




Haak'u Community Academy 

Schoo1Year20 -20 
-- --

Check Out Form/Emergency Contact 

Student's Name: Grade: 
----------------- -------

Student Check Out and Emergency Information: 

Haak'u Community Academy will ONLY allow the individuals listed below to check your child out of school. 
Unless indicated by court order, both parents will be able to check out the child and are welcome to visit the 
school. Please list all individuals who have your permission to check out your child. They will also be used for 
emergency contact. No one under the age of 18 will be allowed to check out your child. Also, as per policy, a 
person who is listed on the sex offender list cannot be named as an emergency contact, pick up a child from 
school, take a child off the bus or participate in any HCA activity. 

For your child's safety, verbal or telephone requests to add another person to check-out list will not be honored. 

In an emergency, the parent or legal guardian can send or fax a signed request to the school. 

1. Emergency procedures will be followed as outlined in the HCA Handbook. In the case of an emergency,
such as profuse bleeding, breathing difficulty, severe pain, suspected broken bones or head injury, an
ambulance will be called to transport the child to ACL Hospital.

2. School Personnel CANNOT administer medications to children without a signed permission form.
The school personnel can administer prescription medication only if the medication is provided in its
original container with clear written directions. Parents are responsible to complete the Medication
Administration Form provided in this packet.

3. In the case of minor illness or injury, the school will first attempt to contact the parent/legal guardian,
and then persons listed in the order below. If no contact is made, your child will return to his/her
classroom until their regular bus run. Please advise these persons that they have been listed as
emergency contacts.

1st Contact: Mother/Guardian Name: ___________ _ Home Ph# __________ _ 
Cell Ph#: Work Ph#: 

------------ ------------

2nd Contact Father/Guardian Name: ___________ _ Home Ph#: 
------------

Cell Ph#: _________ _ Work Ph#: 
------------

3 rd Contact: 
---------------

Relationship to student: ___________ _ 
Home Ph#: 

---------
Work Ph#: _________ Cell Ph#: ________ _ 

4th Contact: 
---------------

Relationship to student: ___________ _ 
Home Ph#: 

---------
Work Ph#: _________ Cell Ph#: ________ _ 

5th Contact: 
---------------

Relationship to student: ___________ _ 
Home Ph#: 

---------
Work Ph#: _________ Cell Ph#: ________ _ 

6
th Contact: 

---------------

Relationship to student: ___________ _ 
Home Ph#: ________ _ Work Ph#: _________ Cell Ph#: ________ _ 
7th Contact: 

---------------

Relationship to student: ___________ _ 
Home Ph#: 

---------
Work Ph#: _________ Cell Ph#: ________ _ 

Parent/Guardian Name: __________________ _ 

Parent/Guardian Signature: _________________ _ Date: __________ _ 





Haak'u Community Academy 

Student Residence Verification Document 

Schoo1Year20 __ -20 __ 

This document is intended to address the McKinney-Vento act. Your answers will help the administrator 
determine residency documents necessary for enrollment of this student. 

1 Presently where is the student living? (Check one box} ' 

Section A 

□ In a shelter
□ With more than one family in a house or

apartment
□ In a motel, car, or campsite
□ With friends or family members

(other than parent/guardian}

CONTINUE: IF YOU CHECKED A BOX IN Section 
A, complete #2 and the rest of this form and 
sign below. 

2. The Student lives with:

□ 1 parent
□ 2 parents
□ 1 parent and another adult

Section B 

□ Choices in Section A do not apply

STOP: if you checked this section, you DO 
NOT need to complete the rest of this form. 
Sign below and submit to school personnel. 

□ A relative, friend(s} or other adult(s}
□ Alone with no adults
□ An adult that is not the parent or legal

guardian

School: __________________ _ 

Name of student: _________________ _ 

Birth Date: __ _, __ __, __ _ Age: __ _ Social Security# (if appropriate}: ________ _ 

Name of Parent(s}/Legal Guardian(s): _________________________ _ 

Address: ______________ _ Zip: ___ _ Phone: _________ _ 

Signature of Parent/Legal Guardian: _________________________ _ 

School Use Only-School Administrator's determination of Section A circumstances: 

If the parent has checked Section B above, completion of form is not required. For any choices in Section A, 
this form must be completed and provided in School Registrar immediately after completion. Form will be 
kept separately from the student permanent record for audit during the year. 

Name & Phone of school contact person who may know the family's situation: School Counselor 



Name of 

DEPARTMENT OF HEAL TH AND HUMAN SERVICES 
PUBLIC HEAL TH SERVICE 

INDIAN HEAL TH SERVICE 

CONSENT OF PARENT OR LEGAL GUARDIAN OR OTHER PERSON 1 

WHO HAS PRIMARY RESPONSIBILITY FOR THE CARE OF THE CHILD 

(Before completing this fonn, please read lnfonnatlon on reverse side.) 

Birth 
Student _______________ _ Date _______________ _ 

I (We), __________________________________ _ 
have read the Consent Form for the Indian Health to arrange for or to provide the following health serv
ices for this child: 

1 . Health care including medical examinations, routine laboratory studies, x-ray procedures, and skin tests. 

2. Dental care including dental examinations, preventive use of fluorides and necessary emergency dental
care.

3. Mental health services including evaluation and treatment as necessary.

4. Emergency health care for accidents or illness.

5. Transportation of the child to and/or from another health facility for these services.

0 I hereby give consent for all of the above services. 

D Exceptions or Special Instructions: 

Signed ____________________ _ 

Address 

Relationship 

Date ______ _ Valid Until: 

PLEASE RETURN THIS FORM TO THE SCHOOL 

(The third page of this fonn Is for you to keep) 

1 Person is defined as one who in the absence of the parent or legal guardian provides a home for the child such as next of kin. 

IHS-47 
(1MIB) COPY 1 ... (IHS RECORD) 



Haak'u Community Academy 

Health Questionnaire 

Schoolyear20 __ -20 __ 

As an aid to protecting and promoting the health of your child, the school health office asks that you provide 

information about your child's past or current medically diagnosed health conditions. Contact the school 

personnel with any additional information about your child's health that you think is important for the school 

personnel to know. All information is confidential and will be entered into the student's health record, which 

will be made available only to appropriate staff, as needed. 

Student's Name: ____________ _ DOB: 
--------

Does your child have any medically diagnosed health conditions or problems? (Please list) 

Is your child currently on prescribed medication(s)? YES __ NO __ if yes, please list all medications and 

the condition for which the medication was prescribed. 

Does our child have any know allergies (food, drug, animals, plants, etc.)? Please list and describe type of 

reaction to causing agent, such as rash, hives, nausea, breathing problem, etc. 

Does your child have hearing loss? Yes __ Left __ Right __ Both __ No __ 

Does he/she wear a hearing aid? Yes __ No __ 

Does your child wear contact lenses/eye glasses? Yes __ No __ 

Are glasses in good condition: Yes __ No __ 

When was your child's last complete eye examination? Date: ______ _ 

Has your child had any of the following illnesses or conditions? 

Chicken Pox: Yes No Meningitis: 
Seizures: Yes No Speech Problem: 
Frequent ear infections: Yes No Heart Problem: 
Tubes in the ear: Yes No Rheumatic Fever: 
Migraine headaches: Yes No Head Injury: 
Fainting: Yes No Hepatitis: 
Asthma: Yes No Diabetes: 

Parent/Guardian Signature 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

No 

No 

No 

Date 





IHS-972 (8/2016) 

School Screening, Fluoride Varnish, Dental Sealant Consent 

Dear Parent or Guardian, 

Indian Health Service Dental Program will be offering free dental screenings, fluoride varnish and 
sealants at your child's school. 

Fluoride Varnish 

Procedure: Fluoride varnish is applied directly onto the teeth. 
Benefits: Fluoride Varnish coats the outside of the tooth and makes it resistant to a cavity. 
Risks: Used in the proper amotmt, fluoride varnish is safe and effective. 

Dental Sealant 

Procedure: A plastic coating is applied on the chewing surface of the back teeth. 
Benefits: Sealants help prevent cavity-causing germs from getting stuck in the deep grooves in 
the back teeth. 
Risks: There are no known commonly occurring adverse effects or hazards associated with dental 
sealants. 

Preventive Services provided by Indian Health Service at your child's school DO NOT replace a 
regular dental checkup. We will send a notice home with your child of all treatment they received in 
school. 

Please list any medical conditions that the school should be aware of (asthma, allergies, chronic illnesses, 
etc.): _____________________ _ 

Student's Name: 

Date of Birth: 

Grade & Teacher: 

Parents Name and phone number 

Parental Permission 

I give permission to have a screening, fluoride varnish and dental sealants placed. 

Signature of Parent or Guardian Date 

Please check if you DO NOT want your child to participate in all or part of the prevention services: 

� I DO NOT want my child to participate in the program.
� I DO NOT want my child to have a fluoride varnish application.
__ I DO NOT want my child to have sealants placed.

Note: all procedures rendered at these visits are billable to Medicaid and third party insurance as 
authorized in The Indian Health Care Improvement Act. 







Haak'u Community Academy & Haak'u Learning Center 

20_-20 School Vear 

Consent for Minors Undergoing COVID-19 Testing 

As the parent or guardian of the minor student named below, I authorize Haak'u Community Academy 

personnel to collect and test a nasal sample from said student for the presence of SARS-CoV-2 In order 
to access and remain attending In class lecture. 

The test being used is the !Health, which is an antigen test. Antigen tests are designed to detect proteins 
from the virus which cause COVID-19 Illness. 

Furthermore, I understand the potential risks of this procedure include: 

' Possible discomfort or other compl'icatlon that may happen during sample collection. 

' Possible false positive, false negative or inconclusive test results. 

Potential benefits include: 

' The result, along with other information, can help you make informed decisions about your 
care. 

' The results of this test may help limit the spread of COVID-19 to your family and others in your 
community and the campus community. 

Student Name Stu dent Date of Birth 

Parent/Guardian Name (print) Today's Date 

Parent/Guardian Signature 



coma 
e.parhncnl of �duc-.AHon 

HAAK'U COMMUNITY ACADEMY 

LANGUAGE USAGE SURVEY 

The purpose of this survey is to ensure that your child receives the highest quality education and services to which he 

or she is entitled. The information you provide will be used only to assist the school in making program decisions. 

Student's Name: Date of Birth: Grade Level: 

Answer each question by marking either the YES or NO box. YES NO 

1. Does the student use a language(s) other than English with his/her family and friends?

2. Do you use a language(s) other than English with the student?

3. Does the student understand when someone communicates with him/her in a language

other than English?

4. Does the student read in a language(s) other than English?

5. Does the student write in a language(s) other than English?

6. Does the student interpret for you or anyone else in a language(s) other than English?

7. If you answered YES on one or more of questions 1-6, what language(s) other than English does the student use

most frequently at home? Choose up to three.

D American Sign Language (ASL) D Tiwa 

D Keres D Tewa 
D Mescalero Apache D Towa 

D Spanish D Zuni 

D Navajo/Dine D Other 

OTHER QUESTIONS 

8. Is the student transferring from another state, district, or school?

If yes, please provide location and name of school:

9. Has the student received schooling/education in a language(s) other than English? If YES, which language(s)?

10. In what language do you prefer to receive communication from the school?

11. In what language would you prefer to communicate with school staff?

12. Is there anything else we should know about how to best serve your child?

Signature of Parent or Guardian: Date: 

Translator: Language: Date: 
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