Marquette Aca.demy

Academic Excellence in a Catﬁéﬁ'&()ommunity

May 12,_ 2025-

Dear Parents,

We are preparing for next school year at Marguette Academy Encloged in this packet you will find your
registration mformatmn and all pertinent documents you will need.

- We are offering an early registration discount of $10{) 00 to families from now until 7:00 pm on .

- Thursday, June 19. We 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 return it to

_the grade school office any time. Please be sure to include the minimum $400 registration fee. You
wﬂI receive addltmnal financial mf(n matlon via email from Mary Roberson.

The FACTS website is now open through August IS to apply for Grant & Aid. Please note if your famﬂy
mtuatlon is divorced or separated, each parent must sign up for FACTS using ¥ of the tultmn rate.

Any financial appeals will be forwarded to the review committee 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 yours,

Broeke Rick
Principal

1 Drop off dates/times for registration:
#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.

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

= Thursday, July 17 will have extended evenmg hours until 7:00 pm at the Grade School office, This will
be our final reglstratmn drop off,

*Any registration received after July 17 w1ll requlre an appomtment with Mary Mann, and will include a

$250 late fee for existing farmhes 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
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 & Elementary Campus High School Campus
1110 LaSalle St., Ottawa, IL 61350 Tl 1000 Paul St., Ottawa, IL. 61350
815.433.1199 _ 815433.0125

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 Bxcellence in a Catholic Community

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

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@marquetteacademy.net
can help you. They both work at the High School campus and work with all Marquette families. Once
we sge 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,

M Starting 2024-25 School Year--If you are an existing MA family vou should just
roll over to the new vear with the same payment plan. Therefore if vou want to
change the account they are taking out of, you will need to update YOur acecount
numbers. '

TO SIGN ON TQ THE FACTS MANAGEMENT WEBSITE:

Go to our Marguette Academy website www.marguetteacademy.net at the top of the page is
ADMISSIONS click on that and a drop down box will appear. The 7" item under Admisslons 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 entering your information,

Here Jé 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:/lonline.factsmgt.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
frack 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 ¢an 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.



>FACTS.

Tuition Management
O

N

FACTS provides flexible payment plan options to families at private and faith-based schoals. Families can hudget their tuition,
making brivate school more accassible and affardable. Our rrocass is simple, convanient, and secure.

To get up your FACTS agreement go to https:/online. factsmgt.comfsignin/aFxEd

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

Freguently Asked Questlons

* i3 my information securs? o
Yes, Your parsohal information, Including payment information, is protected with the highest security standards in the
Industry, For rmora Information on security, visit FACTSmglcom/Security-Compliance, :

* Whan will my paymeints be dus? ‘
Your payment schedule Is set by your school, and vour financial instltution will deride the time of day vour payments
are processed,

¢ What happens when my payment falls on a weekend or a holiday?
Your payment wilt be processed on the next business day.

¢ What happensif-a paymentis-returned?

Returned paymants may be subject to a FACTS returped payment fae, Watch for a returned payiment notice for
adcitional information,

* How do | make changes once my agreement is on the FACTS systam?
Changes to vour address, phane number, emall adelross, or banking inforrmatien can be made at Online FACTSmgteom or
by cortacting your school or FACTS, Any changes to Rayment dates or amounis need to be approved by the school and the
school will then need to notify FACTS. All changes must be recaivead try FACTS at [oast two business days prlor to the
autamatic payment datoe in order o affect the upcaming payrmeant,

* What is the cost to set up a payment plan?
If an enroffment fee is dug, the amount of the fee is ndicated when selting up your agreement. If applicable, the
nonrefunclable FACTS enroliment fee will be automatically processed within 14 cdays of the agreament baing posted
ter the FACTS system,

FACTS CUSTOMER SERVICE

We are committed to deing all we can to provide you with the Aighest quality customer service in the Industry, Whether you
want ko view your account online o speak with one of our highly trained customer service representatives, FACTS is dedicated
to serving you. To view your payment plan detalls, log in to your FAGTS account at Online FACTSmgt.com. Customer Caro
Reprasentatives ate also avallable to asgist you 24/7. .

Online FACTSmgt.com _ ), f‘ﬁﬁsﬂ () botoss Leveiq




Parents,

All attached '
registration forms

- need to be

com]ieted and

returned.

Thank you. -




MARQUETTE ACADEMY

Early Education & Elementary Campus
1110 LaSalle St., Ottawa, 1L
815/433-1199

Student Information:
1. Child’s Name:

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

Race or Ethnicity: (Am Indizn/Alaskan Native [ [) (Hispanic [)
(Asian []) (White/ Non-Hisp [ [} (Aftican-Am/Non-Hisp [])
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:

3. Chil@’s Name:

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

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

| High School Campus
. 1000 Paul St., Ottawa, I
815/433-0125

Parent mﬁ%@gwn

Lives with (i Tﬁ&m One): Mother Father Both

Primary Guardian:

Address: City/Zip:

Employment: Occupation:

Home Phone: Cell Phone:

‘Work Phone

E-Mail:

Secondary Guardiarn:

Address: City/Zap:

Employment Qccupation:

Home Phone Cell Phone:

fork Phone:

E-Mail:

Parish or Church You Attend:
School District in which you reside:

|
School transferring in from:




<
=
1M

L % MEDICAL INFORMATION
(sihonls ~ ONE PER STUDENT
FAITH !.N QUR FUT}Jm’ - .
STUBENT/MINOR NAME (first, middle, last):
Addrass: . Dateof Birth:
STUDENT/MINOR’S DOCTOR {first, mlddla, last); Phone!

'MEDICAL CONDITIONS: Plaase ilst any medleal tonditilons of the student/minor (asthme, diabates, epllapsy, ate.):

’ List any allergles or allargic reactions to medications of the student minor

1 ek
N

List any medications the student/minor Is presently taking:

Other pertinent madical Information:

RPate of student/minotr’s most racant tetanus shot:
IVIERICAL INSURANCE INFORMATION: Insurance Company:
Plan Number: Employea Identfication:

EMERGENCY CONTACTS: Parent or Guardfan {first, h’lldd[e‘, [ast hame):

Celh Warle: - Home: :

Other Contact: Name (first, middle, last): .

Phone-(with area code}: ) Refationship to student/minor:

AUTHORIZATION FOR EMERG ENCY WIEDICAL TREATMENT

—— ———Thisinformatlon-will be kept-n-the possesston-of the school/parlsh, Acopyrny be distribiuted totle person In oh arge of edch
trip or athiletle activity In which the student/minor participates. Should the need arlse this Information will be given to the proper
medical authotities,

[, . .. [parent/guardlan), understand that In the case of llness or tnfuiry to my child,
_fchitd's nama), the schuoi/paris;h wilttry to na‘rlfy e or the person t have Hsted as apn arnergency

contact, In case of medical emergency coneerning my child, at a time when lor my listed emargancy contact cannot be notitfied,
| grant full power to the schoel/parlsh to 1) arranga for the trﬂnsportmlon of my ch! ld, whether by ambulance or otharwise, to

a propar facllity where emergency medical treatmant would normally be adminlstered, lncludlng but not lmitad tom, an
amerganty rcomof a hospital a doctor's office, or a mrsclical clini; and 2) slgn releases as may be required |n order 1o ohtajn
any medical or surgleal teeatment as Is rétjulred In the Judgme nt of medlcal ruthorities at the facllizy,

Signature of Parent/Guardian: © Date;

Reviewnd 2-1-20)21




2. Sign releases as may be required in order fo obtain any medical or surgloal treatiment as is

T understand the risks such trips present to tay ohild, including, but not Hmited 4o, serious

Marquette Academy
PERMISSION FORM FOR SCHOOT, WALKING TRIPS

I'am the cusiodial and responsible parent/guardian of
Nane of Stodent(s) ~

Irequest that Marqueto Academy allow my school aged child{ren) to participate it walks to
various locations around the Marquette Academy Preschool/Elementary/High School campuses
nefghborhoods, The Marquette Academy teachets and-students ywill take walks to leatn about
what is cutrently being studied in class, such as the signs of changes in the seasons and teatfle

signs,

I requost that Matcuette Acadetny allow my preschool, slementary and/or high school aged -
child(ren) to participate in walks between the Marquetts Acndemy campuses for Masses, plays,
retreats, 660, I also roquest that MLA, ellow my student to particlpate in walks to WCMY Radio
Station, 216 Lafayetto Street and to srea parks, :

The activity will be supervised by at least one school smployee,
1€ ooy child is infured In any way during this trip and if T eannot be immediately contacted at the

following phonenuraber » T grant full powet to the supervising
school emplayes to do as follows;

1. Arrange for the trangportation of my child, whether by anbiflance or otherwise, to a proper
Facility where emergoncy medical treatment would nommally be administersd, including but not
limited to, a0 emergency room of n hogpital, a dootor’s office, or a medical clinic! and

required in the judgment of medical authoritiss at the facility,

persongl injury or death, Aty questions I have concerning these irips have been answered,

In conslderation for my child being allowed to make any walking trip, L hereby RELEAST AND
AGRER TO INDEMNIFY AND HOLD HARMIRESS the Diocess, the parish, ths gchool and
thelr smployees and agents, and the volunteers agsisting the school, ftam avy and all Hability for
injuries, damages, medioal capenses, or any othot loss to my child or family or me (Inctuding
attorney’s fees) arlslng from of related to my child’s participation 1n an nctivity,

Slgnaivte of Farent/Guardian T Sianaturs of PaventCuprdian -
Printed nante of Parent/Cluncdian, " Fiinted name of b nrent/Cuardian
Dato ) Date

Edition 2022




(" Sindent(s) Name(s): ‘
| © HANDBOOK AGRETMENT |

! We have read and understand the contents of the parsat/student haydbook and sigtoe to abide by the rules and expectations

| stated thereln.

i

! Student(s) Signature : _ Date
ﬁ?ent(s)/(‘ruardian(s) Signature Date

PARENT PERMISSTON FORM FOR INTERNET ACCESS

Marquetio Academy believes that the benefit to students from acoess to the Internet in the form of information Tes0Uress
and opportunitles for collaboretion far excced the disadvantages of avoess. Should a parent prefer that a siudent not have
Intornet nocess, use of the computers is still possible for more taditional purposes such as wotd processing,

Lerms and Conditiovs of Internet Aprecment ‘ ‘ o
ouy Intetnet policy that Is fourd in the handbook and will yeview this poliey with my

I have xead the Marquetts Acsd

ohlld{rend,

[ understand that the sehool does nof have contro! of the Internet content, and I realize that students may be sccidental] y
exposad to material that ls controversial or offensive while partaking in an eduocational lesson.

Lrelpase Merquette Academy from any Hability or damuages that may result from tay obildPs inappropriate o unauthoized
use of the Tnternet, : _ .

I reloase Marquette Acadamy from any Dahility related to consequences resulting from my ebdld’s wnmathorized use of fh
Internet, .

Having carefully read the school’s Internot poloy, 1 give permission for my child{ren) to have Infernet acooss at the
sehool, Twill support the school’s Acceptable Uso Polioy and reinforce it with my child(ren),

Pareni(s)/ Guardian(s) Slgnature Date

————PUBLICITY FORM

On occasion, Marquette Acadamy takes photographs or makes an audio or video tape recording of ehildren, and/or adults
involved dn schoo¥purish activitles. Such photographs or video records may be used by staff and pasticlpants to
remember the activitles or participants, In addition, sneh photographs and audio/visual recordings may be used in,
publications or advertising materials to let ofhers know about ouz school/perish, Tn addition, looal naws organtzations may
heat of out activities or eyants, and eur sohool/parish may invite or allow them to photograph of recotd our svents to be
used, distributed, or displayed as agents of the school/parish see fit, This cansent Inoludes bat Is not Hmited to:

photogtaphs, videotape, and andio recordings,

Patoui(s) uardian(s) Signhature . Date
SERVICE PROJIECT (GRADE 8)

I hereby agree that my child
duting lunch hour when needed.

may help 1 the school eafoteria

Paront(s)/Guardian(s) Signature . Date
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Dear Parents

Below are the State medical requ1rements for the upcoming school year. Please let us know if you -
have any questions. The appropriaté forms for your students are 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 updated lmmunlzatmns for the first time in preschool.

| Kmdergarten .
Complete doctor physmal with updated i 1mmumzat10ns

Complete eye exam
Complete dental examination

Grade 2:
Complete dental examination

Grade 6:
Complete doctor physical with updated i immunizations

**TESA sports preparticipation physical evaluation (if playmg sports)
Complete dental exam

Grade 5-12:

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

Concussion Information Acknowledgement and Consent Form (only 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

**JIISA sports preparticipation physical evaluation (if playing sports)

Concusgsion Information Acknowledgement and Consent Form (only parent signature requlred—lf
playlng sports). THSA form is required for grades 9-12., -

#+The IESA/IIISA preparticipation form is new from the State of Illmms This form needs to be
completed and signed by both parents and the physician completmg the physmal

New Student entering from outside Illinois:

Complete doctor physical with updated immunizations

Complete dental examination

Complete eyc exam

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

Concussion Information Acknowledgement and Consent Form (only parent signature required), TESA
form is required for grades 5-8 and IHSA. form is required for grades 9-12, |




——|Tdap;Td-or-Pediatric BT

State of lllinols Certificate of Child Health Examination

Student’s Name Birth Date | Sex | Race/Ethnicity School/Grade Level/ID#
(Mo/Day/f¥r) ’ ’
Last First Middle | :
Street Address Clty . 2ZIP Code Parert/Guardian ] Telephane (home/work)
HEALTH HISTORY: MUST BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES;: [ Yes List: _ "I MEDICATION D ves | List:
[Food, drug, insect, othar) (Prescribed or taken ona
] Ne 7 regular basis} [INo
Dlagnosis of Asthma? [ Yes [JNo Loss af function of one of palred []Yes [ No
A "
Child wakes during night coughing? [ Yes []No organs.‘ teye/ear/kidney/testicle)
- - Hospitalization? b{
Birth Defects? (dYes [INe When? What for? [lves Line
Developmental dajay? [[) Yes []No surgery? (List all) [CJes [No
Blood disorder? Hemophillia, Sickle Cell, Other? Explain. [ ves [INo When? What for.?
* Serious injury or illness? ¥
Diabetes? i []¥es [INe jury [tes [InNo
- 18 skin test positive (past/present}? Yes* N
Head injury/Concussion/Passed out? [J¥es []Ne y P (pastfp 2 [Jves* L] No 'r:f vfti rdeferto lacal
. ) TB disease (past or present)? Yes* [7] N ealth department
Seizures? What are they like?. [C]Yes [ No - e : : n [ o
- Tohateo use (type, frequency)? ¥ M
Heart problem/Shortness of breath? [JYes [[]No ; (type, frequency) Clves [Ine
- Alcohol/Drug use? Yes N
Heart murmur/High biood pressure? [ Yes [ONo 2 Clves Do
Family history of sudden death before |[] Yes [O'nNe
Dizziness or chest pain with exercise? [ ¥es []No _ age 507 {Cause?)
Eye/Vision problams? [T] Glasses [ Contacts Last exam by eye doctor [1 pental [] 8races [] Bridge [] plate [] Other
Other concerns? (Crossed eye, drooping ITds, squinting, difficulty reading) Additlonal Information:
- - - Information may be shared with appropriate personnel for health and educational purposes.
Ear/Hearing problems? ‘ [ ves [Jne ParentfGuardian
Bone/loint problem/injury/seoliosis? [Jyes [Ne 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 DOSE4 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

{Check specific type)

CTPY [ opY T1iPv [ oPv Qv LoV Cev ] opv Oy [Jopv O [JoPv

Polio (Chack spacific type)

Hik Haemophites Influenza
Type B

Pneumecoceal Conjugate

Hepatlitis B

MMR Measies, Mumps, ‘ Comments; * indicates invalid dose
Rebella

Varicelta (Chickenpox)

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

Influenza

Other: Specify Immunization
Administered/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 ahove immunization history section, put your inltials by date(s} and sfgn here.

Signature Title ' Date

Printed by Authatity of the State of Ilinols (COMPLETE BOTH SIDES) 12/23 I0C1 24047 QEED

[O-Tdap_16_ {07 | dap_{O7d_O.0T_|[J Tdap_[O-rd_L1DT_|Cl-Tdap_L Td_]-DT_| ] -Tdap_ - Td— -} DT E]chIapr]:.I'd*EI*DT* —



Student’s Name ' ‘ Birth Date | Sex School Grade Level/ID#
’ {Mo/Day/Yr) .

last First T Middle

- Certificates of Religious Exemption to Immunizations or Physician Medical Statement of Medical Contraindication

_ are reviewed and Maintained 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/NR) - **MUMPS (MO/DA/YR) HEPATITIS B {(MC/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 dccepting such history as documentation of disease.

Date of Disease - Signature . Title

3. Laboratory Evidence of Immunity (check ong} [ Measles* 0 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.
Complation of Alternatives 1 or 3 MUST be accompanled by Labs & Physiclan Signature:

PHYSICAL EXAMINATION REQUIREMENTS - Entire section below to be completed by MD/DO/APNIPA
HEAD CIRCUMFERENCE if < 2-3 years ald HEIGHT WEIGHT BMI BMI PERCENTILE B/P
DIABETES SCREENING: (NOT REQUIRED FOR DAY CARE) BMI>B5% agefsex [ ] Yes [ ] Mo And any two of the following: Family History [] Yes 7] No

Ethnic Minority |:| Yes [:I Mo Signs ofinsulin Rasistance {hyperiension, dystipldemia, potycystic evarian syndrome, acanthosls nigricans) [] Yes [] No At Risk D Yes D No

LEAD RISK QUESTIONNAIRE: Reguired for children aged 6 months through 6 years enrolled in licensed or public-schoo! operated day care, preschool nursery school and/or kindergarten,
{Blood test required if resides In Chicage or high-risk zip code.)

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

TB SKIN OR BLOOD TEST: Recommended only for children In high-risk groups including children immunosuppressed due to HiV infection or other conditions, freguent travel to or born in high

prevalence countries or those exposed to adults in high-risk categorles. See CDC guidelines. hitp://www.cdc.gov/tb/publications/factsheets/testing/TB_testing,htm,

[C] No test needed [} Test performed  Skin Test: Date Read Result: [] Positive [] Megative mm
Blocd Test: Date Reported Result: [7] Positive [] Negative Valua
LAB TESTS {Recommended) Date Results SCREENINGS Date Results
Hemoglobin or Hematocrit . Developmental Screening [] Completed [ N/A
Usinalysis - Social and Emotional Screening [T} Completed [ ] N/A.
 Sickla Cell (when indicated Other: '
SYSTEM REVIEW Normal | Comments/Follow-up/Needs Nermat | Comments/Follow-up/Needs
| Skin -d Endocrine |
Ears ! Sereening Result:  Gastrointestinal___ | [}
Eyes I:] Screening Result; Genite-Urinaty [:] LMP:
Nose ] Neurological i
Throat ] Musculoskeletal ]
Mouth/Dental 1 Spinal Exam J
CardlovascularfHTN | [7] Nutritional Status O
Respiratory W [[] Diagnesis of Asthmal Mental Health O
Currently Prescribed Asthma Medication: Other
{1 awick-relief medication (e.g., Short Acting Beta Agonist} |
7] Controller medication (e.g., inhaled corticosteroid)
NEEDS/MODIFICATIONS required In tha schoal setting DIETARY Needs/Restrictions

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

MENTAL HEALTH/OTHER Is thera anything else the school should know about this student?
If you would like to discuss this student’s health-with schoo! or school health personnel, check title: D Nurse D Teacher [ | counselor {1 Principal

EMERGENCY ACTION needed while at school due to child’s health condition (e.g., sefzures, asthma, Insect sting, food, peanut allergy, bleeding problem, diabetes, heart preblem)?
[] Yes (] No  IFyes, please describe: :

On the basis of the examination on this day, | apprave this child's participation in ) {If No or Modifled please attach explanation,)
PHYSICAL EDUCATION |:| Yes [] No [] Modified INTERSCHOLASTIC SPORTS [] Yes [] No [[] Modifled )
Print Nama .- [Iwo oo C1-AeN ] PA  Signature Date

Address Phone




% State of IMinols
{linois Department of Public Health

PROOF OF SCHOOL DENTAL EXAMINATION FORM

llnols law (Child Health Examination Cods, 77 . Adm. Code 665) states ali children in kindergarten and the second, sixth and ninth grades of any
public, private or parochial school shall have & dental examination. The examination must have taken place within 18 months prior to May 16 of
tha school year. A licensed dentist must compiete the examination, sign and data this Proof of School Dental Examination Form.: f you are unable
ta get this required examination for your child, fill aut a separate Dental Examination Walver Eorm, -

This Important examination wilt let you know if thare are any dantal problems that nesd attention by a dentist, Children need good oral health 1o
spesk with confidence, express thamselves, bs healthy and ready ta [sam. Poor aral heaith has been relatad to lower school parformance, poor: -
social relationships, and lass success later In life. For this reason, we thank you for. making this conlribution to the health and well-belng of your

child.
To be completed by the parant or guardian (please print):

Student's Name: Last First Middle Birth Date: Mentvpayrvear)
Address: Strest Gity ZIP Code
Name of School; ZIP Code Grade Level; Gender:
B Male ¥ Female
Parent or Guardian; Last Name ' First Name :
Studant's Race/Ethnicly: ] )
[ White [ Black/African American ‘ [ Hispanic/Latine O Asian
1 Native American  J Native Hawallan/Pacific islander O Mult-racial [T Unknown
O Other

To he completed by dentist:
Date of Most Recent Examination: (Chegk all services provided af this examination dats)
[ Rantal Cleaning [[]Sealant [ Fluoride treatment []Restoration of teeth due to caries

Oral Health Status {check alf that apply)
[J¥es [INo  Dental Sealants Present on Permanent Molars

[JYes []No  Carles Experience / Restoration History — Afillng (lemporary/permanert} OR a tooth that Is missing because it was
extractad as a resuit of carles OR missing permanent st molars.

[JYes [[INo  Untreated Carles — Atleast 1/2 mm of tooth structure loss at the enamel surface, Brown to dark-brown coloration of the
walls of the lasion. These crileria apply to plt and fissure cavitated lesions as wall as those on smooth tooth surfaces. If retalned
fool, assuma that the whels tooth was destroyed by carles. Broken or chipped teeth, plus teeth with ternporary flllings, are
consldered sound unless a cavitated lesion is also present.

[JYes [INo  Urgent Treatment — abscess, nerve axposure, advanced disease state, sighs or symptoms that Include pain, infection, or
swelling. .
Treaiment Needs (check all that apply}. For Head Start Agencles, please also llst appointment date or date of most recent treatment

completion date.

[JRestorative Gare — amalgams, composites, crowns, ste. Appointment Date:
[JPreventive Gare — sealants, fluorde treatment, prophylaxis Appolntment Date:
[[]Pediatric Dentist Referral Recommanded Treatmant Completion Date:

Additional comments:

Signature of Dentist License #: Date;

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

100 0600-10 Printad by Authorlty of the State of Ilinols JECDh



\ State of lllinois State of lllinois
liinols Department of Public Heaith : Eye Examination Report

Hlinois law requires that proof of an eye examination by an optometrist or physician (such as an ophthalmologist} who pro-
vides eye examinations be submitted to the school no later than October 16 of the year the child is first enrolled or as re-
quired by the school for other children. The examination must be completed within one year prior to the first day of the
school year the child entars the lilinois schoal system for the first ime. The parent of any child who is unable to obtain an
axamination must submit a walver form to the school,

Student Name

{Last} (First) {Middlo Iniial)
Birth Date Gender ___ Grade____
) {Monhth/Day/Yoeur}
Parent or Guardian
(Last) ) {First)
Phone
(Area Code}
Address
{Number} [Siraat) {Glty) (&P Code)

ARt RS T LT

T A R T O I
o Be Compietad By Examining Doctor ;
P NPT, RPIYPFRA FX PN R PR FIN R T YU TR vl 3 SRS

Case History
Date of exam

Ccuiar history: 2 Normal  or Posifive for

Medical history: QI Normal or Positive for
Drug allergies: CINKDA  orAllergic to

Other information

Examination
Distance Near
Right [Left Both | Both
Uncarrected visual acuity 20/ 20/ 20/ 20/
Best eorrected visual acuity {20/ 20/ 20/ 20/

Was refraction performed with dilation? [.Yes O No

Normal Abnormal NotAble to Assess  Comments
External exam (lids, laghes, comes, otc.) Q Qa n . .
internal exam (vitreous, lens, fundus, etc.) cl .| Q
Puplilary reflex {puplls) W Q a
Binccular function (stereopsis) | ] ]
Accaornmodation and vergence Q | Q
Color vision o Q Q o
Glaugoma evaluation a 0 |
Oculomotor assessment ] ] 0
Other ' : | Q 8]
NOTE: "Not Able to Assess" refers to the inability of the child to complete the test, not the inabllity of the docter to provide the test,
Diagnosls _ : ‘
O Normal [ Myopla U Hyperopia [ Astigmatism O Strabismus 0 Amblyopia
QOther

Page 1 Confinued on back



State of lllinols State of lllinois -
Mincis Depariment of Public Health Eye Examination Report

Recommendations )

1. Corrective lenses: QT No (O Yes, glasses or contasts should be worn for:
O Constant wear [0 Nearvision Ul Far vision
(1 May be removed for physical education

2. Preferential seating recommended; O No O Yes
Commants

3. Racommaend re-examination: O3 months (68 months T 12 months

Q Other
4,
5,
Print name License Numbet
Optometrist or physician (such as an ophthalmolegist)
who providad the eye examination G MD OOD QDO
: Consent of Parent or Guardian
| agree to release the above information on my child
Address or ward to appropriate school or health authorities.
(Parent or Guardian's Signature)
Phone (Date)
Signature Date
(Source: Amended at 32 lil. Reqg. , effactive )
Page 2
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