Marquette Academy

ﬁlcac[emzc Exce[[ence ina Catﬁolic C'ommumty

May 12 2025-‘;!_*.
Dear Parents, S

We are prepanng for next school year at Marquette Acaderny Enclosed in thls packet you Wlll find your o
_ reglstratlon rnformatton and all pertlnent documents you w1ll need : : _
We are offermg an early reglstratlon dlscount of $100 00 to fannhes from now unt:l 7: 00 pm on . ¢
- Thursday, JTune 19. Wé have several opportunities to drop off your completed packets and benefit from
the early registration’ discount.. The schedule of dates and times is listed below. ‘If you complete your - .
packet before this school year is over, you can send it in your student’s backpack or réturnitto
-the grade school effice any time. Please be sure to include the minimum $400 reglstratlon fee. You
w111 recelve addltlonal ﬁnanexal mformatlon V1a emall from Mary Roberson
The FACT S web51te is fow open through August 1St to apply for Grant & Ald Please note 1f your farmly
snuatlon is dlvorced or separated each parent must: s1gn up for FACTS using % of. the tumon rate.

Any ftnanmal appeals w111 be forwarded to the review comm1ttee on July 17 by 4 00 PM. If we recelve requests
' after th1s date and ttme the ﬁlnds may be already allocated, resulttng in no atd

T hank you Very much for your patlence and cooperatlon

B Re_spectfully-_y(}l_lrs_, -

e -

Drop off dates/tlmes for reglstratlon S ‘
*ALL COMPLETED PACKET DROP OFFS ARE AT THE GRADE SCHOOL 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 , . s -

- Thursday, June 19 w111 have extended gvening hours untll 7:00 pm at the Grade School ofﬁce Last day
for the $100 early discount. In order to receive the $100 early bird registration discount, you must
have all paperwork and reglstratron fees (mlnlmum $400) turned in by 7 00 pm.on thlS day.

. Thursday, July 17 will have extended evening hours untrl 7: 00 pm at the Grade School ofﬁce ThlS w1ll
'be our final reglstration drop off ‘

*Any reglstratlon recewed after July 17 Wlll requ1re an appomtment w1th Mary Mann, and will mclude a.
$250 Jate fee for existing famlhes All accounts must be current to reglster for the upcommg school year.

o



~ 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: 25 26 School 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 ean work 1 hour for an event or do 5 hours for one event, whatever is
" easiest 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 & Flementary Campus High School Campus
1110 LaSalle St., Ottawa, 1L 61350 1000 Pawl 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

Amdemw Excellence in a Catholic Commumty

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

We've listed be!ow how to sign up on Facts Management but if you have any questions please let us

know. Both Mary Roberson mroberson@marquetteacademy.net and Lisa Tenut '
ltenut@marquetteacademy.net can help you they are 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 net start until August or: later if coming to Marguette at a later date, But please -
$ign up on this. SIte and-choose a pavment plan and dates as as soon as possible.

.***Start:nq 2025-26 School Year** If you are an e)ustlnq MA famllv vou should
just roll over-to the new vear wuth the same payment plan. Therefore-if you want
to change the account Facts is tak!nq out 6f, vou need to update your-account
numbers & if you need to chanqe the dates, go in W|th your same password and

upd ate.
TO SIGN, ONTO THE FACTS MANAGEMENT WEBSITE:

Go to our Marguette Academv WebSI’te WWW, marquetteacademv net at the top of the page is
ADMISSIONS click on that and a drop down .box will appear.. The 71 item under Admlssmns 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
t pops up hit that and then you can begin entenng ‘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:. https lonline.factsmgt.com.

After you have flnlshed setting up your account, we will see your name in pendlng we will finalize it
and then we will enter your tuition and fee balance. After that you should see your, account by the
next day. Keep track of your Customer number or 1D number for future reference

Let Mary Roberson — mroberson@marquetteacademy. net or Lisa Tenuf — -
Itenut@marquetteacademy net know if you have any questions or need help with signing on.

Everyone has to be on Facts Management for our accountlng 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
0

1

FAGTS provides flexible payment plan optlons to families of private and faith-based schogls: fFamilies can budget thelr tuition,
making private school more accessible and affordable. Qur process Ts simple, corivenient, and secure.

To-set up your FAGTS agreement go to hitpsi/enfine factsmgt.camisignin/3FXBS

FACTS CONFIRMATION NOTICE
Cnce your information is received and processed by FACTS, you will receive a conﬁrmation notice. This notice will conﬁrm your
payrment plan information. Please check this information for accuracy, and contact your school br FACTS with any discrepancies.

Freguentiy-Asked Quéstions
° |3 my infformation secure?
Yes, Your personal information, including payment inforroation, is protected with the hlghest secur]ty standdrds in the
“industry. For more inforrmation on secunty, wsnt FAC’?Smgt com/Security—Compllance
«  When will my payments be-due? _
You? payment schedule is set by.your school, and your flnanual Jnstltutlon will decide I:he time of day your paymeris
are processed,
= What happens when my payment falls .on a.weekend or a holiday?
Youlr payrhient will be processed on the next business day.
* ‘What happens if a payment is returhed?
Returnied payments may be subject toa FACTS returned payment fee. Watch for a returned payment hotice for
additlonal information.
* How do 1 make changes once my agteement is on the FACTS system?
Changes to your address phone number. ematl adclress or banking mforrﬁ‘ation’ can b‘e’ made at Onl'me FACTSr‘hgt.c'o'm br"

school will then riead to notify FACTS All changes must be recei'u'ed by FACTS. at Eeast two buslness days prior to the
autematic payinent date. in ofdet to affect the: upcotiing paymént.

+ Whatjs thie cost to s&t up a‘paymeni plan?
If an-enrolimént fee is diig the amodint of the-fee is indicated when setting up your agreement if appficable; the.
nonrefundable FACTS enrollment fee will e autematically processed ‘within 14-days of the agreamant being posted
to the FACTS systenm. ' '

FACTS CUSTOMER 5ERVICE

We are comimitted to deing 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 our highly trained customer service representatives, FACTS is dedicated
to serving you. To-view your payment plan details, log In to your FACTS account at Online.FACTSmgt.com, Customer Care.
Representatives are also avallable to assist you 2477,

e ' SSAES pcmssuwen
Online FACTSimgt.éom : / Auptven. { b wudiprice”




~ Parents,

All attached
- reg gistration or rms -
n@ed to be '

com aa _ . o
returned.

‘ Thaﬁk you. :




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

Student Information:

MARQUETTE ACADEMY

1. Child’s Name: -
Last First Middle
Social Security No: (HSOnly): . Birth Date:

Race or Ethnicity: (Am Indian/Alaskan mesm [ (Hispanic [ ])

(Asian [ ) (White/ Non-Hisp [ 1) (African-Am/Non-Fisp [ )
Other Male: [[]/Female: [ ] Grade entering:

2. (Child’s Name:

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

Race or Ethnicity: (Am Indian/Alaskan Native []) (Hispanic [ )
(Asian []) (White/ Non-Hisp []) (African-Am/Non-Hisp [])

Other Male: [ |/ Female: [ | Grade entering:

w,b . Child’s Name:

Last  Fst . Middle
Social Security No: (HSOnly): Birth Date:
Race or Ethnicity: (Am Indian/Alaskan Native [ ) (Hispanic [_[}
(Asian []) (White/ Non-Hisp [ 1) (African-Am/Non-Hisp [])
Other ______ Male: [ ]/Female: [ ] Grade entering:

4, .. Child’s Name:

Last First Middle
Social Secuzity No: (HSOnly): Birth Date:

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

High School Campus
1000 Paul St., Ottawa, 1L
. 815/433-0125

Parent Information:

Lives with (Circle One): Mother  Father Both

Primary Guardian: .
Address: City/Zip:
Employment: Occupation:
Home Phone: . Cell Phone:
Work Phone: .

m.gww“

wmnaamaq Qanw&awu

Address: _ ___ CiylZip: |
Employment: . Occupation:
Home Phone: Cell Phone:
‘Work Phone: |

E-Mail:

Parish or Church You Attend:

School District in which you reside:

School transferring in from:




M ——

| STUDENT/MINOR’S DOCTOR (first, middle, lasth:, phona

' {& | MEDICAL m#_b;zn.nmo'm
Ailons  ONE PER STUDENT

FAITH [N QUR EUTPRE

ﬁ

STUDENT/MINOR NAME (first, middle, last):
Addrass: s o . Dateof Birthe

MEDICAL CONDITIONS: Please llst any medical tondilons of the student/minor {asthme, dighetes, ep}napsy, atc.)s

Listahy allargi'es arallarglc reactions Lo medlcations of the student minort

List any medlcationg the student/minot Is presently taking: _ | - | .

Other pertinent madical Informatlon:
Date of studant/m Inot“é most racent tetanus shot;
MEDICAL INSURANCE INFORMATION:  Insurance Company:
Plan Number: Employsa ldentificationtf;

EMERGENCY CONTACTS: Patant or Guardlan [first, middle, fast hame): L L

Cell ' ' Work: | : Home:. ' B
Other Contact: Name (first, middle, last): ‘
Phone (with area _cdde): Relationship to studant/minor:

1

AUTHORIZATION FOR EMERGENCY MEDICAL TREATMENT

This Inforrnation will be kept In the possesslon of the schoolfparish, A copy may be distribttted to the person charge o_f edch
trip or athletlc activity In which the student/mfnorparﬂc!pates Shauld the need arlse this Information wil be given to the proper

medical atithatitles.

fr . : ' [parent/gua rdlany, understand that !n the case of llness or Injury to my child,
— [chitd’s nama), the school/parish wil try tonotify mé orthe person Fhave lsted as an emargency
contact, In case of madical emergancy concerning my child, at a time when for ty listad emergency contact sannot be potifled,
| grant full power to tha school/paﬂsh to 1) drrange for the tra nsportat}on of my child, whether by ambulance or othetwiss, to

a proper facllity where emergancv medleal treatment would potmally be administered, lncluding but not Imited tom, an
energency toomn of a hospital, a doctor’s offlce, or 3 med!ca[ clinle; and 2) slgn releases as may be required In order to obtain
any medlc:al or surgical treatment as Is rétulred In the Judgment of madical authorities at the faclity,

stgnatixre prarent/anrdlan: o : ‘.' Patsz

Reviewed 7-2-2021,



Marquette Academy |
PERMISSION FORM FOR SCHOOL. WALKING TRIPS

T am the custodial and responsible parent/guardian of
. Name of Student(s)

1 request that Marquette Academy allow my preschool aged child(ren) to participate in walks to
various locations around the Marquette Academy Early Education campus neighborhood. The
Marquette Academy teachers and students will take walks to learn about what is currently being
studied in class, such as the signs of changes in the seasons and traffic signs. S

I request that Marquette Academy allow my elementary.and/or high school aged child(ren) to
participate in waiks between the Marquette Academy campuses for Masses, plays, retreats, etc. I
also request that M.A. allow my student to participate in walks to WCMY Radio Station, 216
Lafayette Street and to area parks. ‘ N '

The activity wil_l be supervised by at least one school employee..
If my child is injured in any way during this trip and if I cannot be immediately contacted at the

following phone number _ , I grant full power to the supervising
school employee to do as follows: ‘

1. Arrange for the transportation of my child, whether by ambulance or otherwise, to a proper
facility where emergency medical treatment would normally be administered, including but not
limited to, an emergency room of a hospital, a doctor’s office, ora medical clinic; and

2. Sign releases as may be required in‘.érder to obtain aniz medical or surgical treatment as is
required in the judgment of medical authorities at the facility.

I understand the risks such trips present to my child, including, but not Limited to, se‘riOuS ‘
personal injury-or death. Any questions IThave concerning these trips have been answered.

- !
In consideration for my child being allowed to make any walking trip, 1 hereby RELEASE AND
AGREE TO INDEMNIFY AND HOLD HARMLESS the Diocese, the parish, the school and
their employees and agents, and the volunteers assisting the school, from any and all liability for-
injuries, damages, medical expenses, or any other loss to my chitd or. family or me (including
attorney’s fees) arising from or related to my child’s participation in an activity.

Signature of Parent/Guardian Signature of Parent/Guardian

Printed name of Parent/Guardian - Printed narae of Parent/Guardian

Date ) ’ ) Date



- Sf:udent(s) Name(s): - 3 | |

HANDBO OIC AGREEMENT . .

We have read a:_ad undexstand the contents of the par ent!student handbook and agree to abide by the nules and expectations
stated therein . , _

Sludent(a) Signature- L Date

I;m'ent(s)/Guardian(s) Signature - Dats
PAREN T PERMISSTON FORM FOR INTERNET ACCESS

Mazquelte Acadeny betieves that the benefit to students from acooss to the Internet in the form of information resourses
and opportunities for collaboration far axoced fhe dsadvantages of avcess, Should a pareni prefer that a student not havo
Internet access, vss of the cornputers is still possible for aoore traditional prrposes such as word procesatng,

Terms and C‘bndiﬁous of Internet Agreenent )
T have read the Marquette Academy Internet pohcy that is found in the handbook ami will review thxs polioy with y
ahild{von). o _

I understand that tha 'sch_ool does not have control of the Intarnet content, and I renlize that students may be acoidentally
exposed to materfal that is controversial or offensive while partaking in an edvcationa! lesson,

I release Marquette Acadetny from any l{abikty or ds:mages that may result from my ohilds mappropnate or unauthorized

o of the Internet,

I relonse Matguette Academy from any Ha‘mhty related to consequencos rosalting from my ohild’s unzuthorized wse of the
Internet, L :

- Havmcr carefully.read the school's Intemst potey, I give- permission for-tay-ehild(ren) Lo have Tutemot-neoess at- the

school, Lwill suppon the school’s Acceptahle Use Polley and relnfores it with my ohﬂd(ren)

Parent‘(s)quardign(s) Signatm'e L Date

PUBLICITY FORM

On occaston, Mar flllﬁft@ Acadamy takos Photoglaphs or malees an audio or “ideo tapmewrchng of children and/or adults
tavolved i school/parish activities. Such photographs or video renords tmay beused by staff and partmlpants 1o

vemember the aotbvlties of patticipants, In addition, such photographs and eudiofvisual focordings ay bo used in
publicatlons or advertising materials to let others know about our sehooliperish, Tn pdditon, Loosl hews otgantzations ey
hear of vur activities ar eyents, and our school/parish may invite ot allow them to photograph or record our evends to he
wsed, dlstrlbuted, or dispiayed as agents of the school/pmish see fit. This consentincludes 13111‘- Is Iiﬂi Birited tot |

photographs, wdeotape, and audio racordmgs

Pal ant(s)f&mdian(s) S1gnatm'e \  Date

. SERVICE PROJECT (GRA])E 8)

X heteby agree that my cbild _
durtng hunoh. hour when needed,

may belp in the school cafeteria

Parent(s)/CGuardian(s) Signature - - Date .



Grades 9 — 12
High School Athletics

Please return these forms
signed.

- Thank you.



Marquette Academy High School - Athletic and Spm'tin'g Events
Parental/Guardian Congent Form and Linbility Watver

Student's Name:

Birth Date: Gender:

- Parent/Guardlgn’s Name:

Home Address:

Homa Phone: Work #; Call #'s:

* Roquest for Permission:

As paresit andfor logal guavdian, [ give permission for my son/daughier named above to participats in
“interscholastic athletics in the following sports during the current acadernie year;

__. Baschall | . Baskotball .~ ____ Bcholastic Bow).
__ Softball , _ Crogs Counfry v Bootball

. Volieyball —.  Cheetloading . Goif

. ‘Track & Field — Wrestling . Denos Team
. Othen;

As parent and/or legal guardian, I retnain legally responsible for any personal actions taken by the above named
minor (“partictpant™). '

1 s aware that partioipating in sports will involve itavel to practives and games. Tackuowledge and accept the
sl involved with nyy child’s travel. T fwther understand that participation fn sports presents to my child the
sk of havm, including, but not limited to, serfous personal injury or death. Any questions I have concerning
my obdld’s partleipation have been answored,

In constdetation of my child being allowed to particlpate i1 the spori(s) indicated above, 1 hereby RELEASE
T TTARNDAGRER TO INDENNIFY AND HOTIY HARMEESS the Cathiolie Dioeése of Peoria, the parishes the —
sthool, voaches, chaperones, volunteers or reprosentatives agsoclated with the event, and their employees and
agents, from any and sl Hability for injuries, damages, medical expenses, or any other Ioss to my child or
family or me (including aftorneys’ foes) arlsing from or related to my child’s participation, Additionally, X pive
my consent and apptoval for tay obild’s siame and picture to be printed dn any sports progra, publication or

video.

As g pacent/guardian, I finther seknowledgo that T am arole model, Xwill remember that sohool athletics is an
gxtension of the olassroom, offering fnaportent learning experiences for the stidents, Therefore, L will show
respeot for all players, coaches, spectators, and officials, 1'will only partlcipatein cheets that suppoit,
encourage atd uplift the tears involved. Iunderstand the spirlt of fhir play end good sportsmanship expeoted
Yy & Cathole school, and acéepts the responsibility that comes with belng o paront/guardian of a student athlcte.

- Parent Siptature: _ . Dato

Parent Signature: ' ~ Dale:




: A IHSA Sports Medicine Acknowledgement & Consent Form

TuLta; GE SCHODL 4830

Acknowledgement and Consent

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

Performance- Enhancmg Substance Policy.

STUDENT

Student Name (Print): Grade {(9-12) __
Student Signature: 7 Date:

PARENT or LEGAL GUARDIAN

Name (Print):

Signature: Date:

Relationship to student:

Consent to Self Administer Asthma Medication

Hlinois Public Act 098-0785 provides new directions for schools concerning the self-carry and self-administration |
of asthma medication by students. In order for students to carry and self-administer asthma medication,
parents or guardians must provide schools with the following:

e Written authorization from a student's parents or guardians to allow the student to self-carry and self-
administer the medication.

» The prescription label, which must contain the name of the asthma medication, the prescribed dosage,
and the time at which or circumstances under which the asthma medication is to be administered.

A full copy of the law can be found at http://www.ilga.gov/legislation/publicacts/98/PDF/098-0795. pdf.

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




Grades 9 — 12
All High School
Students

Please sign and return
these forms.

Thank you.- -



PERMISSION FORM FOR PARTICIPATION IN
MARQUETTE ACADEMY
CHRISTIAN SERVICE LEARNING PROGRAM
GRADES 9-12

I am the custodial and responsible parent/guardian of

I understand that the completion of 30 hours per year for the Christian Setvice Learning Program
is a requirement befote final exams as well as for graduation from Marquette Academy, '

] understand that participation in acceptable project(s) is at the discretion of my son/daughter -
with my approval and that Marquette Academy assures no responsibility for accident or injury
involving the student and othets while participating in a project outside school hours and not
supervised by school personnel. : ' .

I understand the risks such participation presents to my child, including but not limited to,
serious personal injury or death. Any questions I have concerning the program have been
answered.

In consideration of my child being allowed to participate in this program, I hereby RELEASE
AND AGREE TO INDEMNIFY AND HOLD HARMLESS the Diocese of Peoria, the parish,
the school and their employees and agents, and the volunteers assisting the school, from any and
all liability for injuries, damages, medical expenses, or any other loss fo my child or family or me
(including attorneys’ fees) arising from or related to my child’s participation in this program,

T understand that the supetvisor of this i}roject will keep an accurate record of this student’s
hours and will, at the completion of the project, evaluate the student’s performance,

Parent/Guardian

Date_



MARQUETTE ACADEMY HIGH SCHOOL
CONSENT FORM REQUIRED OF ALL
PARENTS AND STUDENTS

I/We have read the policy statement regarding the mandatory screening for drug usage that is
required of all students in attendance at Marquette Academy High School,

1/We understand that the school will request a hair sample of our son/daughter for the purpose of
this screening and Ifwe agree that our son/daughter will submit a sample upon request at any
time. I/We agree to the methodology being used for hair sampling and sharing the results with
appropriate persons referred to in the policy, I/'We further agree to defend and indemnify the
high school and the Diocese of Peoria, their employees and agents, against any demands or
claims of any type whatsoever (including the cost of attotney fees) asserted or based upon any
liability arising in any way from or related in any way to the Drug Screening Program, or any
acts, errots, or omissions relating thereto, by the student identified below whose attendance at the
high school is conditioned upon execution of this consent.

I/We understand that failure to comply with this policy in any part or in whole constitutes cause
for immediate dismissal from the school.

I/We agree to abide by the terms mandated by this policy if our son/daughter tests positive for
the presence of a prohibited substance and will cooperate fully in obtaining an immediate
agsessment from a substance abuse professional, Furthermore, I/we agree to also cooperate with
the particular plan of treatment or tecovery that is recommended for our son/daughter,

I/We fully understand that refusal to sign this consent form renders our son/daughter ineligible
for attendance at Marquette Academy High School.

Student’s Name:
Student’s Signéture: ' Date:
Parent/Guardian Signature: Date:

Parent/Guardian Signature: ' Date:




Grades 9 —12 _
- High School Athletics

Please read and keep these
forms.

Thank you.



A IHSA Sports Medicine Acknowledgement & Consent Form

e

Concussion Information Sheet

A concussion is a brain injury and all brain injuries are seriolis. 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 not recognized and

managed properly. In other words, even a "ding” or a bump on the head can be serious. You
can't see a concussmn 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

“Pressure in head” * “Don’t feel right”

Nausea or vomiting ¢ Fatigue or low energy

Neck pain e Sadnhess

Balance problems or dizziness s Nervousness or anxiety

Blurred, double, or fuzzy vision o Iritability

Sensitivity to light or noise » More emotional

Feeling sluggish or slowed down s Confusion

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:

® & & & 2 9 & O " & S "

Appears dazed

Vacant facial expression

Confused about a53|gnment

Forgetis plays -

Is unsure of game, score, or opponent
Movas clumsily or dispfays incoordination
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




A IHSA Sports Medicine Acknowledgement & Consent Form
a8 54 3TR00L R0 . :

Concussion Information Sheet (Cont.)

What can happen if my child keeps on plaving 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 oceurs,
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 safety.

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 Youth Sports Concussion Safety Act requires athletes to complete the Return to Play
(RTP) protocols for their school prior 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.

You should also inform your child’s coach if you think that your Chiid 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/iConcussioninYouthSports/

Adapted from the CDC and the 3 International Conference on Concussion in‘Spor
Document created 7/1/2011 Reviewed 4/24/2013, 7/16/2015, July 2017



IHSA Sports Medicine Acknowledgement & Consent Form

=
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IHSA Performance-Enhancing Substance Policy

In 2008, the IHSA Board of Directors established the association’s Performance-Enhancing Substance
(PES) Policy. A full copy of the policy and other related resources can be accessed on the HSA Sports
Medicine website. Additionally, links to the PES Policy and the association’s Banned Drug classes are
listed below. School administrators are able to access the necessary resources used for policy
implementation in the IHSA Schools Center.

As a prerequisite to participation in IHSA athletic activities, we have reviewed the policy agree that Ifour
studentwill not use performance-enhancing substances as defined by the policy. We understand that failure
to follow the policy could result in penaities being assigned to me/our student either by the my/our student’s
school or the IHSA. _ :

IHSA PES Policy
http://Mww.ihsa.org/documents/sportsMedicine/2017-18/2017-18 PES policy.pdf

IHSA Banned Drug Classes
http:/fwww.ihsa.org/documents/sportsMedicine/current/IHSA Banned Drugs.pdf
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Dear Parents,

Below are the State medical requirements for the upcoming school year. Please let us know if you
have any questions. The appropriate forms for your students ate 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 up dated immunizations for the-first time in preschool,

Kinder 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

*+*IESA sports preparticipation physical evaluation (if playlng sports)
Complete dental exam

Grade 5-12:

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

Concussion Information Acknowledgement and Consent Form (only parent mgnature required-if
playing sporis) IESA form is required for grades 5-8. IHSA form is required for grades 9-12,

Grade 9:

Complete doctor physical with updated immunizations

Complete dental examination

*+JHISA sports preparticipation physical evaluation (if playing sports)

Concussion Information Acknowledgement and Consent Form (only parent signature requlred if
playing spotts). IHSA form is required for grades 9-12.

**The IESA/THSA preparticipation form is new from the State of Illinois, This form needs to be
completed and signed by both parents and the physician completing the nhvsncal

New Student entering from outside Illinois:

Complete doctor physical with updated immunizations

Complete dental cxamination

Complete eye exam '

IESA/THSA sports preparticipation physical evaluation (if playmg sports in grades 5n 12)

Concussion Information Acknowledgement and Consent Form (only parent signature required). IESA
form is required for grades 5-8 and IHSA. form is tequired for grades 9-12. o




) Stato of inols. " Certificate of Child Health Examination

Student's Name Birth Date | Sex | Race/Ethnicity Schocl/Grade Level/ID#
[Mo/Day/¥r) . ,
Last ‘ First Middle » e '
Street Address City . 2IP Cade Parent/Guardian A Telephene (homelwork)
HEALTH HISTORY: MUST BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES [] Yes List: MEDICATION []Yes List:
|Foad, drug, Insect, other) ’ [Praseribed or taken ona
[ Ne ‘ - | regular basis) ONe -
Diagnosis of Asthma? [1Yes [JNo " | Loss of function of one of paired [QYes [Ino
Child wakes during night coughing? [JYes [No ) organs? {eye/ear/kidney/testidle)
- S . Hospitalization?
Birth Defects? [Jyes [INo Whgn-? \:‘f'halt for? [ ves |:|.No
Developmental delay? ' g ¥es [Oha © - |surgery? (Listall) . dves [JNo
Blood discrder? Hamophilia, Skckle Calf, Other? Explain. ! Yes [CIne When? What fur? : .
. . ot F——

Diabetes? - [Tres CJnol erious Injury or iliness? [Jves [1Ne

- —_ T8 ski iti * " a j
Head injury/Concassion/Passed out? []Yes [INo . skin test positive {past/present)? [ Yes* [JNo . *if yes, refer to local
‘ : : 47 - 1B diseas i £)? * health depa
Seizures? What are they like?. [ Yes [ING fsease {past o present) Clves* CIno epartment
- " | Tobaceo use A cy)? ;
Heart problem/Shortness of breath? [CJYes []No obacco use (type. frequency) [ves CINo

’ - ' Alcohol/Drug use?
Heart murmur/High bload pressure? [Jyes []No b :: i Ll¥es [Ine
- - gamily history of sudden death before i
Dizziness or chest pain with exercise? [}yes []No " age 53? (C;Jza?) neen efore |[_Jves [Tna
£ve/vlslun problems? E| Giasses [] Contacts Last exam by aye doctor [] bental [ Braces [] Bridge [] Plate 7] Other
Other concerns? [Crossed eye, drooping lids, squfntlng, difficulty reading) Additional Infdrmation;
tnformation may be shared with appropriate DErsnnneI for health and educational
7 . . purposes,

Ear/Haaring problems? ] Yes [ Mo - parent/Guardian .
Bonefloint problem/mjury!scollosls’-‘ ' [yes Mo . Signatures: . " Date:

IMMUNIZATIONS: To be completed by health care provider. The mo/dayfyr for every dose administerad is required, I a specificvaccine is medtcally
contraindicated, a separate written statement must be attached by the health care provider responsible for completing the heaith examination

:| explaining the medical reason for the contraindication,
REQUIRED . DOSE1 DDSE2 " DOSE3 DOSE 4 DOSE 5 DOSE 6
Vactine/Dosa MO DA YR MO DA YR MO DA YR ° MO DA YR MO DA ¥R MO DA YR

DTP or DTaP |
Tdap; Td or Pediatric DT Tl Tdap [ITd 10T {0 Tdap []7d (0T [d¥dap [J7d {107 |Clvdap C17d C}OT JE1Tddp [376 CJ 0T | vdap O T4 Ll ot
(Check specific type} - ! . ‘
R B SLAMEL. By [1OPY v ] opv Oy CJopy Oy - [Jopy

Palio [Check specific type)

Hib Haemophiles Influenza
Type B

Pnzumococcal Conjugate

Hepatitis B
MMR Measlas, Mumps, : ‘ Comments: * indicates invalid dose
Rubella o

varicella {Chickenpox)
Meningococeal Conjugate
RECOMMENDED, BUT NOT REQUIRED Vaccine/Dosa

Hepatitis A
HPV

Influenza

Cther: Specify Immunization
| Administerad/Dates

Health care pravider (MD, DO, APN, PA, school health professianal, health official) verifying above immunization histary must sign below.
if adding dates to the above Immunizatlon history section, put your Initials by date{s) and sign here,

Signature Title : ] - Date

printed by Authority of the State of lllinols (COMPLETE BOTH SIDES) . 12/ ’ 1001 24547 (BT




Student’s Name - : - - Birth Date | sex Schoo! - Grade Level/ID#
‘ (Mo/Day/Yr} . )

Last First Middle

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

ALTERNATIVE PROOF OF IMMUNITY

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

2, History of varicella (chickenpox) disease is acceptable i verified by health care provider, schoo! health professfonal or health official. Person signing below
verifies that the parent/guardian's descrlptlon ‘of varicella disease history is indicative of past Infection and s 2ccapting such [-ustory as documentation of disease.

Data of Disease : Signature. . Title

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

*All measles casés diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence.
**All mumps cases diagnosed on or af‘terJuly 1, 2013, must be confirmad by Iaboratory evidence,

Physician Statements ‘of Immunity MUST be submitted to IDPH for review,
Completion of Alternatives 1 or 3 MUST be accnmpanied by Labs & Physician Signature:

PHYSICAL EXAMINATION REQUIREMENTS - Entire section below to be completed by MDIDOIAPN/PA
HEAD CIRCUMFERENCE if <2-3yearsold HEIGHT © WEIGHT BMI BMI PERCENTILE B/P
DIABETES SCREENING: (NOT REQUIRED FOR DAY CARE) BMI>85% age/sex [d¥ss [JNe  Andany two of the following: Family History [ Yes [ o

Ethnic Minority 7] Yes [_] No Signs of Insulin Resistance [hypertensicn, dystipidemia, polycystic ovarian syndrame, acanthasis rigricans) [ Yes I Ne - AtRrisk dyes O No

LEAD RISK QUESTIONNAIRE: Required for children aged 6 months through 6 years enrofled in Iicensed or public:school operated day care, preschool nursery scheol and/or kindergarten,
(8locd test required If resides in Chicago or high-risk zlp code.) .

Questionnaire Administered? [T Yes [J No Blood Test indicated? [7] Yes [] Mo - Blood Tast Dite . Result

—————

T8 SKIN OR BLOOD TEST: Recommendad only for chitdren in high-risk groups including children immunosuppressee due to HIV infection or other conditions, frequent travel to or barn in high

prevalence countries or those exposed te adults in high-risk-categories. See CDC guidelines. http:f fwww.cdc, gov/th/publications/factsheets/testing/TB_testing.htm,

[ Notest needed [] Test performed  SkinTest:  Date Read _ Result:[] Positive [] Negative mm
Blood Test: Date Reported ResuIF:D Positive [] Megative . Valus ‘
LAB TESTS [Recommended). | - Date _ Results . SCREENINGS : Date Results
Hemeoglobin or Hematocrit - ] . Developmental Screening D Completed [ N/A 7
Uripalysis ‘ : Social and Emotidnal Screening ' £] Completed [7] N/A
Sickle Cel! (when'indicated . Cther: ' ’
SYSTEM REVIEW *_ | Norma! | Comments/Follow-up/Needs ‘ Normal | Comments/Follow-up/Needs
15kin - ‘ Endacrine O -
Ears il Screening Result: . Gastrointestinal O
Eyes ] Screening Result: : Genito-Urinary | LMAP:
Nose D ' Neurological |:|
Throat ‘ W Musculosketetal |
Mouth/Dentat A Spinal Exam |
cardiovascutarf/HTN] [ Nutrltlonal Status 1
Respiratory J {7] Diagnosis of Asthma| Mental Health Il
Cucrently Prescribed Asthma Medication: ) E Other
|:| Quick-reliéf medication (.., Short Acting Beta Agonist] 0
[7] Controiler medication (e.g, inhaled corticosteroid}
NEEDS/MODIFICATIONS required [n the school setting | . DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES (e.5., safety glasses, glass eye, chest protector for arrhythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletic suppart/eup)

M_ENTAL HEALTH/OTHER Is there anything else the school should know abaut this student?
I you would like to diseuss this student’s health with schaol or school health personne!, check title: D Nurse D Teacher D Counselar D Principal

EMERBGENCY ACTION needed while at school_due ta child’s health condition {e.g., selzures, asthma, insect sting, food, peanut allergy, bleeding problem, dlabetes, heart proﬁ[em)?
[ Yes [ No  Ifyes, please describe: i

On the hasis of the examination on this’ t{gy, I approve this child’s participation in- ' (If Mo or Modified please §ttach explanation,}
PHYSICAL EBUCATION [] Yes [ No [] Modified INTERSCHOLASTIC SPORTS [] Yes [J Na [] Madifled
Print Name -~ Twme oo [Japn O ra Signature Data

Address ) . Phone



w4\ State of llinols
lliinols Department of Public Health

PROOF OF SCHOOL DENTAL EXAMINATION FORM

‘Health Examination Code, 77 1l Adm. Co_dé 665) states all children In kindergarten and the secand, sixth and ninth grades of an
ool shall have a dental examination, Tha examination must have taken place within 18 months prior to May 15 of /
sign and date this Proof of School Dental Examination Ferm.: If you are unable

llnols law (Child

pubtic, private or parochial sch
the school year. A licensad dentist must complste the examinaiion,
ta get this required examination for your child, fill out a separate Denlal Examination Walver Form.

ortant examination will let you know if there are any dental problems that reed attention by a dentist. Children nead good oral health 1o
themselves, be healthy and ready to learn. Poor oral health has baen related to lower school performance, poor - -
later In lifa. For this reason, we thank you for making this contributien to the health and well-baing m’l your

This imp
speak with confidence, express thef
sacial relationships, and less sUccass

chitd.

To be complsted by the parent or guardian (please print):
Student's Name: Last First Middle Birth Date: Montivosyvesr)
Address: Streat CHy . ZIP Code

{ Name of Schook: ZIP Code Grada Level: Gender:

_ _ 3 Male ¥ Female

Parent or Guardiarn: Last Name First Name :
Student's Race/Ethnicity. | _ _ ]
T White {7 Black/African American . © "0 Hispanic/Latina ' O Asian
O] Native Amerlcan L1 Nafive Hawalian/Pacific Islander [ Multi-racial . [T Unknown
1 Other -

To he completed by dentist:

Date of Most Recent Examinaticn:___ (Check all services provided at this oxaminatien date)
[] Pentaf Cleaning [lSealant - [ Fluoride treatment [ ] Restoration of teeth due 1o caries

Oral Health Status {check all that apply)
[C]Yes [JNo  Dental Sealants Present on Permahent Molars

[OYes [INo  Carles Experience / Restoration History — A filling ({emporaryfpermanent) OR a tooth that [s missing because It was
exfractad as a resuit of carfes OR missing permanent 1st molars,

[JYes [JNo  Untreated Cario$ — At least 1/2 mm of tooth structure loss at the enamel surface, Brown to dark-brown coloration of the
) walls of the leslon. These criterta apply to plt and fissure cavitated leslons as well as those on smooth tooth surfaces, If retained
root, assume that the whoia tooth was destroyed by carles. Broken or chipped teelh, plus teeth with temporary fillings, are

considered sound unless a cavitated lsslon ls also present.

[(JYes [_INo Urgltlalnt Treatment — abscess, nerve exposure, advanced tisease state, signs or symptoms that Include paln, infection, or
swelling. . '

Treatment Needs {check all that apply). For Head Start Agencles, please also list appaintment date or date of most recent treatment

completion date.

[IRestorative Care -— amalgams, composites, crowns, ete, Appolntment Date;
[] Preventive Care — sealants, flucride treatment, prophylaxs Appo'lntment Date;,
[ Pedlatric Dentist Referral Recommaended _ Treatment Campletion Date:

Additional comments:

Lloense #: Dale;

Signature of Dentist

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

1O0] 080010 Printad by Authodly of the State of linols



