By A52-21- 234
HEALTH CARE SUMMARY

MUST BE COMPLETED BY HEALTH CARE SOURCE

Date of Enrollment:
NAME OF CHILD Birth Date
ADDRESS Telephone
PARENT(S) OR GUARDIAN
Date of last physical examination How long have you been seeing this child?

How frequendly do you see this child when he/she is not HI?

Daoes this child have any allergies {including allergies to medications)?

Is a modified diet necessary?

Is any condition present that might result in an emergency?

What is the status of the childs. . . Vision

Hearing

Speech

Please list below the important health problems

Bollowed Followed By Other Requires Special
Important Health Probigms By You Med Source {Name) Attention at Center

Other information helpful to the child care program

Phone

Signature of Health Sourcé Address

MS5-2083



Enter the dates for
each vaccine your child
has received to date.
Specify the month, day,
and year of each dose
such as 01/01/2010.

L Vaccine |

Hepatitis B

1
1
1
1
[
1
1

Diphtheria, Tetanus,
Pertussis (DTaP, DT, Td)

Haemophius

influenzae type b (Hib

Birthdate

Birth to 6 months

| Immunizations required for child care, early childhood programs, and school.

12 -24 months

Kindergarten

At

- L memmumemmm s mE————

Measles, Mumps,
Rubella (MMR)

n:mnxmrvox.
(varicella)

Hepatitis A

Tetanus, Diphtheria,
Pertussis (Tdap)

Meningococcal
(MCv4)

Minnesota law requires children enrolled in child care, early childhood education, or school to be immunized against certain diseases, unless the child is medically or

non-medically exempt.
Instructions for parent

1. Fill out the dates in chronological order even if your child received a vaccine outside of the age/grade category that the box is in. Depending on the age of your child,

they may not have

or guardian:

received all vaccines; some boxes will be blank.

¢ If you have a copy of your child’s immunization history, you can attach a copy of it instead of completing the front of this form.

e Your doctor or clinic can provide a copy of your child’s immunization history. If you are missing or need information about your child’s immunization history, talk

to your doctor or call the Minnesota Immunization Information Connection (MIIC) at 651-201-3980 or 800-657-3970.

2. Sign or get the sign

atures needed for the back of this form.

e Document medical and/or non-medical exemptions in section 1.

e \Verify history o

f chickenpox (varicella) disease in section 2.

e Provide consent to share immunization information (optional) in section 3.

mn

At 7th grade At 12th grade

H

Immunization Program (2019)
www.health.state.mn.us/immunize

DEPARTMENT
OF HEALTH



Instructions: Complete section 1 to document a medical or non-medical exemption,

section 2 to verify history of varicella disease, and section 3 to consent to share

immunization information.

1. Document a medical and/or non-medical exemption (A and/or B).

Name

Place an X in ﬁ:m uox to indicate a medical or non-medical mxmausos. If there are exemptions to more than one vaccine, mark each vaccine with an X,

Diphtheria, Tetanus, and Pertussis

Polio

Measles, Mumps, Rubeila

Haemophilus influenzoe type b

Chickenpox (varicella)

Pneumococcal
Hepatitis A
Hepatitis B
Meningococcal

A. Medical exemption: By my signature below, i confirm that this child
should not receive the vaccines marked with an X in the table for medical
reasons {contraindications) or because there is faboratory confirmation that
they are already immune.

Signature: Date:

B. Non-medical exemption: A child is not required to have an immunization that is against
their parent or guardian’s beliefs. However, choosing not to vaccinate may put the health
or life of your child or others they come in contact with at risk. Unvaccinated children who
are exposed to a vaccine-preventable disease may be required to stay home from child
care, school, and other activities in order to protect them and others.

By my signature, | confirm that this child will not receive the vaccines marked with an X in
the table because of my beliefs. | am aware that my child may be required to stay home
from chiid care, school, and other activities if exposed.

Signature: Date:
(of parent or guardian in presence of notary)

Non-medical exemptions must also be sighed and stamped by a notary:

This document was acknowledged before me
{date) Notary Stamp

on

by

{name of parent or guardian)

Notary Signature:
STATE OF MINNESOTA, COUNTY OF

{of health care practiioner*)

P e N N N N N R AN FEE R R R R R R RN ERE RN

2. History of chickenpox (varicella) disease. This child had chickenpox in the
month and year

My signature below means that | confirm that this child does not need
chickenpox vaccine because:

_H_ | am a health care practitioner and this child was previously diagnosed
with chickenpox or the parent provided a description that indicates this
child had chickenpox in the past.

_H_ { arn the parent or guardian and this child had chickenpox on or before
September 1, 2010.

Signature: Date:
{of health care practitioner*, representative of a public clinic, or parent/
guardian}. Parent can sign if chickenpox occurred before September 2010.

*Health care practitioner is defined as a licensed physician, nurse practitioner, or

physician assistant.
Minnesota Department of Health - Immunization Program {2019}

3. Consent to share immunization information: This school is asking for permission
to share your child’s immunization record with Minnesota’s immunization information
system. Giving your permission will:
» Provide easier access for you and your school to check immunization records, such
as at school entry each year,
* Support your school in helping to protect students by knowing who may be
vulnerable to disease based on thelr immunization record. This can be important
during a disease outbreak.

Under Minnesota law, all the information you provide is private and can only be released
to those authorized to receive it. Signing this section of the form is optional. If you choose
not to sign, it will not affect the health or educational services your child receives.

| agree to allow my child’s school to share my child’s immunization documentation with
Minnesota's immunization information system:

Signature: Date:
{of parent/guardian)

LI N AR I A I A A L I O A B B B I S L



Skills Evaluation

This is sma&qu Fool 7o help us plan for your childs needs. Be assured Hhat your child s “revdyy” for preschool, even if he/she does't foow

any of these skilis yet.

MName,

Birth Date

4 B 9 7 10
14 12 15 18

13 1 I7 20 19

Con count by self from Lfo___
Placge chatk those thet n._uwm«n
Knows full name

{first, middle, lagt)
Recognizes first nume in

print
a0 B0Y OF sing alphabet?

Can hold writing Tool with
effective grip

Recognizes colors sirgled
Red Blue Yeilow
Green  Purple Orange
Black Pink  Brown

Grey White

Recnanizes shapes sircled

SO

Adsessment Date

Recognizes letters circle

Aa Bb Ee &g Jj Ff
bd €z Hh L. Mm Pp
Ii Kk Oo 58 Nn g
Rr TF Ww  Zz Uu

XX W Wy

Which hand doeg your child
fypically use for writing?
Right Lefy Both

If your child can already print
some letters, show us below!

Rev, B/2020



Chiild's Name
To help us know you and your child better, please complete the information below.

Impottant people in my child’s life:

Pets and their names:

What special Interests doss your child have? (Favorite foys, activities, places to go, efc.)

Religious Affiliation and Church Home, if any;
Was your child baptized? yes, no
What community or church classes has your child attended, if any?

Please provide a brief description of your child's characteristic personality:

Please describe any difficult or unusual behavior challenges:

Please describe child’s type of home discipline:

Was your child born prematurely?
Does your child have any developmental delays of which you are aware?
Please list any concems you have about your child’s development;

Have you completed the FREE praschool screening through your local school district {(which
must be conducted before entering a public school Kindergarten?) yes no

How do you hope Good Shepherd’s Preschoel will benefit your child?

Anything else you'd like to share that will heip us prepare for your child's needs and/or get to
know you better?

6/23



GOOD SHEPHERD PRESCHOOL EMERGENCY CONTACT / AUTHORIZED RELEASE FORM

Chilld's name Date of Birth Home Phone

Mother's name Work Phone Cell Phone
Address Clty Zin
Father's name ) Work Phone Cell Phone
Address City Zip

Emetgency Confacts - The following persons may be contacted in the event of an emergency if the parent/guardian is
unreachable. A minimum of two contacts must be provided. .
Name Phone Cell Phone

Address _ City Zip
Name Phone Cell Phone
Address City Zip

Authorized Release ~ The following persons are authorized fo plek up the above child from preschool. Good Shepherd
requires photo ID prlor to releasing the child.

Name Phone Celi Phone
Address City Zip
Name Phone Cell Phone
Address City Zip

In the case of a serious accident or medleal condition, when | cannot be reached, | hereby authorize Good Shepherd
Preschool 1o implement emergency proceduras for the health and safety of my child. | understand that 911 will be called if
deemed medically necessary. In the event that additional medical care is needed, | authorize medical personnel to
transport my child to the folfowing hospitat:

My child’s primary physlcian is and the clinic phone number [s
My child's dentlstis and the clinlc phona number is
fmportant Information fo be provided to the medicat personnel includes

Health Insurance Provider Policy Number

Parent Sighature Date




& saspg%&
AUTHORIZATION FORM IG5\

TMHERAN SCHO0L
¢ IIE%CEL

RN SERVE
SchooliOrganization Name: Good Shepherd Lutharan School
FOR OFFIGE USE ONLY STUDENT & DATE:
Effecive date of suthorzation: Namsa of stsdenk
Type of Authorizafon Fomy: 1 New Authorlzation 0 GChange banking information
[ Ghange payment smount O Discontinis elecimnie payment

L Change payment date

LestName Flrst Mame

Address

Glty State iy
Emat

TUITION PAYNIENT PLAN {pleass check ans):

T3 12 Month Plan (Sept. through Adg) O 9 Month Plan (Sept. wrotgh May) O Starting: , Ending:
Date of first payment: Paymsnt frentencys Amount of first payment; §
f I O3 Monthly on 50 Amount of shyeing payment: §._

Date of fast pay ment {Upﬂoﬂa;}: Aﬂlﬂu?lt offast pajfment ( 09{[0&3!}: $

/ /

Flaaga deblt payment from my (cheek oned: Routing Numbar:
Valid Routing # must sfarfwith 0, 1, 2, or &
t Savings Account (contact your finenola Institution for Roufing #)

£ NI "
O checking Account stapls arvolded shaclk balow) ?f?: r?sng? a;ﬁ: :; 121050e D01
[ . I i

L Lheck Mooy
feooionl Himther
Roiing Nogitny

tautharize the above oiganization fo process debit entries to my account, | andenstand that this autherify will retmain [n effect untlf 1 provids
reasonable nofiffication fo temninate the autharization.

CHECKING [ SAVINGS

Authorized Signature; Dafe;

i using & chooking account, please atiach a vofted check At the botfom of fhfs page,



