

Form frata - Page 2 of 2
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Kentucky

COMMONWEALTH OF KENTUCKY

| STATE REGISTRAR OF VITAL STATISTICS
TH APPLICATION FOR A CERTIFIED COPY OF BIRTH CERTIFICATE

J‘\e.,-_-t_;l_‘ Centificates of Birth that oceurred in RKentushy siece 1211 are on Bile in this office

Please Print or Type Al Information Required On This Form

BIRTH CERTIFICATE INFORMATION

1. Full Neme at Birth First Mididle Last

2. Date of Birth Month Day Year Sov Age Lerst Birthday
KNentueky Citv or Town Kenmcky Cotmiy Name of Hospit!

3. Place of Birth

4, hother's Maiden First Midelly Lust
Name
i iclel!
5. Fether’s Name ier Middle Last

§E this child has been adopied, please give original name i known:

What is your relationship to the person whose certificate is being requested?

Signature and (clephone number of the person requesting this cedificate:

. .S'Egnalurc . Tc]cphone. A

.Eertiﬁcala\;xl_\m;\so be ordered by the fol!gi;i':_\a-r;ct_ﬁods:

DO NOT WRITE IN THIS SPACE
Volume
Centificate
Year
Dalte
Searched by

[nternet: Cenificates may be ondered on the infermet using a eredit canl (Visa, Master{ and,
Discoser vr American Express) or cheek. An additivnal charee card fou will opply

This is in addution to the fee for cach certified copy requested Cenificares roquested via
fnternet, nvw .t itab It combentucd s espreis-hinh cotificalsoasp, may be raumed by
vvermight cousicr fur the eost of the additionat shipmenl fee if that recond is asailable

Telephene: Orders may be placed by telephone using a cocdit can {Visa, MasterConl,
Discover or American Expaess) or check  An additional chasge cand fov witl apply  Thisisin
addition 10 the fec for each eenified ¢opy requested. Centilicotes requesied via telephone may
be returned by ovemight courier for the cost of the additional shipment fee The telephone
number to place your onder is {820) 241-8322, choase oplion 1.

Mall: Orders are sccepled by matl, using a check or mancy arderin U S, dodars drawncna
U.S. baak far payment, It can fake up to 30 working days to prucess yuue request from the
dale payment is posted. blail lo Vial Statistics, 275 East Main Suext JE-A, Frankfort, KY
40621, The Office of Vital Sulistics telephone numbe is {502) 5614112

FEES
A fec is to be paid for centificd copies or
records, or for a search of the files or records
when no copy is available, The fee fora
cedificd copy of a birth certificate is £10.00
U.S. Addilional copies are $10.00 U.S. cach.
Make check or money order payable 1o
“Kentucky State Treasurer.” This fee is nop
refundable.

Certified Copies @ $10.00 each

Tuw many

Total Amount Enclosed

WalkeAn: You ray onkr o certifisd cofry of the birth record by coming ta this ulfiee The

office is tocated ot the addrss above, Ordors are adcepted for same day issuance fom § 00 AN

unlil 3.30 PM Monday through Friday,

REQUESTGRS INFORMATION:

“THIS SECTION MUST BE COMPLETE FOR ALL ORDERS

NAME
MAILING ADDRESS

CITY, STATE, ZIP CODE




COMMONWEALTH OF KENTUCKY
IMMUNIZATION CERTIFICATE

(Required for each child enrolled in day care center, certified family child care home, other licensed facility
which cares for children, preschool programs, and public and private primary and secondary schoals,)

Name of Child: Birthdate:
{Last) (First) (Middle)

Name of Parent of Guardian:

Address: . u CICRIR I =
{Street) (City) (St=* sode)
DATES IMMUNIZATIONS WERE ADMI*
Ay
. . O So2d
Diphtheria, Tetanus, Pertussis* #1 ??\0 2% .
Hib* e ats pt
W 63 ?\\’\ E?:“
PCV (Pneumocor- P:‘\O \{0\) O C T
\)“\’L \E‘ P~ EO e
Polie . AN Who o0 N o #A__ 41
A w P o P :
P‘N\? S\N\ S\G“E _._of Adultdose:#1__ (/| _#2_ | |
S ; ?O?\w '(ED' “ED_.-
?’Cj‘, ?\E’, ?LE, I, A _I_'_ J___

™ oW 7 cont

v < 53 \’\:{ s or child has had chickenpox or zoster disease (X)
W 5ot

If:_ X “Lgs | & or Td #1__ | | Meningococcal #M_ 1 1
*OTak ‘Hib not required at 5 years of age or more. ***Allemalive two dose series of approved adult hepalilis B vaccine
for ado - 11 through 15 years of age.

This child is current for immunizations untit ___ /[, (14 days after the next shot is due) after which this

certificate is no {onger valid, and a new certificate must be obtained.

| CERTIFY THAT THE ABOVE NAMED CHILD HAS RECEIVED IMMUNIZATIONS AS STIPULATED ABOVE.

(Signature of physician, APRN, PA, pharmacist, LHD administrator, or nurse designee) {Date)

(Name of Office or Licensed Healthears Facility)

This certificate should be pres__a_r';t,eg' to the sr_:-hép_l or fa_t;iiify in whi_chiﬁe chlld .lnt_ends to enroll and should be
retained by the schoo] or facllity and filad with the child's health record.

SRR, T P
[’ £ 4 7 fa 4 ; e
il ¥ F iy A ¢
e ta VR VR L Ve Y A — e a e
W RRpine R eRiGre el . ein ARe e F 2




KDE/DDS KDESHSQO?2

PREVENTATIVE HEALTH CARE EXAMINATION FORM

All focal boards of education shail require a preventative health care examination of each child first entering 2 Kentucky public school
within a period of twelve (12} months prior to initial admission to scheol and within one (1) year prior to entry to sixth grade. Local
school beards may extend this time not to exceed two (2) months. (702 KAR 1:160)

PLEASE COMPLETE THE INDENTIFYING INFORMATION AND RECORDS

IDENTIFYING INFORMATION
Student Name:

Gender: I\ F Grade:

Date of Birth: Age: months

Preferred Language:

Parent or Guardian Name:

RECORD OF IMMUNIZATIONS TCO BE REPORTED ON IMMUNIZATION CERTIFICATE FORM, EPID 230,
MEDICAL HISTORY

Allergies:

Current Prescribed Medications to be taken daily at school:

Significant Historical Informatian:

SCREENING RESULTS:
BP: Height: (ft.) (inches)  Weight 1bs. Bivil BvII%
Right 20/ Passed O Hearing - Right Passed [ Failed O Referred
Yision Failed ] L
Left 20/ Referred .| Hearing - Left Passed [ Faited . 1] Referred
Optional: Het/HGB: Lead:

Urinatysis:

General appearance [ONarmal [J Abnormal

Refer/Tx:
Gross dental (teéth and gums) [ Nermal l:l Abnormal ____ Refer/Tx:
Head/scalp/skin [] Normal {7} Abnormal Refer/Tx:
Eyes/Ears/Nose/Throat [ Normal [] Abnermal Refer/Tx:
Chesl/LungsfHeart 1 Nermal - [] Abnormal Refer/Tx:
Abdemen/Genitalia D Normal [] Abnormal Refer/Tx:
Extremities/back [ Normal [ Abnormal Refer/Tx:
Nétire ] Normal [] Abnormal i Refer/Tx:

{Over)



This child has the following preblems that may impact the educational experience:

£J vision O Hearing O Speech/Language ] Physical O Social/Behaviaral O Cognitive

Specify:

[ Thischild has a health condition that may require emergency action at school, e.g. seizures, allergies. Specily below,

Recommendations (Attach ndditional shect if necessary);

{Please Check One)
[T This child may participate [uily in scheol activities including physical education.
[ Thischild may participate in schoo! activitics including physieal eduecation with the following restriction/adaptation.

{Specify reason and restriction)

ANTICIPATORY GUIDELINES

Discussed 2ndfor handout given

[J SCHOOL READINESS * 60 minutes of excrcise/day
»  Establish routines [l ORALHEALTH
*  After-sclhool earefactivities *  Regular dentist visits
*  Friends = Brushing/Flessing
»  Bullying +«  Fluoride
¢ Communicate with teachers J SAFETY
[J MENTAL HEALTH »  Scxual safety
»  Family time = Pedestrian safety
¢ Anger managemieat »  Safely heimets
¢ Discipline for teaching not punishruent *  Swimming safety
* Limit TV, computer *  Fircescape plan
] NUTRITION AND PHYSICAL ACTIVITY = Smoke/carbon menoxide detectors
= Heabthy weight ¢« Guns
. Well-balanced diet, including breakfast . Sun
»  Fruits, vegetables, whole grains, dairy v Approgriately restrained in all vebicles

Additional commicnts or recommendations: _

Signed: o ) - _ ) Date:
Physician/APRN/PAJEPSDT Provider -

Address: Telephore:




KDE/DSS Kentucky Eye Examination Form for School Entry KDESHS004

KRS 156.160 (1) (g) requires proof of a vision examination by an optometrist or ophthalmologist. This evideace shall be submitted to the school no laler

than January 1 of the first year that a three (3}, four (4), five (5) or six (6) year old child is enrolled in pubtic school, public preschool, or Head Start
program.

PLEASE COMPLETE THE IDENTIFYING INFORMATION

Date ol student’s enrollment: Date of Vision Examination:

IDENTIFYING INFORMATION

Student Narne:

Date of Birth:

Parent ar Guardian Name:

CASE HISTORY

Date of Exain:

QOcular History: Nonnal or Positive for:

Medical History: Nonnal or Positive for:

Drug Allergies: NKDA or Allergic to:

Family Ocular and Medical History: <3 Amblyopia 3 Strabistnus 3 Glaucoma 3 Diabetes

Other:

Other Pertinent Information:

Refraction with cycloplegic? (Please indicate one.) =1 YES S OND

oD Qs
Unaided Acuity 20/ 20/ .

Best Corrected Acuity 20/ 200

Type of Examinalion Nonnal
External Exain (eye and adnexa)
Internal Exain (inedia, lens, fundus, ete)
Neurological Integrity {pupils)
Binocular Function (stereopsis)
Accomminodation and convergence
Color Vision

Abnonnal Motable t Assess

Diagnaosis:

3 Normal “iMyopia i Hyperopia 5 Astigmatism 3 Strabismus <3 Amblyopia

Other:

Recommendations:

1 Glasses prescribed: < YES < NO
2

3 S —— = —_—

Age appropriate and suggested_aﬁlici_pat_ar]r guldance (health assessments):

5 Educate (parents/paticnts) sbout éye/vision disorders and needed vision care
Counsel (parcnls!patiénls) fegardirig eye safety

Stress importance of early, preventalive eye care

Recommend re-examination, as appropriate

[0 A W

Signed: = _-m . ; Date: T '
OptometrisUOphthalmologist - -

Address: cze i M B Telephone: { )




OAS/DSS

Kentucky Dental Screening/Examination Form for School Entry

KDESHS005

Kentucky law, KRS 156.160(i), requires proof of a dental screening or examination by a dentist, dental hygienist, physician, registered:nurse, advan
registered nurse practitioner, or physician assistant. This evidence shall be presented to the school no iater than January 1 of the first year‘that-afive
or six (6) year old-is.enrolled in public school.

Student Name:

Last First Middle
Birth date: / ! Gender: O oMale J1Female
Parent or Guardian:
Name Relationship
Address: City:
Phone Number; Schoal:
Date of Exam/Screening / /

Test Type (check one)

(1 Screening

O Exam

Untreated Decay: (Checkone)

Treated Decay:  (Check one)

Screener's Name:

Screener's Address:

Phone Number: Screening Date:

Screener's Signature:
Professional affiliation: (Please check one)
O Dentist O Dental Hygienist

O Physician Assistant [0 Registered

{7 0 No untreated cavities O O No treated cavities Nurse with
training
O 1 Untreated cavities 0 1 Treated cavities J APRN O Physician
Treatment Urgency:  (Check one) Comments:

Pattern of Early Childhood
Cavities: (Check one)

O 0-No Early Childhood Cavities

O 1 Early Childhood Cavities
Present

OO O No obvious problem

O 1 Early dental care
needed

O 2 Referral for Urgent Care

NOTE: Comment required
if marked.

QH-12
3/16/2015



Bus Monitor information Sheet

Thiee & Four (4} Year Olds (Preschool)

Date:

Child's Name:

Name of Parent/Guardian: ___

Address:

Home Telephone:

Work Telephone:

In case of emergency, early school dismissal, etc. contact me or one of the following relatives/neighbors:

Name Relationship __ e
Phone Address __ —
Name Relationship __

Phone Address . . _
Name Relationship

Phaone Address




- Permission to be Photographed or Videotaped

oY

< I hereby give permission for
Child's Name

participate in videotaping, pictures, etc, as part of the school

wide activitiesat ____________ Elementary. 1 understand the videotape and

pictures of my child may be used for educational purposes such as: newspaper

articles, television highlights, educational or school websites, yearbook or school
displays, etc.

Slgnature of Parent or Guardian 1_:) ————————————————————— —

Field Trip Permission Form

Several times during the year, children from our school go on
field trips to various places. In order to save time, we have
made a permanent field trip notice. This permission slip will
be used for ALL field trips during your child’s enrollment at

__________________ Elementary. You will be notified of any trip and/or any
cost before the trip is taken.

I B e has my permission to participate in all class field trips.
Child’s name

Signature or Parent or Guardian Date



PERRY COUNTY PUBLIC SCHOOLS
PRESCHOOL / KINDERGARTEN SOCIAL AND DEVELOMENTAL HISTORY

DENTIFYING INFORMATION Social Security #

child’'s Name: Date of Birth:

' . Box Address:

311 Address: Phone:

State & Zip:

Jdirection To the home:

Father's Name: |Mother's Name:
{First, Mawden, Lost)

Age: Age:
Occupation: Occupation:
Address (i different from child) Address (if different from child)

(PO Box & 911 address) (F O Box & 211 address)
Phone Number Phone Number
Marital Status of Parents: Married Separated Divorced Widow(er)
Child Lives With: Both Parents Mother Father Relative/Guardian

Name of Child's Caregiver, Address, Phone and Relationship (If not parents):

Other Emergency Contacts:

‘Name: i’ i Phone: Relationship:

Name: __ ; : Phone:_ ‘ ...__Relationship:

Name of Brother & Sisfers Age Sex Grade Af Home




BIRTH HISTORY
Mother's health during pregnancy:  Good Fair Poor

Age of mother ot child's birth:

Doctor who delivered child Birthplace

List any medication taken during pregnancy:

Was the pregnancy full term? . If not, explain

How long was lebor? __ . Babies Birth Weight
List any difficulties with birth and during the first four weeks of life (specify)

GROWTH AND DEVELOPMENTAL

How old was your child when he/she: Sat Alone Used Sentences
Walked Alone __ Toilet trained Said Single Words

Compared to others in family, motor development was: Slow Average

Compared to others in family, speech development was: Slow . Average

SOCIAL / BEHAVIOR HISTORY
Check the following that applies to your child:

__Nail biting  __ Bedwetting ___Thumb sucking ___Sleep problems
__ Frequent Temper Tantrums _ Abnormal Aggressiveness ___ Destructiveness
___ Pronounced Disobedience ___Extremely Shy ___Inactive ___Excitable
Overactive __ Friendly Independent _ Moody |

CHILDHOOD ILLNESS:

Hard Measles (Rubeola) German Measles (Qubella) T Chicken Pox
High Blood Pressure Meningitis o Mumps
Diabetes . Seizures Asthma
Vision Dif ficulties Frequent Colds Ry Head Injury
Scarlet Fever Heart Murmur _ Preumonia

Is your child currently immunized for his/her age?  Yes No

If not, explain

Does your child have frequent ear infections?

Has your child's hearing been tested? —— - - When

Has your child's eyes been checked by a doctor? When




{ILDHOOD ILLNESS CONT.

res your child wear glasses? Yes No
st any other important or persistent illness, injuries, accidents and or
erations child may have had:

Conditions Age Treatment Length of Hospital Stay

[EALTH HISTORY

amily doctor who usually cares for your child:

lame: Address / Phone

yentist's Name: Address / Phone

sate of last dental visit

'RESENT HISTORY

Yoes your child have allergies (explain) - Y e o A

's your child taking any medication? ___ ST ity il e S

Yoes he/she eat well? il e T E L P e LT

das your child ever been seen by a specialist?(ENT Neurologist, Psychologist, Orthopedist, etc.)

If so, Why? _ o ST T - R

Specialist's Name, Address and Phone:




CHILDHOOD ILLNESS CONT.

Does your child wear glasses? _ _ Yes No
List any other important or persistent illness, injuries, accidents and or
operations child may have had:

Conditions Age Treatment Length of Hospital Stay

HEALTH HISTORY

Family doctor who usually cares for your chifd:

Name: Address / Phone

Dentist's Name: Address / Phone

Date of last dental visit

PRESENT HISTORY

Does your child have allergies (explain)

Is your child tcking any medication?

Does he/she eat weil?

Has your child ever been seen by a specialist?(ENT, Neurologist, Psychologist, Orthopedist, etc.)

If so, Why?

Specialist’'s Name, Address and Phone:




