Marquette Academy

Academic Excellence in a Catﬁdﬁ'cCommum’ty

May 12, 2025

Dear Parents,

We are preparing for next school year at Marquette Academy. Enclosed in this packet you will find your
registration 1nform1t10n and all pertinent documents you will need.

- We are offering an eatly registration dlscount of $100 00-to families from now until 7:00 pm on
Thursday, June 19. W& have s¢veral opportunities to drop off your completed p'tckets and benefit from

* . the early registration discourit. The schedule of dates and times is listed below. If you eomplete your

packet before this school year is ovel you can send it in your student's backpack or return it to
~ the grade school office any time. Please be sure to mclude the minimum $400 registration fee. You
wﬂl r ecelve additional financial 1nformat10n via email from Mary Roberson.

The FACTS website is now open through August 1s to apply for Grant & Aid. Please note if your famlly
situation is divorced or separated, each parent must sign up for FACTS using % of the tuitlon rate.

Any financial appeals will be forwarded to the review conmmittee on.July 17 by 4:00 PM If we receive requests
after this date and time, the funds.may be already allocated, resulting in no aid.
Thank you very much for your patience and.cooperation.

~

Respectfully jrour_s,

Brooke Rick
Principal

Drop off dates/ﬂmes for registration: '
*ALL COMPLETED PACKET DROP OFFS ARE AT THE. GRADE SCHO OL CAMPUS

= From June 3 until July 17, every Tuesday & Thursday between the hours of 8:00 am - 4 00 pm at -
the Grade School office.

= Thursday, June 19 will have extended evening hours until 7:00 pm at the Grade School office. Tiast day
for.the $100 early discount. In.order to recéive thé $100 early bird registration discount, you must
have all paperwork and registration fees (mmlmum $400) turned inby 7:00. pm on this day

» Thursday, July 17 will have extended evenmg hours until 7:00 pm at the Grade Schoo! office. This yyill
be our final reglstratmn drop off.

*Any registration received after July 17 w111 req111re an appmntment with Mary Mann, and will include a

$250 1ate fee for existing families.. All accounts, must be current to register for the upcoming school year.




- Parents,

All attached financial sheets
need to be signed and
returned with your packet.

Any changes to your
financial sheet (early
discount, scholarships, etc.)
will be added later and sent

to you via email by
Mrs. Mary Roberson.
Thank you.



RE: 2526 thool Year

Marquette Academy Blue/Gold Hours

Dear MA families,

This letter is the agreement for-our Blue/Gold hours program. Each MA family is required to
work a minimum 5 hours of service to the school. These hours will be mandatory for each MA
family. Please note—Financial Aid hours are over and above the required 5 Blue/Gold hours,
The first 5 hours completed by each family will be logged as your Blue/Gold hours.

Some examples would be (but not limited to) help at May Merriment for set up, clean up or
working the event, working any annual fundraiser, helping with cleaning at the school, etc.

We will send out emails from the offices when there is a need for help and then we can log hours
as they are worked. You can work 1 hour for an event or do 5 hours for one event, whatever is
casiest for you and your family. '

Please let us know if you have any questions.
Thank you in advance for your cooperation in this matter.

Sincerely,
Mrs. Brooke Rick

Parent Signature:
(By signing above you are confirming that you are aware of the mandatory program)

Please print family name:

Preschool & Elementary Campus High School Campus
1110 LaSalle St., Ottawa, IL. 61350 1000 Paul St., Ottawa, IL 61350
815.433.1199 815.433,0125

www.marquetteacademy.net
Traditions are embraced. Dedication is the norm. Excellence is the expectation.



Parents,

This 1s for your records.

Please use the attached sheet
to set up your FACTS
payment plan for tuition. If
you already have an account,
~ your information will follow
from year to year.

Thank you.



MARQUETTE ACADEMY

Academic Excellence in a Catholic Community

Welcome to Marquette Academy. ALL PAYMENTS ARE REQUIRED TO BE ACH PAYMENTS
THROUGH FACTS MANAGEMENT ONLY.

We've listed below how to sign up on Facts but if you have any questions please let us know. Both
Mary Roberson mroberson@marquetteacademy.net and Lisa Tenut ltenut@marguetteacademy.net
can help you. They both work at the High School campus and work with all Marquette families. Once
we see that you have signed up on the Facts web site your name will be In a pending file and we will
finalize it. You can then start paying on the dates you choose. Your monthly payments will not start
until August or later if coming to Marquette at a later date, But please sign up on this site and
choose a payment plan as soon as possible,

*Starting 2024-25 School Year--If you are an existing MA family vou should just
roli over to the new year with the same payment plan. Therefore if you want to
change the account they are taking out of, vou will need to update vour account
numbers. -

TO SIGN ON 10 THE FACTS MANAGEMENT WEBSITE:

Go to our Marguetie Academy website www.marquetteacademy.net at the top of the page is
ADMISSIONS click on that and a drop down box will appear. The 7™ item under Admissions is
FACTS, click that and the Facts app pops up. On the right side of the page it says CREATE

USERNAME AND PASSWORD for a new account, enter your email address and press enter
Create a new FACTS account pops up hit that and then you can begin ehtering your information,

Here is the FACTS phone number for Customer Service in case you need help: 1/866-441-4637 you can
talk to any Customer Service person. FACTS Management Website at: hitps:/fonline.factsmat.com.

After you have finished setting up your account, we will see your name in pending we will finalize it
and then we will enter your balance. After that you should see your account by the next day. Keep
track of your Customer number or ID number for future reference.

Let Mary Roberson — mroberson@marquetteacademy.net or Lisa Tenut ~
ltenut@marquetteacademy.net know if you have any questions or need help with signing on,

Everyone has to be on Facts Management for our accounting purposes but if you need help
with adjusting payment dates or creating a new schedule or maybe just adjusting the date that
month we can help you with that. Also, if you want to give us the payment we can enter it for
you.

If you don’t have access to a computer or having trouble with entering on your phone we can
also help you.



Tuition Management
Lo I

FACTS provides flexible payment plan options to families at private and taith-based schools. Families can budget thelr tultion,
making private school more accassible and affordable. Qur process Is simple, convenient, and secure,

Ta set up your FACTS agreemenl go to htips:fonime.factsmgt.comislgnind3FxEd

FACTS CONFIRMATION NOTICE
Once your information Is recaived and processed by FACTS, you will receive a confirmation notlce, This notice will cohfitm your
payment plan Information, Please check this information for accuracy, and contact your school or FACTS with any discrepancies,

Froguently Asked Questions

* s my Information secure? ) :
Yes, Your personal Information, Including payment Informatian, is protectéd with the highest security standards in the
inclustry. For rore information on security, visit FACTSmgt.com/Security-Compliance,

* Whenwill my payments be due?
Your payment schedule is set by your school, and your financial institutlon will decide the time of day yvour payrrents
are processad,

* Whal happeis when my payment falls on a weekend or a holiday?
Your paviment will be processed on the next business day,

* Whal happens if a payment is returned? _
Returned payments rmay be subject to a FACTS returned payment fea. Watch for a returned payiment notice for
additional information,

» Mow do | make changes once my agreement is on the FACTS systam?
Changes ta your address, phone number, @mall address, or kanking information can be made at Onfine, FACTSmgt.com or
by contacting your school or FACTS. Any changes to payment clates or amounts need to be approved by the school and the
school will then need to nolify FACTS. Alt changes must be recelved by FACTS at loast two businass days prior to the
autematic payment date in ordaer to affect the upeoting payrnant, :

v What is the cost to seb up a payient plan?
if an enrallment fee is dus, the amount of the fee Is Indicated when setting up your agreement, IF applicable, tha
nenrefundable FACTS enroliment fee will ha automatically processed within 14 days of the agreemant belng posted
to the FACTS system.

FACTS CUSTOMER SERVICE

We are committed to dalng all we can to provide you with the highest quality customer service in the Industry, Whether you
want to view your account online or speak with one of aur highiy tralned customer service representatives, FACTS is dedicated
to serving you. To view your payment plan detalls, log in to your FACTS account at Online FACTSmgt.com. Customer Care
Representatives are also avallable to assist you 24/7,

SSAE18 PCID5S
Online,FACTSmgt.com Aumrun‘-gl 6 wu'umﬁ:; kevel1 1




Parents,

All attached .

: T iSH” ation forms
needtobe

completed and

returned. '

Thank you.




MARQUETTE ACADEMY

Early Education & Elementary Campus
1110 LaSalle St., Ottawa, IL
815/433-1199

Student Information:
1. Child’s Name:

Last First Middle
Social Security No: (HSOaly): Birth Date:;

Race or Ethnicity: (Am Indian/Alaskan Naiive [_]) (Hispanic [ )
(Asian [ ]) (White/ Non-Hisp [ ) (African-Am/Non-Hisp [])
Other __ Male: [ ]/ Female: [ ] Grade entering:

2. Child’s Name:

Last Farst Middle
Social Security No: (HSOnly): Birth Date:

Race or Ethnicity: (Am Indian/Alaskan Native [ ) (Hispanic [ ])
(Asian [ ]) (White/ Non-Hisp [ ]} (African-Am/MNon-Hisp [])
Other Male: [ |/Female: [ | Grade entering;

3. Child’s Name:

Last First Middle
Social Security No: (HSOnly): Birth Date:
Race or Ethnicity: (Am Indian/Alaskan Native { 1) (Hispanic [J)
(Asian [ (White/ Non-Hisp []) (African-Am/Non-Hisp [])
Other ___ Male: [ ]/Female: ] Grade entering:

4, Child’s Name:

Last First Middle
Social Security No: (HSOnly): Birth Date;

Race or Ethnicity: (Am Indian/Alaskan Native [ ]) (Hispanic [ )
(Asian[ ) (White/ Non-Elisp []) (African-Am/Non-Hisp [ )
Other Male: [ 1/Female: [_] Grade entering:

High School Campus
100G Pand St., Ottawa, IL
815/433-0125

Parent Information:

Lives with (Circle One): Mother Father Beth
Primary Guardian:

Address: Citv/Zip:
Employment: Occupation:
Home Phone: Cell Phone:
Work Phone:

E-Mail:

Secondary Guardian:

Address: City/Zip:
Employment: Occupation:
Home Phone: Cell Phone:
Work Phone:

E-Mail:

Parish or Church You Attend:

School District in which you reside:

School wansferring in from:




z;:;y' MEDICAL INFORMATION
Wz’éﬁggtﬂ?ﬂﬂﬁ ~ ONE PER STUDENT
FAITH I8 OUR FUTyRE ' o

STUDENT/MINOR NAME (first, middle, last):
Address: , . DateofBirth:

STUDENT/MINGR'S DOQCTOR (first, middle, st Phahes
MEBICAL CONDITIONS: Please st any medlical condlilons of the student/minor {asthima, diabstas, eplapsy, etc.);

List any allargles or allatglc reactions to madications of the student minor:

List any medications the student/minor 13 presently taking: .

Other pertinent medlcal informatiomn

Date of studert/minot’s most racent tetanus shot:
MEDICAL INSURANCE INFORMATION: Ihsurance Company:
Plan Numbar: Employea Identificationd:

EMERGENCY CONTACTS: Parant or Guardian {first, middle, last name): .
Cell; Work: - " Home:
Other Contact: Name {flrst, middls, last): »

Phorie {with area code): — , Relationshlp to student/minor: e

AUTHORIZATION FOR EMERG ENCY MEDICAL TREATMENT

This information will be kept In the possession of the school/parish. A copy may be distributed to the parson In charge of edch
trlp or athietic activity In which the student/iminor participates. Should the need arlse this information will be given to the propar

medical aithorfiles,

I, s [Parent/guardian}, understand that in the case of lliness or Infuiry to my child,

_ fenlld’s nama), the schoul/parish will try to notlfv e or the person [ have Nstad as ap Bmergency
contact. In case of medical emeargahey concerning my child, at a time whan For my listed emergency contact canhot be notifiad,

§ grant full power to the school/parish to 1) arranga for the tra nspcrtation of my child, whether by ambulanee or otherwise, to

“a proper facllity where emergency miodical treatment would normally be administered, Inciudlngf but not lmited tom, a
emergenty room of a haspltal a doctot's office, or a medial clinle; and 2) sign releases as may he regulred In order o6 obtain

any medical or surgleal treatment as Is ragqulred In the judgment of medical a uthari‘cles aktha faclllty.

Slgnature of Parent/Guardion: : Date: ____ - .

Reviewed 213024




2. Bign releases as may be required in order to obtsin. any medical or surgical treattnent as ig

1 understand the risks such trips present to my child, including, but not limited to, sorious

Marquette Academy
PERMISSION FORM FOR SCHOOL WALKING TRIPS

1 am the custodial and responsible parent/guardian of
Narne of Siadent(s) ~

Irequest that Merquette Academy allow my school aged child{ren} to participate in walks to
various locations around the Marquette Acedemy Preschool/Elementary/High School campuses
felghborhoods, The Marquette Acedemy teachers and-students will take walks to learn about
what 18 entrently being studied in olass, such as the signs of changes in the seasons and traffic

slgns,

Ivequest that Matquotte Acaderay allow my proschool, slementary and/ot high school agad
child(ren) to participate in walks betweer: the Marquetts Acadamy campuses for Masses, plays,
retreats, efe, I also yequest that MLA. allow my student to particlpate in walks to WCMY Radio
Station, 216 Lafkyette Stroct and to area parks, :

The activity will be supervised by at least one school employes,
IF my child is injured in any way duing this trip and if T eannot be immed] afely contacted at the

following phone number - » I grant full powet to the supervising
school employse {0 do ag follows; :

1. Arrange for the iraisportation of my child, whether by ambulancs or otherwise, 1o a proper
facility where emergoncy medioal treatment would nommally be administered, incloding but not
limited 10, un emergenocy room of 8 hospitel, 2 dootor’s office, ot & medical clinic; arcl

required in the judgmant of medical authorities at the facility.

personal injary or death, Any questions I have concerning these irips have been anywered,

i1 considetation for my child being allowed to make awy walking trip, I hereby RELEASE AND
AGRER TO INDEMNIFY AND HOLY) HARMLESS the Dlocese, the parigh, the achool and
thelr employees and agents, and the volunteers assisting the school, from any and all Uability for
injuries, damages, medical cxpenses, or any other loss to my ohild or Tamily or me (fncluding
atforney’s fees) afsing from ot related to my child’s partioipation in an activity,

Slgnature of Parent/Guardian " Siguatura of ParentCumding
Printed name of Parent/Croacdian ™ "Pinted wanm of Parent/Gunedian
Pate . Dain

Edition 2022




i e

Stndent(s) Name(s):
HANDBOOK AGRELMENT

We have read and understand the contents of the parent/student handbook and sgree to abide by the rules and expectations
stated therein.

—S—tﬁdent(s) Signature : . Date

Pavent(s)/Guardlan(s) Slgnature Dato

PARENT PERMISSTON FORM FOR INTERNET ACCESS

Marqueti Acadony belioves that the benstit to students fom acoess to the Internet in the form, of information. resouress
and opportunities for collaboration far excasd the disadvantages of avcess, Should a parent prefer that a stadent not have
Internet nooess, wee of the computers is silll possible for more traditione] puzposes such as wotd processing, :

Terms and Conditlony of Ingernet Aereement ' . .
handbook and will yeview this polisy with by

I have 2ead the Marquette Academy Intornet policy that is found in the
ohikl(ren},

[ understand that the school does not have contiol of the faternet confent, and I realize that students may be acoldentally
exposad to material that is controversial or offensive whils partaking in an educational lesson,

I release Marqu_ette Academy from any Hability or dawages that tmay result from, my ohild’s iuaporoptiste of unanthorized
use of the Internet, : A .
T release Marguetto Acaclfxniy from any Lability relatod to oonsequences resulting from ray child’s whaathorized wse of the
Internet, :

Having carefully read the achool's Tnternet polloy, 1 pive posmission for my child{ren) to have Interel access at the
school, Tvdll sapport the sohool’s Acceptabla Use Polley and reinforos it with my child{ren).

Parent(sy Guardian(s) Signature Date

PUBLICITY FORM

On oceasion, Marquette Academy takes photographs or mukes an sudio or video tape recording of children, and/or adults
involved in school/parish aciivities, Such photographs or video records may be used by staff and pasiiclpants to
remember the activitles or participants, In addition, such photographs and audiofvisual tecordings gy bo used in
publicatlons or advertising materials to let others know about our sehool/parish, Tn additlon, local news organizations may
keat off our activities or events, and owt school/parish may invite or allow them to photograph or record our events to be
used, distelbuted, or displayed as agents of the school/perish see fit. This consent Jnoludes but Is 1ot Hmmited tor

photographs, videotape, and atidio recordings,

Patent(s)/Guardian(s) Signature ~ Date

SERVICE PROJECT (GRADE 8)

I hareby agree that my ohild mzy help n the school eafstoria
dhazing funch hour when needed, _

Peront(s)/Guardian(s) Signature . Dato




_ mmm@ at th@ St ar t
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Dear Parents,

Below are the State medical réquirements for the upcoming school year. Please let us know if you -
have any questions. The appropriaté forms for your students ars included in the packets and online.
All of these forms are DUE AT THE START OF SCHOOL with the exception of the dental exam.,
That can be completed at their first scheduled dental appointment during the school year but has to be

turned in by April,

Preschool:
Complete doctor physical with upd*}ted immunizations for the first time in preschool,

Klnde _garten
Complete doctor physical with updated 1mmun1zat10ns
Complete eye exam ‘ :
Complete dental examination

Grade 2:
Complete dental examination

Grade 6:
Complete doctor physical with updated immunizations

*+]ESA sports preparticipation physical evaluation (if playmg sports)
Complete dental exam

Grade 5-12:

**Complete IESA/IHSA preparticipation physical evaluation (if playing sports).

Concussion Information Acknowledgement and Consent Form (enly parent signature required-if
playing sports) IESA form is required for grades 5-8. THSA form is required for grades 9-12.

Grade 9: :

Complete doctor physical with updated immunizations

Complete dental examination

*¥THSA. sports prepatticipation physical evaluation (if playing sports)

Concussion Information Acknowledgement and Consent Form (only parent s1gnature reqmred—lf
playing sports). THSA form is required for grades 9-12.

**+The IESA/IISA preparticipation form is new from the State of Mlinois. This form needs to be
completed and signed by both parents and the physician completing the phvswal

* New Student entering from outside Hlinois:

Complete doctor physical with updated immunizations

Complete dental examination

Complete eye exam

IESA/IHSA sports preparticipation physical evaluation (if playmg sports in grades 5- 12)

Concussion Information Acknowledgement and Consent Form (only parent sighature required). IESA
form is reqmred for grades 5-8 and THSA form is requlred for grades 9- 12




f) State of Iiiinols Certificate of Child Health Examination

Student’s Name Birth Date | Sex | Race/Ethnicity School/Grade Level/ID#
(Mo/Day/¥r) ) '

Last First Middle B i

Strect Address Clty ZIP Code Parant/Guardian . ) Telephone {home/work)

HEALTH HISTORY: MUST BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES [Jves |List: " MEDICATION [Jves [list:
{Food, drug, Insect, other) ’ {Prescribed or taken on a
I Ne _ regutar basis} [INo

Diagnosis of Asthma? ] Yes [INo Loss of function of one of paired [J¥es [JNo
Child wakes during night coughing? |:| Yes |:| No organs? {eye/ear/didney/testicle

: : Hespitalization? [Jes [Jio
Birth Defects? [[]ves [jNo When? What for?
Developmental delay? [ves [INe : Surgery? {Ust all) [J¥es [INo
Blocd disorder? Hemophilia, Sickle Cell, Other? Explain.  [["] Yes [] Ne ] When? What for?

. Serlous Injury or Il 7 ¥
Diabetes? . [JYes [Jwe lury or liness L1¥es LIt .
TB skin test positive (past/present)? Yes*
Head injury/Concussion/Passed out? [JYes []No ' i {pasti ) [ ves CINo "Ifyes, refer to local
- - : . TB disease {past or present)? O ves* [ no health department
Seizures? What are they like? [yes [INo -
Tabacco usé (type, frequency)? Yas N
Heart problem/Shortness of breath? [Jyes [INo oy ( vp? quency) O Elne
- Alcohol/Drug use Yes N
Heart murmur/High blood pressure? [ Yes [JNo s O CIne
. Family history of sudden death before [[7] Yes [ JNo
Dizziness or chest pain with exercise? Cyes []No o age 507 (Cause?)
Eye/Vision problems? [ Glasses [7] Contacts Last exam by eye doctor [ cental [1 Braces [ Bridge [] Plate [] Other
Other cancerns? [Crossed eye, drooping lids, squinting, difficulty reading} Additional Informatlon;
- - Informaticn may be shared with appropriate personnal for health and educationat purposes,

Ear/Hearing problems? . [OYes {]we parent/Guardian
Bane/Joint problem/injury/scoliosis? [¥es [INo Signatures: Date:

IMMUNIZATIONS: To be completed by health care provider. The mo/day/yr for every dose administered Is required, If a specific vaccine is medically
contraindicated, a separate written statement must be attached by the health care provider responsible for completing the health examination
explaining the medical reason for the contraindication.

REQUIRED DOSE 1. DOSE 2 DOSE3 DPOSE 4 DOSE 5 DOSE 6

Vaccine/Dose MO DA YR MO DA YR MO DA YR - MO DA YR MO DA YR MO DA YR
DTP or DTaP ' '
Tdap; Td or Pediatric DT OTdap (0Td O OT [OdTdap CTd 30T [d7dap OOTd OOT [OTdap O Td DT [ Tdap |:] Td ODT |[O1dap O :Fd Oor
[Check specific type) . .

Oy [Jopv v [opv Cliey 1 OPv v [Jopv APy [Jory ey [Jopv

Polio (Check specific type)

Hib Haemophiles Influenza
Type B

Pneumococcal Conjugate

Hepatitis B

MMR Measles, Mumps, ' Comments: * Indicates Invalid dose
Rubella

Varicella (Chickenpox)

Meningococcal Conjugate
RECOMMENDED, BUT NOT REQUIRED Vaccine/Dose
Hepatitis A
HPV
Influenza

Other: Specify Immunization
Adminfstered/Dates

Health care provider (MD, DO, APN, PA, school health professional, health official} verifying above immunization history must sign below.
If adding dates to the above immunization histary section, put your initials by date(s) and sign here.

Signature Title ‘ : Date

Printed by Authorlty of the State of llinols (COMPLETE BOTH SIDES) 12/23 10C1 24-947



Birth Date Sex
(Mo/Day/¥r)

Student’s Name School Grade Level/ID#

Last First Middte

- Certificates of Religious Exemption to Immunizations or Physician Medical Statement of Medical Contraindication
are reviewed and Maintuined by the School Authority.

ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis {measles, mumps, hepatitis B} is allowed when verified by physician and supported with lab confirmation. Attach copy of lab result,
*MEASLES {Rubeola) (MO/DA/YR) *5MUNMPS {MO/DA/YR) HEPATITIS B (MO/DA/YR) VARICELLA (MO/DA/YR)

2, History of varicella (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official. Person signing below
verifies that the parent/guardian’s description of varicella disease history is indicative of past infection and is accepting such history as documentation of disease.

Date of Disease Signature . Title

3, Laboratory Evidence of Immunity (check one)  [J Measles* [ Mumps** [[] Rubella [] varicella Attach copy of lab result.

*All measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence.
**All mumps cases diagnosed on or after July 1, 2013, must be confirmed by laboratory evidence._

Physician Statements of Immunity MUST be submitted to IDPH for review.

Completion of Alternatives 1 or 3 MUST be accompamed by Labs & Physician Signature:

PHYSICAL EXAMINATION REQUIREMENTS Entire section below to be completed by MD/DO/APN! PA

HEAD CIRCUMFERENCE if < 2-3 years old HEIGHT WEIGHT BMI BMi PERCENTILE . B/P

DIABETES SCREENING: {NOT REQUIRED FOR DAY CARE) BMI>85% age/fsex [] Yes [J No  And any two of the following: Family History [ ] Yes [] No

Ethnic Minority [_] Yes [] No Signs of Insulin Resistance {hypertansion, dyslipldemia, palycystie ovarlan syndrome, acanthosis nigrieansy ] Yes ] No AtRisk [[] Yes Ne

LEAD RISK QUESTIONNAIRE: Requirad for children aged 6 months through 6 years enrolled in licensed or public-school operated day care, preschool nursery school andfor kindergarten.
[Blood test requirad If resides in Chicago or high-risk zip code.)

Questionnaire Administered? [] Yes [] No Blood Test Indicated? [7] Yes [] No - Blood Test Date Result

TB SKIN OR BLOECD TEST: Recommended anly for children in high-risk groups inéluding children immunosuppressed due to HiV infection or other conditions, frequent travel to or bern in high

prevalence countries or thosa exposed to adults In high-risk-categories. See CDC guidelines. http://www.cde.gov/tb/publications/factsheets/testing/TB testing.htm.

[ Mo test needed [7] Test performed  Skin Test: Date Read Result: [} Positive [T] Negative mm
Blood Test: Date Reported Result: [] Positive [} Negative Value
LAB TESTS {Recommended). Date Results SCREENINGS : Date Results
Hemoglobin or Hematocrit Developmental Screening [] Completed [] N/A
Urinalysis Social and Emotional Screening [ Completed [ W/A
Sickle Cell {when indicated Other:
SYSTEM REVIEW Normal | Comments/Follow-up/Needs Normal _Comments!FoIIow-up/Needs
‘1 Skin [ Endocrine O

Ears | Screening Result: Gastraintestinal ||
Eyes D Screening Result: Genito-Urinary |:| LMP;
Nose | Neurological O
Throat O Musculoskeletal |:|
Mouth/Dental D Spinal Exam M
Cardiovascular/HTN| ] Nutritional Status N
Respiratory | 7] Diagnosis of Asthmaj Mental Health [l
Currently Prescribed Asthma Medication; Other

[[] Quick-relief medication {e.g., Short Acting Beta Agonist) |

[ controller medication {e.g., inhaled corticosteroid)

NEEDS/MODIFICATIONS required in the school setting

DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES {e.g., safety glasses, glass eye, chest protector for arrhythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletie support/oup)

MENTAL HEALTH/QTHER Is there anything else the schaol should know about this student?

If you would like to discuss this student’s health with school or school health parsonnal, check title: [:] Nurse D Teacher D Counselor [ Principal

EMERGENCY ACTION needed while at school due ta child's health condition (e.g., seizures, asthma, Insect sting, food, peanut allergy, bleeding problem, diabetes, heart prodlem}?

] Yes [] Ne

If yes, please describe:

©n the basis of tha examination on this day, | approve this child's participation in

PHYSICAL EDUCATION [ Yes [] No [] Medified

{If No or Modified please attach explanation.)

INTERSCHOLASTIC SPORTS [] Yes [ Ne ] Modified

Print Name

O wme oo [ apN ] PA  Signature

Date

Addrass

Phone




ey State of linoks
7 llinois Department of Public Health

PROOF OF SCHOOL DENTAL EXAMINATION FORM

Il{inols law (Child Health Examination Code, 77 lll. Adm. Code 665) statas ali children In kindergarten and the second, slxth and ninth grades of any
oublic, private or parochial school shall have a dental exarmination. The examination must have taken place within 18 months prior to May 15 of
tha school year, A lidensed dentist must complete the examination, sigr and date this Proof of School Dental Exarnination Form.- If you are unable
{o get this required examination for your child, fill out & separate Dental Examination Walvar Form, o

This Important examination wil: lat you know [f there are any dental problems that need attentioh by a dentist, Chilldren need good oral healih to
spealk with confidence, express themselves, be healthy and ready to learn. Poot oral health has been related to lower school parformance, paor -
social relationships, and less success latar In life. For this reason, we thank you for. making this contribution to the health and wall-being of your -

child. .
To be completed by the parent or guardlan (please print):

Student's Name: Last First Middle Birth Date: (MonthiDayryaar)
Address: Strest City ZIP Cade
Name of School; ZIP Code Grade Level: Gender;
£l Male B Female

Parent or Guardlan: Last Name ) First Nama -
Student's Race/Ethniclty: . )
[l White [l Black/African American o O Hispanlc/Latino O Aslan
1 Native Amerlcan [ Native Hawallan/Padific Islander [ Multi-racial 1 Unknown
I Other '

S G o

To be complated by dentist:
Date of Most Recont Examination: (Check all servicas provided at this examination date)
[ Centai Cleaning [1Sealant [(] Fluoride treatment [ Restoration of teeth due to caries

Oral Health Status (check all that apply)
[Yes [INe  Dental Sealants Present on Permanent Molars

[]Yes [JNo  Caries Experience / Restoration Histery — Afiling {temporary/parmanent) OR a touth that Is missing because it was
extracted as a result of caries OR missing permansnt 1st molars.

[ClYes [INo  Untreated Garies — Atleast 1/2 mm of tooth strusture loss at the anamel surface, Brown to dark-brown coloratlon of the
walls of tha laslon. These criterla apply to plt and fissure cavitated lesfons as wall as those on smooth tooth surfaces. If retained
rool, assume that the whele tooth was dastroyed by caries. Broken or chipped teelh, plus teeth with temporary fillings, are

considered sound unless a cavitated leslon |s also present.
[ves [INo  Urgent Treatment — abscess, nerve exposure, advanced disease state, signs of symptoms that include paln, infection, or
swelling. .
Treatment Needs (check all that apply). For Head Start Agencles, please also list appointment date or date of most racent freatment
completion date. .

[[1Restorative Care — amalgams, composltes, erowns, efc. Appalntmant Date;
[C]Preventive Gare - sealants, fluoride treatment, prophylaxls Appointnient Date:
[| Pediatric Dentist Refotral Recommanded Traatment Completion Date!

Additional comments.

Signature of Dentist Llcense #; Date:

Hinois Department of Public Heaith, Division of Oral Health
217-785-4899 » TTY (hearing impaired use only) 800-547-0466 « www.dph.illinois.gov

I0C] 6800-10 Printad by Authorlty of the State of llinols 4@13:[)



Grades 5—-8

Grade School Athletics

Please return these forms
signed. ' o

Thank you. '



Marquette Academy Grrads Sehoo! - Athletic and Sporting Bvents
~ Parental/Guardian Consent Form mnd Liabitity Waiver

Student’s Name; | o

Bisth Date; - . Gender; | |

Parent/(fuardian’s Name, o
| Hom.e Address:

Home Phone: Worlk #: Cell #'s1

Request for Peroaission: ‘
As porent and/or legal guardian, I give permission for my son/davghter named above fo participate in

futerscholastio athletlos in the following sports during the cnrrent academie yont:

Baseball ¢« DBasketball __ Scholastic Bow!
Softball e Croge Counfry
Volleyball . Cheetleading

As parent andfor legal goardian, [ rematn legally regponsible for any porsonal achions taken by the above nawed
minor (“participant’),

1 ot asware that participating in sports will Juvolve travel to practices and games. I asknowledge and accept the
tlsks tnvolved with my ehild’s travel. 1 farther understand that participation in sporie prosents to my child the
risle of haren, inoluding, but not Hmited to, serious personal injury or desth, Any questions I have concetning
my child’s participation have been answered,

In. consideration of my child being allowed to participate in the sport(s) tndlcated above, 1 hereby RELEASE
AND AGRER TO INDEMNIFY AND HOLD HARMIHSS the Catholic Diocess of Peotla, the perishes, the
school, coaches, chaperones, volunteets or teprosentatives associated with the avent, and their employees, ancl
agents, from any and all Hability for injurles, damages, medical expenses, ot any other loss to my child or . .
family or me (including attornoys’ fees) arteing from or refated to my child’s patticlpation, Additionﬂuy 1 give
m%f consent and approval for my child’s name and picture to be piinted in any sports program, puﬁ]icatio;n or'
video. :

A a parent/guardian, 1 finther ackuowledge thet ¥ am a role model. I will retneniber that school athletics is an
extension of the classroom, offeting ivaportant leaming experiences for thestudents, Therefore, T will show
respect for all players, coactivs, spectators, and officials, I will only participate in choors that support,
encourage and uplift.the teams involved, Tunderstand the spivit of falr 'play. and good sportsmanshi;i expected
by a Catholle school, md accept the responsibility that comes with being 2 patent/guardian of & student athlets,

Parent Si_gnature: ' Dafe:.: ‘ - N

Patont Signature: : Dater



Concussion Information Sheet

A concussion is a brain injury and all brain injuries are serious. They are caused by a bump,
blow, or jolt to the head, or by a blow to another part of the body with the force transmitted to the
head. They can range from mild to severe and can disrupt the way the brain normally works.
Even though most concussions are mild, all concussions are potentially serious and may
result in complications including prolonged brain damage and death if hot recognized
and managed properly. In other words, even a “ding” or a bump on the head can be serious.
You can't see a concussion and most sports concussions occur without loss of consciousness.
Signs and symptoms of concussion may show up right after the injury or can take hours or days
to fully appear. If your child reports any symptoms of concussion, or if you notice the symptoms
or signs of concussion yourself, seek medical attention right away.

Symptoms may include one or more of the following:

+ Headaches s  Amnesia

e “Pressure in head” « “Don't feel right”

+ Nausea or vomiting » Fatigue or low energy

¢ Neck pain ¢ Sadness

» Balance problems or dizziness » Nervousness or anxiety

e Blurred, double, or fuzzy vision o [rritability

» Sensitivity to light or noise * More emotional

» Feeling sluggish or slowed down ¢ (Confusion -

s Feeling foggy or groggy ¢ Concentration or memory problems
» Drowsiness {forgetting game plays)

*» Change in sleep patterns » Repeating the same question/comment

Signs observed by teammates, parents and coaches include:

Appears dazed

Vacant facial expression

Confused about assignment

Forgets plays

Is unsure of game, score, or opponent
Maoves clumsily or displays in coordination
Answers questions slowly

Slurred speech _

Shows behavior or personality changes
Can't recall events prior to hit

Can’t recall events after hit

Seizures or convulsions

Any change in typical behavior or personality
Loses consciousness

S & » 8 5 5 & & & & & 4 & =

Adapted from the CDC and the 3" International Conference on Concussion in Sport
Document created 7/1/2011, Reviewed 4/24/2013, 7/2015, 72017, 6/2018




Concussion Information Sheet

What can happen if my child keeps on playing with a concussion or returns too soon?

Athletes with the signs and symptoms of concussion should be removed from play immediately.
Continuing to play with the signs and symptoms of a concussion leaves the young athlete
especially vulnerable to greater injury. There is an increased risk of significant damage from a
concussion for a period of time after that concussion occurs, particularly if the athlete suffers
another concussion before completely recovering from the first one, This can lead to prolonged
recovery, or even to severe brain swelling (second impact syndrome) with devastating and even
fatal consequences. It is well known that adolescent or teenage athletes will often fail to report
symptoms of injuries. Concussions are no different. As a result, education of administrators,
coaches, parents and students is the key to student-athlete’s safsty.

If you think your child has suffered a concussion

Any athlete even suspected of suffering a concussion should be removed from the game or
practice immediately. No athlete may return to activity after an apparent head injury or
concussion, regardless of how mild it seems or how quickly symptoms clear, without medical
clearance. Close observation of the athlete should continue for several hours. The Return-to-
Play Policy of the IESA and IHSA requires athletes to provide their school with written clearance
from either a physician licensed to practice medicine in all its branches or a certified athletic
trainer working in conjunction with a physician licensed to practice medicine in all its branches
pricr to returning to play or practice following a concussion or after being removed from an
interscholastic contest due to a possible head injury or concussion and not cleared to return to
that same contest. In accaordance with state law, all schools are required to follow this policy.

You should also inform your child’s coach if you think that your child may have a concussion.
Remember it's better to miss one game than miss the whole season. And when in doubt, the
athlete sits out.

For current and up-to-date information on concussions you can go to:
http://www.cde.gov/ConcussionlnYouthSports/

Student/Parent Consent and Acknowledgements
By signing this form, we acknowledge we have been provided information regarding
concussions.

Student _
Student Name (Print): Grade:
Student Signature: Date:

Parent or Legal Guardian

Name (Print):

Signature; Date:

Relationship to Student:

Each year IESA member schools are required to keep a signed Acknowledgement and Consent form and a current
Pre-participation Physical Examination on file for all student athletes.

Adapted from the CDC and the 3" International Conference on Concussion in Sport
Document created 7/1/2011, Reviewed 4/24/2013, 7/2015, 7/2017, 6/2018



[(HSA Sports Medicing Acknowledgement & Consent Form

Acknowlodgement ang - Consent

Student/Parent Consentand Acknwﬂedgémenﬁs : Lo
By signing. this form, we-acknowledge ws have besn provided information regarding concusslons and the IHSA

Performance~Enhancing Substance Poliay,

STUDENT

Student Name (Print): Grade (9-12) M

Student Signaturs; . Data: e

PARENT or LEGAL GUARDIAN | ' ' a
~ Name (Print):

Signature: Dator

Relationship fo student: __ :

Consent to Self Adminlster Asthima Medication

inols Public Apt 0_9&0?‘95 provides new dlrections for sohools concething the selfcarty and self-administration
of asthma medication by students, In order for students to cany and sel-adminlster asthma medioation
parenté or guardians must provide schodls with the following: C ST o

«  Wiitten authodization from a student's parénts or guardians to allow the student to self-catry and self-
administer the medication.

» The prescriptlon label, which must contaln the name of the asthma medloation, the prescribed tdosage
and the fime at which of ¢lreumstances under which the asthme medication Is 1o ba administered,

A full copy of the law cani be found at hitodvwww.ilia,gov/legistation/publioacts/O8/PDE/SE-0795.ndf,

Eaoh yaar IHSA nembar echools are requlred to keep a signed Atknowleddemont and Gonsent form and a surrent Pra-varticlpatio
on fita for all student athivtes, : ¢ . rhariclpaton Physiocl Examination




Grades 5 — §
Grade School Athletics

Please read and keep these
torms.

Thank you.



[MPLEMENTATION OF NHES SPORTS PLAYING
RULE FOR CONCUSSIONS

The Nutional Federation of State High School Associations (NFHS) Institutes a natlonal playing ride regarding potential head infurtes, fhe rule

requires "any player vho exhibits signg, symploms, er bekiaviors consistent with @ contussion {such as loss of consclousyiess, headugh ¢ tzziness,

confuston, or balance problems) shall be Immediately removed from the contast ond shall not return bo play untt) elegred by an q ppropriate ’
health care professional”

REFINITION OF CONCUSSION - A concussion s atraumatic brain injury that interfores with normal brain funetion. An athleis
doesnt have to loge congelongnass to ave saffered n concussion, NOTE: The persons who shalil be alert for such signs, symptoms, or beheviors
consistent with ¢ cancussfon in air othlote inshude appropiiots healtheave profussionals, coaches, officlals, pavenls, tatminotes, and, {feeneoious, the aihlete

himselfy harself,
BEHAVIOR OR SIGNS OBSERVED THAT ARE .SYMnggi ;SN];;E;EX?E;DO%TP%I&%}EF E’THAT
INDI"CAI’IV‘E QF A POSSIBLE CONCUSSION CONCUSSION
* J.oss of consciousness + Haadache T
s Appears dazed or stunned + Nausey )
» Appears confused « Balance problems or dizzhness
s Rorpels plays | » Double or fuzzy viston
+ Unsure of game, score, or oppanent « Sensitivity to Hpht or nolse
+ Moves clumslily + flaeling slugglsh
+ Answors gueations slowly + Repling fogay or groggy
» Shows behavior or personality changes + Concentration or memory problems
v Can't recall gvents prior to or after the injury « Gonfusion
PROTOGCOL

This protocol is intended to provide the mechanies to follow during the conrse of contgsts/ matches/ events when
an athlete sustains an apparent concussion. Far the purposes of this poliey, appropriate health care professionals
are defined as: physicians licensed to practice medicine in all its branches in Niinofs and certified athletic trainers,

POLICY
L. Durlng the pre-game vonference of couches and officials, the official shall rerind the head coaches thata
school-approved appropriate health care professional will need to clear for return to play any athlete removed
from a conlest for an apparent head injury, unless that injury s the result of the student-athlete losing
consciousness for ahy perlod of time, In such a situation, the student-athlete shall be removed from the
practice or contest and-will not be-allowed toreturn to-activity-that day and will be subjert to the Assoclation's

Return to Play policy,

2. The officlals will have no role In determining concussion other than the obvious situation where player is un-
conseiots or apparently wriconscious as it provided for under the previous rule. Officials will merely point out
to a coach that a player ls appavently infured and advise the coach that the player should he examined by the
school-approved health cave provider.

. 3, Ifitis conflrmed by the schools approved health care professional that the student dld notsustaina
concussion, the head coach may so advise the offftcials during an appropriate stoppage of play and the athlete
may re-enter competlﬁon pursuaitt to the contest rulss, :

4, RETURNTQPLAY POLICY
Background: With the start of the 20:10-11 school term, the NFHS implemented a new national playing rule

regarding potential head injurles. The rule requires "any player who exhibits signs, symptoms, or behaviors
consistent with a concussion (such asloss of consclolisness, headache, dizziness, confusion, or balance
problems) shall be immediately removed from the game and shall not return to play uniil cleared by an
appropriate health care professlonal.” In applying thatrulein  Mlinols, it has been determined that only
certlfied athletic tralhers and phystelans licensed to practice medicine in all {ts branches i Winols can claar an
athlete to retinn to play the day of a contest In which the athlste has been reyioved from the contest for a
posgible head injury. In casas when an athleto is not cleared to roburn to play the same day as he/she is
removed from a contest following a possible head Infory (1.e, concussion), the athlete shall not return to play or
o : {continued on next page)



practice until the athlets is evaluated by and receives written clearance from a licensed haaltheare provider to
return to play. For the purposes of this polity, licensed health care providers consist of physiclans licensed to
practice medicine in all its branches {n Hinols and certtfled athletic trainers working in conjunctton with
phystclans licensed to practice mediclne in all its branches n Minots.

B Followlng the contest, a Congussion Special Report must be filed by the contest officlal(s) with the IESA Office
through the Officials Center,

6, In cases where an assigned [ESA state finals event medical professional is present, his/her decision to not allow
an athlete to return to competition may not be overruled,

MANDATORY CONCUSSION COURSE FOR COACHES '
Senate BUI 7 {Public Act 99-245) amends the Schoo! Code and will go fn to effect for the 2016-2017 school year. The
lsgislation requires ALL interscholastic athletic coaches to take a training courss from an authorized provider at
Jeast onee every 2 years, The IBSA makes the IHEA onling concussion awareness and edueation program avatlabje
to IESA meraber schools through the IESA Mernber Center, The program includes hformation-on concnssion
awareness training concussion recognlilon, best practices for avoiding concussions, return to play guidelines, and

sub-coneussive trawna. The presentation and other supplementary materials included tn the presentation should he

revlewed by ALL interscholastic athletlc coaches prior to taking a requdred exam over the curriculum,




GConcussion Information Sheet

A conoussion ls a braln Infury and all brain Injurles are serlous. They are caused by a bump,
blow, or jolt to the head, or by & blow to another part of the body with the force fransmiited 1o the
head. They can range from mild to severe and can disrupt the way the braln normally works,
Even though most conoussions are mlld, all goncussions are potenfially serlous and may
result In eompileations Including prolonged brain damage and death I hot recognized

and managed properly. In other words, even a “ding” or a bump on the head can be serfous.
You can't ses a concusslon and most spotts concussions ocour without loss of consclousness,
Slgns and symptoms of concusslon may show up right after the Injury or oan take hours or days
o fully appear. If your child reports any symptoms of conoussion, o If you notice the symptoms
or signs of concusslon yourself, seek medical aftention right away,

Symplioms may Include one or more of the fallowlng:

e € X 4 & 9 T § # & o

Headaohes

"Pragsura In head"

Nausea or vomiting

Neck pain

Bellance probiems or dizziness
Blurred, double, or fuzzy vislon
Sensltivity to light or nolse
Fesling slugglsh or slowed down
Feefing foggy or grogdygy
Drowsiness

Change in sleep patterns

e & & 2 2 4 * B o

L4

Amnesia

"Don’t fasl right”

Fatigue or low energy

Sadness

Nervoushess or anxlety

Iritabilty

Mere emotional

Confuslon

GConcentrafion or memory problems
{forgatting game plays)

Repeating the same question/comment

Bigns observed by {eammales, parenfs and coaches Inalide:

"8 F 4 e F e T a3 s o g g

Appeirs dazed

Vacant faclal expression

Confused about assignmant

Fargets plays

ls unsure of game, 800N, OF dpponent”

Moves clumslly or displays in coordination .

Answars guestions slowly:

Slurred spesch

Shows behavior or personallty changes
Can't revall events prior to hit

Can't recall evenls after hit

Beizures or convulsions

Any change intyploal behavior or persanality
Loses conaclousness

Adapted from the CDG aind the 3" Intemational Conference on Conctsalon in Sport
Dotument created 7MI2011, Reviewed 4/24/2013, 772015, 712017, 612014



