
 
UNPACK THE BACKPACK NIGHT 

Tuesday, August 27, 2019 

6:00pm in the Lostant School Gym 

Introduction of Staff and School Board Members 

State of the School Address 

 
All families and community members are invited. Dinner is free to everyone. Please 

visit our classrooms. Volunteer forms and P.T.O. information will be available as well. 

First Day of School 
Wednesday, August 28, 2019 

8:30am – 1:30pm 

Breakfast and Lunch Served 
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315 W 3rd Street  •  Lostant, Illinois 61334 

Phone (815) 368-3392  •  Fax (815) 368-3132 
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Proof of Residency 
School Year: 2019 – 2020  

 
Name of Lostant Resident _______________________________________________ 
 
Address of Lostant Resident _____________________________________________ 
 
Relationship to Student(s) _______________________________________________ 
 
Student Name ________________________________________________________  
 
Student Name ________________________________________________________  
 
Student Name ________________________________________________________  
 
Student Name ________________________________________________________  
 

For Office Use Only 
Please check any two documents presented as proof of residency. 

 
 _____________ Water Bill 
 
_____________  Electric Bill 
 
_____________  Gas Bill 
 
_____________  Tax Bill 
 

 
 _____________ Telephone Bill 
 
_____________  Rental lease agreement 
 
_____________  Mortgage statement or coupon 
 
 
                                  School Official _______________ 
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P.E. Uniform Order Form 
Grades 5-8 

 
If your child has shorts and shirts from past years, these may be used again this year. If you are a new student, a 5th or 6th 
grade student, or have out-grown your P.E. clothes, please complete this form and we will place your order. P.E. clothes will 
be passed out on the first day of school.  
 
Student Name: ________________________________________________________ Grade: _____________ 
 

 Sizes 
(Please note quantity of order on the line) 

Total Cost 

SHIRTS   
______ YM ($7.00)      ______ L ($7.00) 
 
______ YL ($7.00)       ______ XL ($9.00) 
 
______ S ($7.00)         ______ XXL ($9.00) 
 
______ M ($7.00)        
 

 

SHORTS 

 

 
______ YM ($10.00)      ______ L ($10.00) 
 
______ YL ($10.00)       ______ XL ($12.00) 
 
______ S ($10.00)         ______ XXL ($12.00) 
 
______ M ($10.00)        
 

 

 

 
Gym shoes are needed however the style and 
brand are up to you. Please send gym shoes 
that fit properly for running, jogging, walking, 
and playing sports.  
 

 

 

 
Students will need a lock for their gym locker. 
Keyed or dial is whatever works best for the 
student. Please send the lock on the first day of 
school.  
 

 

 
     Total Amount Due: ________________________ 

 
PAYMENT MUST BE ATTACHED!  









 

K-8 Transportation  

My child(ren) will require transportation service. 

Name of child(ren) _____________________________________ 

   _____________________________________ 

   _____________________________________ 

   _____________________________________ 

Pick up and drop off address: _____________________________________   

     _____________________________________ 

 
________________________________ 

Parent Signature           
 

 

High School Transportation 

Name of child(ren) _____________________________________ 

   _____________________________________ 

Pick up and drop off address: _____________________________________   

     _____________________________________ 

PC and LP town students are picked up and dropped off at Lostant School. 
Please write Lostant School on the above line if you live within 1.5 miles of the 
school. 
 

_____My child(ren) DO NOT need bus service to and from the high school. 

 
________________________________ 

Parent Signature           
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Date:  2019 – 2020 School Year 
 
To: Parents and Staff 
 
Re: Annual Asbestos Management Plan Notice 
 
From:  Dr. Sandra Malahy, Superintendent 
 
 
This is to inform you of the status of Lostant CUSD #425 asbestos management plan. It has been determined by 
the Illinois Department of Public Health and the Federal Environmental Protection Agency that asbestos is a 
potential health hazard and precautions should be taken to avoid disturbing any asbestos containing materials.  
 
As required, our building was initially inspected for asbestos. Our inspection was conducted on September 7, 1988. 
The AHERA law requires that a visual surveillance of asbestos containing areas be completed every six months 
and a re-inspection conducted every three years. Any evidence of disturbance or change in condition will be 
documented in the Management plan as required.  
 
The Inspection/Management Plan is available for public review in the Lostant CUSD #425 office. Should you wish 
to review the plans, please call the district at (815) 368-3392 to make an appointment between 9:00am – 2:00pm. 
 
Any concerns relative to asbestos containing materials should be directed to Dr. Sandra Malahy, Superintendent at 
315 W. 3rd Street, Lostant, Illinois 61334.  
 
 
Educationally yours, 
 

 
Dr. Sandra Malahy 
Superintendent 
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Parent Notification Letter 
Asbestos 

 
 
 
I, _____________________________________, do hereby attest that the attached asbestos  
                                                (name) 

 
notification has been distributed at registration to me on ______________________________. 
                                                           (date) 

 
 
 
 
___________________________________________ 
                                          (signature) 
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Date:  2019 – 2020 School Year 
 
To: Parents and Staff 
 
Re: Annual Pest Control Management Plan Notice 
 
From:  Dr. Sandra Malahy, Superintendent 
 
 
This is to inform you that Lostant CUSD #425 contracts with Kendrick Pest Control for the management of a 
monthly interior spray for pests. An Integrated Pest Management Plan is on file in the school office.  
 
 
Any concerns relative to pest control should be directed to Dr. Sandra Malahy, Superintendent at 315 W. 3rd Street, 
Lostant, Illinois 61334, or by phone at (815) 368-3392 
 
 
Educationally yours, 
 

 
Dr. Sandra Malahy 
Superintendent 
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Parent Notification Letter 
Pest Control 

 
 
 
I, _____________________________________, do hereby attest that the attached pest control  
                                                (name) 

 
notification has been distributed at registration to me on ______________________________. 
                                                           (date) 

 
 
 
 
___________________________________________ 
                                          (signature) 
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To: Parents/Guardians 

Re: Annual Sexual Abuse Notice 

From:  Dr. Sandra Malahy, Superintendent 

The U.S. Department of Justice, National Sex Offender Public Website provides up-to-date information on 
education and prevention of sexual abuse for parents and guardians to use as talking points. Topic include, but are 
not limited to:  

 Talking to Your Child
 Recognizing Sexual Abuse
 Help and Support for Victims
 Common Questions
 Resources and Materials
 Facts and Statistics

The website address is: https://www.nsopw.gov/en-US/Education/ResourcesMaterials 

The Lostant CUSD #425 school psychologist is also available to assist with counseling related to sexual abuse. 
Please call the school office at (815) 368-3392 to contact the school psychologist.  

Educationally yours, 

Dr. Sandra Malahy 
Superintendent 









Student Medical Authorization Form 

Required when a student needs to take prescription and non-prescription medication to be taken at school. 

 

____________________________________________  _______________ ______________ ___________ 

Student’s Name       Birth Date  Date 

 

School medications and health care services are administered following these guidelines: 

 Physician/prescriber signed and dated authorization to administer the medication 

 Parent/guardian signed and dated authorization to administer the medication 

 The medication must be in the original labeled container as dispensed or the manufacturer’s labeled container 

 The medication label must contain the student’s name, name of the medication and directions for use and date 

 Annual renewal of authorization and immediate notification of changes is required. 

 

Physician Authorization: 

 

___________________________ _______________ _______________________ 

Medication/ Treatment   Dosage   Time to be Administered 

 

__________________________________ ____________________________________ 

Intended Effect of Medication/Treatment Side Effects (if any) 

 

________________________________________________________________________ 

Other Medication the Student is Taking 

 

May the student self-administer the medication under the supervision of a school nurse or school designee? ____ Yes ___ No 

 

Administration Instructions: 

________________________________________________________________________ 

________________________________________________________________________ 

 

Date to Discontinue, Reevaluate or Follow Up: 

 

__________________________________ 

 

__________________________________ ____________________________________ 

Physician’s Signature    Date Signed 

 

__________________________________ ____________________________________ 

Physician’s Emergency Phone Number Physician’s Address 

 

Parent Authorization: 

 

I hereby acknowledge that I am primarily responsible for administering medication to my child.  However, in the event that I am 

unable to do so or in the event of a medical emergency, I hereby authorize Lostant CUSD 425 and its employees and agents, on my 

behalf and stead, to administer or to attempt to administer to my child or to allow my child to self-administer while under the 

supervision of an employee or agent of the School District, lawfully prescribed medication in the manner described above.  I 

acknowledge that it may be necessary for the administration of medication to my child to be performed by an individual other than a 

school nurse and I specifically consent to such practices.  I further acknowledge and agree that when lawfully prescribed medication is 

so administered or attempted to be administered, I waive any claims that I might have against the School District, its employees and 

agents arising out of the administration of said medication.  In addition I agree to hold harmless and indemnify the School Districts, its 

employees and agents, either jointly or severally, from and against any and all claims, damages, causes of action or injuries incurred or 

resulting from the administration or attempts at administration of said medication. 

 

__________________________________ ____________________________________ 

Parent’s Signature    Date Signed 

 

__________________________________ ____________________________________ 

Parent’s Phone Number   Parent’s Emergency Phone Number 

 

Additional Information: 

________________________________________________________________________ 



Authorization for Student Self-Medication Form 

 

(Required if student has authorization to self-administer asthma medication and/or an Epinephrine Auto-Injector) 

 

School Year:  _________________________ 

 

Student’s Name:  _________________________________ Birth Date: _____________________ 

 

School: Lostant CUSD 425 

 

Physician, Physician Assistant or Advanced Practice RN Authorization: 

I certify that this student has been instructed in the use and self-administration of their emergency asthma medication 

and/or Epinephrine auto-injector (or EpiPen®). He/She understands the need for the medication and the necessity to 

report to school personnel any utilization of the medication and/or any unusual side effects.  He/She has been given 

instructions and is capable of using this medication independently. 

 

1. Will this student self-carry medication? 

 _______ Yes _______ No 

 

2. Will a second set of medication be kept in the health office at school? 

_______ Yes _______ No 

 

__________________________________ ____________________________________ 

Prescriber’s Signature    Date Signed 

 

__________________________________ ____________________________________ 

Prescriber’s Emergency Phone Number  Prescriber’s Address 

 

Parent Authorization: 

I hereby authorize my son/daughter, to self-administer the above referenced medication at school, school-sponsored 

activities, while under the supervision of school personnel, and before/after normal school activities such as before/after 

school care on school operated property. (We recommend that you provide an additional dose of the medication to be kept 

at school in the event that your child forgets or loses his/her medication.) 

 

I agree to indemnify and hold harmless the School District, its Board of Education and the Board’s members, officers, 

employees and volunteers from any claim, liability, loss or expense including reasonable attorneys’ fees, suffered by any 

of the foregoing  and arising out of a claim related directly or indirectly to my son/daughter’s self-administration of the 

above referenced medication or brought by me, any other parent or guardian of my student or another student, or by or on 

behalf of my student or another student. We understand that the School District and foregoing individuals are to incur no 

liability as a result of any injury arising from the self-administration of medication, provided, however, this indemnity and 

hold harmless commitment does not apply to the willful and wanton conduct of the foregoing. 

 

Parent Signature:  _____________________________  Date: _________________ 

 

Student Authorization: 

I agree to: 

• Demonstrate correct use of the inhaler or Epinephrine auto-injector using a trainer/demonstrator to the registered nurse at 

school. 

• Never share the inhaler or Epinephrine auto-injector with another person. 

• Notify a teacher or other responsible adult if there is not marked improvement in my breathing within several minutes 

after two puffs of the inhaler. 

• Immediately notify a teacher or another responsible adult if I use my Epinephrine auto-injector. 

 

 Student Signature:  _____________________________  Date:_________________ 

 









Home Language Survey 
 

Dear Parent/Guardian, 

 

The Federal NCLB-Title III Act and the Illinois School Code require that each school district administer a Home Language 

Survey to every student entering the district’s schools for the first time.  This information is used to report to the state the number of 

students whose families speak a language other than English. It also helps to identify the need for English Language Learning services 

in the schools. Your cooperation in helping us meet this important legal requirement is appreciated. 

 

Student Name_____________________________________________ Grade___________ 

School__________________________ Birthdate_________________ Gender__________ 

Country of Birth __________________ Home Phone Number_______________________ 

 

1. Does anyone in your home speak a language other than English?       YES        NO 

If yes, what language? ________________________________ 

 

2. Which language is spoken most often in your home? _________________________________ 

Please be specific. (example: Mandarin, not Chinese) 

 

3. Does this student speak a language other than English?       YES       NO 

Note: Foreign languages the student has learned in school do not count. 

 

 

 

What language, other than English, does this student speak? ____________________________ 

 

Can the student read this language?           YES         NO 

 

Can the student write this language?         YES         NO 

 

4. Does this student …… 

 

…understand English?   YES        NO     … speak English?        YES       NO 

 

…read English?             YES        NO     … write in English?     YES       NO 

 

5. Which language does this student speak most often with his/her parents? ________________________ 

 

6. Which language does this student speak most often with his/her friends? ________________________ 

 

7. Where did this student attend school last year? ______________________________________________ 

 

8. Was this student in a bilingual or ELL/ESL program during the last school year?        YES      NO 

 

9. Was this student ever in a Bilingual or ELL/ESL program?        YES        NO 

 

If yes, what grade(s)? _____________ where (school/city)? ___________________________________ 

 

10. If you speak a language other than English, would you be willing to occasionally translate at school if needed?          YES         NO 

 

 

_______________________________________________  ______________________                           Revised January 2009 

Parent/Guardian Signature                                   Date  

 

 

 

If the answer is NO, go to question # 7. If the answer is YES, please continue. 

O F F I C E U S E O N L Y 

Home & Other Language on student’s language record will match language(s) listed in question 1. 

If more than one language is listed, the first language listed shall be HOME, and the second shall be OTHER on the student’s 

language record. 



 
…where all students are given the opportunity to reach his or her highest potential. 
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EXTRA -CURRICULAR 2019-2020 

  

Please indicate all activities you would like to join this year. 
 

Activity Check All That Apply 

Boys’ Baseball  

Boys’ Basketball  

Co-Ed Track  

Co-Ed Cheerleading  

Co-Ed Scholastic Bowl  

Girls’ Basketball  

Girls’ Volleyball  

Girls’ Softball  

 
 
 
 
Student Name: ______________________________________  Date: _______________ 
 
          $50.00 paid on _____________ 



Volunteer Information Form and Waiver of Liability 

Only one form needs to be completed by a volunteer each school year.  Please print clearly in ink: 

Name    

 Last  First  Middle  Telephone 

Address  

 Street  City  Zip code 

Personal 

physician   Telephone  

Emergency adult 

contact   Telephone  

Are you now or have you ever been a school 

volunteer?  Yes     No 

If yes, at which 

school?  Year?  

The name of any child or ward attending this 

school  

Criminal Conviction 

Information: 

Are you a child sex 

offender?  Yes     No 

Have you ever been convicted of a felony? Yes     No If Yes, list all offenses. 

Offense  Date  Location 

     

     

If requested, are you willing to consent to a criminal history records 

check?   Yes     No 

Waiver of Liability 

The School District does not provide insurance coverage to non-District personnel serving as volunteers for the School 

District.  The purpose of this waiver is to provide notice to prospective volunteers that they do not have insurance 

coverage by the School District and to document the volunteer’s acknowledgment that they are providing volunteer 

service at their own risk. 

By your signature below: 

You acknowledge that the School District does not provide insurance coverage for the volunteer for any loss, injuries, 

illness, or death resulting from the volunteer’s unpaid service to the School District. 

You agree to assume all risk for death or any loss, injury, illness, or damage of any nature or kind, arising out of the 

volunteer’s supervised or unsupervised service to the School District.  You also agree to waive any and all claims against 

the School District, or its officers, School Board Members, employees, agents or assigns, for loss due to death, injury, 

illness or damage of any kind arising out of the volunteer’s supervised or unsupervised service to the School District. 

   

Volunteer name (please print)   

   

Volunteer signature  Date 
 

 

 



 

For School Use Only 

General description of assignment(s): 

 Supervising students as needed by a teacher 

 Supervising students during a regularly scheduled activity 

 Assisting with academic programs 

 Assisting in the (circle all that apply):       office         library         cafeteria         recess 

 Other         

Name of supervising staff 

member    

Child Sex Offender List checked 

by  

o

n  (mandatory) 

Statewide Sex Offender Database checked 

by  

o

n  (mandatory) 

To be completed by the building principal: 

Will the individual be working over a long period of time in direct contact with students 

where no staff member is continuously present or in other situations where a criminal history 

records check would be prudent?  

       Yes     No 

If “yes,” and provided the individual authorized the criminal history records check, please 

provide the following: 

Date that the check was requested  

 

Date that the check was received and reviewed  

 

Check reviewed by (please print)  

 

   

Signature of reviewer  Date 
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