GENERAL HEALTH APPRAISAL FORM

PARENT please complete AND SIQE

Child’s Name: Birthdate:
Allergies: O None or Describe
Type of Reaction
Diet: 1 Breast Fed 0} Formula ClAge Appropriate
{dSpecial Diet
Sleep: Your health care provider recommends that a1l infants less than 1 year of age e placed on their back for sleep.

L] Preventive creams/ointments/sunscreen niay be applied as requested in writing by parent unless skin is broken or bleeding.

1, give consent fer my child’s care health provider, school child care or camp personnel fo
discuss my child’s healih concerns. My child’s health provider may fax this form (& applicable attachments) to my child’s school, child care
or camp personnel. FAX #: DATE:

Parent/Guardian Signature

R: Please Complete After Parent Section Completed

Date of Last Health Appraisai: Weight @ Exam:
Physical Exam: (I Normal {J Abnormal (Specify any physical abnormalities)

Allergies: {1 None or Describe Type of Reaction

Significant Health Concerns: USevere Allergies WReuctive Airway Disease LlAsthma [ISeizures UlDiabetes [Hospitalizations
QUDevelopmental Delays L Behavior Concerns QVision LlHearing UDental WNutrition 83 Other
Explain above concern (if necessary, include instructions to care providers):

Current Medications/Special Diet: [ Norne or Describe

Separate medication authorization form is required for medications given it school, child care or camp

For Fever Reducer or Pain Relever (i‘ar 3 consecutive days without additional medical authorization) PLEASE CHOOSE ONE PRODUCT
T acetaminophen (Tvienol) may be given for pain or fever over 102 degrees every 4 hours as needed

Dose ar see the attached age-appropriate dosage schedule from our office
OR  Ulbuprofen (Motrin, Advil) may be given for pain or for fever over 102 degrees every 6 hours as nesded
Dose or see the attached age-appropnate dosage schedule from our office

Immumizations: [ Up-to-Date L See attached immunization record [JAdministered today:

Health Care Provider: Complete if Appropriate

#=#ONLY REQUIRED BY EARLY HEAD START AND HEAD START PROGRAMS PER STATE EPSDT SCHEDULE#*
#* Height @ Exam ** BP **Head Ciraumference (up to 12 months) ¥
#* PCT/HGE ___ ** Lead Level [INot at risk or Level
TR EINot at risk or Test Results {) Normal L Abnonmal
**Sereenings Performed: [IVision: UNormal OAbnormal  ClHearing: ONormal QAbnormal  QDental: LINommal (Abnormal-
Recommended Follow-up

Provider Signat

Office Stamyp
Next Well Visit: L3 Per AAP goidelines*or JAge Or write Name, Address, Phone, #

This child is healthy and may participate in all routine activities in school sports, child care or camp
program. Any concerns or exceplions are identified on this form.

E The Colerads Chapter of the American Academy of Pediatrics {AAP) and Healthy Child Care Colorado have approved this form. 04/07

: *The AAP recommends that children from 0-12 years have health appratsal visits at: 2,4, 6,9, 12, 15, 18 and 24 months, and age 3,4,5,6,8, 10 and 12
, Vears.

: Copynght 2007 Colorade Chapter of the American Academy of Pediatrics



Registration Form for St. Michael’s Preschool

Name of Child

Date of Birth Male or Female
Address

City, Zip Code Phone

NAMES OF PARENTS OR GUARDIANS

Mother Father
Emplover Emplover
Work Phone Work Phone
Cell Phone Cell Phone
Please read the following questions and check all that apply.

Are vou Catholic? Non-Catholic?

Are you a registered St. Michael’s Parish Member? YES NO

What parish are vou registered m (if not St. Michael’s)?

For the following question please check only one. What is your child’s ethnic background?

American Indian/Native Alaskun Black

Asian Fhispanic
Native Hawanan/Pacific Islander Caucasian
Middle Eastern Multi Racial

**A registration fee of §75.00 must accompany this application. This fee is non-refundable. **

PLEASE CHECK THE CLASS YOU ARE INTERESTED IN

Child’s Age

Morning Class (8§:45 to 11:15) Afterncon Class (1230 io 3:00)
MWF MWF

TTH . TTH

MTWEREF MTWERF

**Please Note: Teachers are not assigned clagsrooms until summer, ** DO NOT WRITE BELOW THIS LINE**

FOR SCHOOL USE ONLY

YOUR CHILD IS ENROLLED FOR THE FOLLOWING CLASS SCHEDULE

MWF Moming MWF Afternoon Waithisted 10 another class tme:
TTH Morung TTH Afternoon

MTWRF Morning MTWRF Afiernoon

Paid Check # / Cash / Credt Card Number

Approved Date




ST. MECHAEL’S PRESCHOOL
HEALTH STATUS FOR ENROLLMENT FORM

Children who enroll in child care programs must submit a signed and dated statement of
the child’s current health status which indicates the child’s abilities and/or limitations to
participate in a regularty scheduled program of play in a group of young children. This
report is to be filled out by a licensed physician of a licensed nurse practitioner who has
seen the child in the last twelve months.

Health Record For: 8t. Michaesl’s Preschool Prosram

Chiid’s Name o Rex Birth Date

Address

Past Dinesses *Indicate those that the child has had by giving the apprmdmaté date

Chicken Pox Rubeola Rubella

Rheumatic Fever Asthma Hay Fever

Diabetes Mumps Epilepsy

Whooping Cough Polio Other

This child is is not physically or emotionally able to participate in the day
care program named above.

Comments:

Suregery/Accidents/THnesses/Chronic or Handicapping
Problems

Describe any physical condition(s) requiring special attention by the preschool

staff

Medications prescribed
Awny knowa allergies (drug or otherwise)

Prescribed routine {or treatment of allergies

Vision Hearing

Please provide a record of the immunizations and the date they were administered on the
Colorado Department of Health Certificate of Immunization and attach to this form.
Prate of the most recent examination of this child

Signatare of the physician er nurse

praciitioner
Please print the name and address of the pbysician or nurse
practitioner




»

Stuctant Name Last

Teacher

Room Numriber

lificilin

Siurent Date of Brth

remalz

Stucbent Lives With

Studant Address (includs city and zip)

i Catholic, Pansh Afiiation

in case of iiness o amergany, who should be contasiad frst

BEntherGuardan Infornation

Laat MNeme

Horme Phone Number

Home Adoress (include city and zip}

Piace of Empleyment (include address)

Phone Numbars Home

Wik

Cedl

E-mail address

Father/Guardian inforrmation
Last Name '

Home Address (inciude city ard zip}

Piace of Employment {nchide address)

Phone Nanbars Home

Wark

Cal

Z-mail address

Stpdmnt fives with

(¥ your chitd is picked up after school by & day care center or & permanent babysittes, please indicate this information below}
hame of chiid care person/center

Addrass

Phone

SECTION [}; DERSONS ATHORIZED TO PIGK UP CHILD {HCLUDRIS PARENTSIBUARDIA)
{Lnder no circumsiances will the child be relsased to anyone not known to the schoo! without writien authorization from the parentsfegal guardian)

Name Last Fest Feelationship
Phore Homs Vierk Cell
Addrass {include ity and zi}

hame Last Frst Reiationship
Phone Home Work Cel
Addras .{indude city and zip)

Hame lest Frst Feiationsiip
Phona Home Waork Calt

Address (include city and zip)

—i

I'\Becretzrizt for Catholic Schools\FORMEEMERCGERCY INFORMATION CARD doc
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sernon i Seecgac Persons NoT Aurkorezen To Picic Up Cheo
Please includs  copy of appropriate cour order of legal documantation)

tame Last First Reelafionshiy
‘e Last Fest Refationship

secTion Y, SERascy CONTACT PERSONS
Dithar than parente/guardians)

Game Lot Fest .
- Viak - Celt
\ddiress {include city and 7}

depme Last First Reiaonship
o Home Yerk Cel
tedress (include city and zp)

SECTIoN ¥, HiEmcaL IREORIIATION
Jnstor's Nems " Phona

Jomtor's Address (include off and 2in}

4ilergies

Chronic Medoal Condlionsis) (=.q. dabstes, hearl disease, contacts, hearing aids, ssthme, qniieésy eiz)

Medicafion(s) Studant is Carrendly Taking

Iz medicaiion nested at school? Yes No harne of Madication

(Ff ves, camplate the wecication form lacated in the sshao! handiosk)

Hospital Preference Rams Cly
Medical inswrance Company Policy Nember
Dantsls Name Phone

Dientist's Address fincluds ciy end zp)

TEcTioN Vi BEnita AUTHORZATION

! give the school my permission to fake my child to a hospital to receive emergency freatment. | herehy consent fo eny y-ray examinafion, medical or surgical diegrusis or freaiment, and
hospital care o be rendarad to my child under the general or direct supenvision and upon the advice of m physician and surgeon fzensed mder the provisions of the Medial Praciics At
| aiso consent fo any x-=y examination, anesthatic, dentat or surgical dagnosts or treatment, and hospital care to be rendsred to my child by & dentist under the provisions of fhe Dental
Freciioe Ast, | authorize the medical feclilly i relsase my child into the custody of & school representative should hospital care no longer be needad. 1 understand that His i only in an
extreme emementy and when e parent or legal guartian cannof be reached, | ungerstand that | am respunsible for any epenses incured by the medical andior dental diagnosis or
freatment. | agree to pick up my child if helshe Is sick or injured, 1 cannat be reached the abave emergency sorizsts can be walled to pck up my chiid,

Sigriahae . Date

SecTion Vil STuDEKT RECORDS UPDATE
(I undzratand that | must keep my childs rezords up to dafe with current infosmation)

Perent or Legsl Guardian's Signaiure Diate

InSecratrial for Catholic Schools\ FORMBEMERGENCY INFORMATION CARD. dog Side 2 July, 2006



St. Michael the Archangel Prescheol

PERMISSION FORM
I hereby grant permission for my child to use all of the play equipment and participate in

all of the activities of the school, YES N

I herehy grant permission for my child’s name, parent’s name, address and phone number
to be included in the school directory. YES NO

I hereby grant permission for my child to leave the school premises under the supervision
of a staff member for neighborhood walks. YES NG

I hereby grant permission for my child to be included in evaluations and pictures
connected with the school program. YES NO

I herehy grant permission for the Director or Acting Director to take whatever steps may
be necessary to obtain emergency medical care if warranted. These steps may include
but are not limited to the following: :
1. Attemptto contact parent or guardian
2. Aftemipt to contact child’s physician
3. Atternpt to contact you through any of the person(s) listed on the emergency
information form you completed for us.
Tf we cannot contact vou or your child’s physician we will do any or all of the following:
s Call another phrysician or paramedics :
. » Call an ambulance {will be accompanied by & staff member)
Any expenses incurred from the ahove actions will be borne by the child’s family.
YES NO

*The school will not be responsible for anything that mey happen as a result of false
informadion given of the time of envollment, Please see the Diirector to update fhe
varipus forms if changes occur during the school year (ie new phone numbper or new
address), ‘ _ :

*The school will not assume responsibility for a child whe has rot been signed in when
. helche arrives for ihe day.

I have read and undersiood all of the information included on this form.

Signed Date
Mother or Legal Guardian

Signed Date
Father or Legal Guardian

Child’s Name

(Plecse print neatly
3



Developmental Information

Family History

Chiid’s Sibling(s)

Namne Date of Birth . Grade In School
Name Date of Birth Grade In Schoo!
Narme Date of Birth Grade In School
Name Date of Birth Grade In School
Name Date of Birth Grade In Schoo]

Other Members of the Household (include relationship and age)

Pertinent Information You Would Like Your Child’s Teacher To Know:

Who has cared for the child other than parents (state whether adults or teenapers)?

Has your chiid had any group piay experiences?
Where?

R AR

Do you or your spouse have any special talents that you can share in the classroom, or
with the teachers if needed? {i.e. occupations that might interest a child, playing a
musical instrument, sewing,

ele...) |

Developmental History
Word child uses for urination? Bowel Movements?
Dietary restrictions?

Favorite Indoor Activity?

Favorite Outdoor Activity?

Any special fears that you are aware of?
Any speech concerns?
Any other concerns?
Any surgeries (in or outpatient)?
What method of behavior contro] is used at home?

How would you describe your child’s personality?




