1. Student First, Middle, LastName

Registration Form

Lostani Cormunity Unit School District 425

Birthdate Birthplace ... Gender _ Grade_
Ethnicity _ American Indian _ Black/African American ___Hispanic __ Multiracial __ Native Hawaiian __White
2. Student First, Middle, Last Name _ B
Birthdate __ Birthplace . . Gender ___ Grade_.
Ethnicity ___Americanindian __ Asfan __ Black/African American ____Hispanic __ Multivacial __Mative Hawailan _ White
3. Student First, Middle, Last Name
Birthdate _ Birthplace Gender  Grade_
Ethnicity __American Indian __ Aslan _ Black/African American __Hispanic ___Multiracial __Native Hawaiian White
4, Student First, Middle, Last Name
Birthdate Birthplace Gender Grade
Ethnicity ___American Indian __Asian __Black/African American __ Hispanic ___ Nultiracial ___Native Hawailan ___White
Student(s) Live(s) With
___Both Parents ___Father ___ Other(please list)
Father's Name )
Father's Address
Street or P.O. Box City Slate Zip
Father's Employer & Telephone )
Father's Telephone Numbers___
Father's E-mail Address )
Mother's Name
Mother’s Address }
Street or P.O. Box City Stale Zip

Mother's Employer & Telephone

Mother’s Telephone Numbers

Mothet's E-mail Address




Frnardzney Confact People Names and Ages of Other Children Living with Family
Mamwe Name Ao
Holationshio , Name Ao
Telophone Mame Mg
lamo Mame Ao
Relationship ] o Name, o Agae
felophone e Name . Agoe
Family Physician Telephone

Hospital Preference_ e

Known health problems that the school should be made awareof e

In case of accident or serious illness, | request the school to contact me. If unable to contact me, | authorize the
school to call the physician listed and follow instructions. If unable to contact the physician, the school may make

arrangements thaf seem necessary.

[ Do

Parent/Guardian Signature
Insurance
My child is covered by private insurance.
My child is participaling in the Kid Care program. The numberis
My childis not covered by any insurance.
Military Families (Optional)

The student(s) listed on this form have a parent or quardian who is a member of a branch of he armed forces of
the United States who is either deployed lo aclive duty or expects to be deployed to active duty during the school

year,

Parent/Guardian Signature ) " o o Daie




Contact Numbers

Please list below ALL telephone numbers you would like on the Phone Blast System with regard o
changes in bus routes, school cancellations, and school emergencies.

Student(s)

Name Phone number

B e
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SYSTEM REVIEW Normal [Comments/Follow-up/Needs Normal [Comments/Follow-up/Needs
Skin Endoeyvine
Ears Gaslrointestinal
Eyes Awmblyopia Yestd Nold Genito-Urinary LMP
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[SPECIAL INSTRUCTIONS/DEVICES cg. safily plasses, glss uyn; eliest prateeter for ahyt

MENTAL HEALTH/OTHER s there anythiog else the schoof shovld know shout this student?
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Noll  Modified 1 INFERSCITOLASTIC SPORTS YesTl  NoLl ILimited []
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llinois Deoariment of Public Hoelih
i 18 ?;‘i.’:;"zx :»A‘/\'“‘l‘ R TR “4/*7:”,

1

16 WIONTHS THROUGH 6 YEARS OF AGE MUST BE ASSESSED FOR LEAD POIRONRG

ALL CHILDREN G
(410 ILCS 45/16,2)

Name Todaysbale
Age ~_ Birthdate _____ _APCode .
Respond io ilie following questions by circling the appiopiiaie answier., RESPONSE o
1. 1s this child eligible for or enrolied in Medicaid, Head Start, All Kids

or WIC? Yes No Don't Know

10 meg/dl or higher? Yes Mo Don't Know

2 Poes this child have a sibling with a blood lead level of
Yes No Don't Know

Doas this child five in or regularly visit a home built before 19787

3.
4. In the past year, has this child been exposed to repairs, repainting or
renovation of a home built before 19787 : Yes No Don't Know
. 5. s this child a refugee or an adoplee from any foreign cauntry? Yes No Don't Know
6. Has this child ever been to Mexico, Central or South Americé, Asian
to lead

countries (i.e., China or India), or any country where expostire
from certain items could have occurred (for example, cosmetics, home
. Yes No Don't Know

remedies, folk medicines or glazed poltery)?
7. Does this child live with someone who has a job or a hobby that may

involve lead (for example, jewelry making, building renovation or repair,
bridge construclion, plumbing, furniture refinishing, or work with automobile

batteries or radiators, lead solder, leaded glass, lead shots, bullets or lead o

fishing sinkers)? . Yes No Don't Know
8. Atany time, has this child lived near a factory where lead is used (for

example, a lead smelter or a paint factory)? Yes No Don't Know
IP code area?

Yes No Don't Know

A blood jead test should be perforined on children:
o with any "Yes” or “Don't Know" response

o living in a high-risk ZIP code area

All Medicaid-eligible children should have a blood lead test at 12 months of age and at 24 months of age. Ifa

and 72 months of age has not been previously tested, a blood

Medicaid-eligible child between 36 months
lead test should be performed.

If there is any “Yes" or "Don't Know" response; and

» there has been no change in the child's living conditions; and

o the child has proof of two consecutive blood lead test results (documented below) that are each less
than 10 meg/dL (with one test at age 2 or older), a blood lead test is not needed at this time.

Test 1: Blood Lead Result megldl, Date ____ TestZ: Blood Lead Result__ meg/dL. Date -
If responses to all the queslions are "NO," re-evaluate at every well child visit or more often if deemed

necessary.

Signature of Doctor/Nurse Date
Winois Lead Program
866-909-3572 or 217-782-3517
TTY {heariny impaired use only) 800-547-0456

8,07
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sese slafe, signs or symploms that nclude galy, inf

ston of Oral Heallr

st fnpaired s onfy) 8005470465 e idph

haf is mlss

ion, or swalling

Helilus




State of llinols
Depattment of Publici Jealth

AL EOCANINATEON WAIVER FORM |

Please print:

Last First C Midde

Student's Name:

- Gily - ZIP Code ';.'1" 'I'(;Iephono:

Address: Slreet

Grade Level: ‘(éender:

M[\J_O:Eaho%‘Schoo!:
A [":]Male [ Female

’ Address (of ;)/arenf/guardx'an):

Parent or Guardian:

. - | o

1 am unable to obfain the required dental examination hecatise:

My child is enrolled in the free and reduced lunch program and is not covered by private or public dental insurance
() (Medicaid/all Kids). PR

] My child is enrolled in the free and reduced Junch program and Is ineligible for public insurance (Medicaid/All Kids).
rolled in Medicald/All Kids, but we are unable fo find o dentist or dental clinic in our community that is

My child is en
icald/Al KKids.

- able to see my child and vill accept Med

- My child does not have any type of dental insurance, and there are no low-cost dental clinics in our communily that
L] will see my child.

‘Date

Signature

liiois Department of Public Health, Division of Oral Health
217-785-4899 « T1Y (hearing Impaired use only) 806-547-0466 - weyay.ldph.siatedlus

December 2008
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0 Other undue Lurden or a
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rage, my child does not qualify for medical
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ite
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1 [ have exhausted all other e
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Home Languape Sarvey

Preo Parent/Guoriedn,

v the Hinais School Code require tat cach school distiiel adiminister s Home Panpige
i is nsed {o report 1o HH" state the unubor of
Pedish Lanpuags Leaming services

!/\u‘

Nmnlk for the fiest ime, This foformath
‘ than English. 1t also helps to identity the need fur
ping us neet this iin puumu legal requirement 19 appreciated.

familics sp

students whose

b the sehools, Youwrcon

CGirade
lmlhd(m ] Glender
Vome Phone N uibe

Student Nino
School
Couniry of Bitth
[. Dous anyone in your home speal a Janghage other than Fnglish? YIS NO
I yes, what language? , B i o

2. \\/lmh Janpuage is spoken most often in your Liome? o
Please be specific. (wzn;p/v Mandarin, not Chiness)

( a language other than English? YiES  NO

. Does this stndent speal
chool do not count.

Nz}z‘(’ Foreipn languages the student has Jearned in s

it H answer is N() ;7() {0 quulwn . Iilhu answer is YIS, plmw cont mie J

Wlm Lm;gmgo, other than Bnglish, does this ¢ .,tudmi speak?

Can the student read this language? YES NO
Can the student write this language? YE NO
4. Does this student ...

_.understand Baglish? YIS NO ... speak English? YES  NO

..read Bnglish? YES NO ... writein English?  YES  NO

Which langunge does this s(tudcntspenkmostoﬁcnWilhhis/hcrpurcnts’?M e

6. Which language does this student spci L most often with his/her friends?

7. Where did this student attend school Jast vear? N

g \Was this student in a bilingual or ELL/ISI, program during the last school year? YES  NO

9. Was this student cver in a Bilingnal or [1L/ESL program? YES NO

It yes, what grade(s)? _where (schooleityy?
10, 1 you speak a language other than Tinglish, would you be willing to oceasionally translate at school if needed? YES NO

7 Revised Jamary 2069
Date

Parcut/Guardian Signature

OrprcrLu S HONLY
[fome & Other Language on student’s language record will match langnape(s) listed in question 1.
1i more than one language is listed, the first language Tisted shall be HOME, and the seeond shall be OTHER on ths student’s

langnage record.
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f the examination on this day, 1 aporove this child's nact

On the has

Cbmited e

Yes

Additional Comments;

Phwysician’s Siznature o Phys - e
Physician’s Assistant Signature® B ~ CemsName
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Advanced Murse Practitioners to sign off on physicals




! Pre-participation Examination QE

PHYSICAL EXAMINATION FORM Name
Last Vit % B
Beaiy o \’.-’»‘u:h'; B e 0 tale I3 Female
s / . )4 rulse Vision R 20/ L2a/ Corrected EFARY) N
P ) B ) NORMAL ABNORMAL FINDINGS B

L
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Lyniph nodes

Hoart
o Murmurs {auscultation standing, supine, +/- Vaisalva}
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Pulses
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“Abdomen ] R - 7

Skint

s HSV, lesions suppe

Neurologic ©

MIUSCULOSKELETAL

Meck
Bat
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“wrist/hand/fingers i B
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Leg//\nﬁe o
| Footftoes
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_-_Eg_k»walk, single leg hop

s 3
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On the basis of the examination on this day, | apnrovi
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Addiional Comments;

Physie

Physicinn’s Signature
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tinn, consistont vath the i1

Advanced Marse Practitiongrs 1o sign off oy physicals

ingis 5
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A Fact Sheet for

YOUTH SPORTS PARENTS

CONCUSSION

This sheet has information (o help protectyour children or teens from concussion or other seriotis brain injury

What Is a Concussion?

A concussion Is a type of traumatic braln Injury—or T0Rl—
caused by a burmnp, blow, orjolt to the head orby a hit to the
body that causes the head and brain to move quickly back
and forth. This fast movernent can cause the brain to bounce
around or twistin the skull, creating chemical changes in the
brain and sometimes stretching and damaging the brain cells.

How Can | Help Keep My Children or
Teens Safe?

Sports are a great way for children and teens 1o stay healthy
and can help them do wellin school. To help lower your
children's or teens’ chances of getting a concussion or other
cerious brain injury, you should:
+ Help create a culture of safety for the team.
s Work with their coach to teach ways to lower the
chances of getting a concussion. .
» Fmphasize the importance of reporting concussions and
taking time to recover from one.
» Ensure that they follow their coach’s 1ules for safety and
the rules of the sport.
y Tell your children or teens that you expect thermn to
practice good sportsmanship at all times.
. When appiopriate for the sport of activity, teach your
" children or teens that they must wear a helmet to lower the
chances of the most serious types of brain or head injury.
There is no “concussion-proof” helmet, Even with a helmet, it
is Important for children and teens to avold hits to the head.

How Can | Spot a Possible Concussion?

Children and teens who show or report one orimore of the
signs and symptoms listed below—-or simply say they just
*don't feel right” after a bump, blow, or Jolt to the head or
body—may have a concussion or other serious braininjury.

Signs Observed by Parents

Appears dazed or stunned.
Forgets an instruction, Is confused about an assignment or
position, or is unsure of the game, score, of opponent.

Moves clumsily.

. Answers questions slowly.

. Loses consciousness (even briefly).

Shows mood, behavior, or personality changes.
Can't recall events prior to or after a hitor fall.

Symptoms Reported by Children and Teens
. Headache or “pressure” in head.
« Nausea or vomiting.

-« Balance problems or dizziness, or double or blurry vision.

« Bothered by light or noise.
« Feeling sluggish, hazy, fogay, or groggy.
. Confusion, or concentration or memory problems.

« Just not "feeling right,” or “feeling down.”
I

Talk with your children and teens about concussion. Tell them to report their concussion
symptoms to you and their coach right away. Some children and teens think concussions aren't
serious or worry that if they report a concussion they will lose their position on the team or look
weak. Remind them that it’s better to miss one game than the whole season.

/ : Cnntev: forDlsease
I 8l Control and Preventlion
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GOOD TEAMMATES KNOW:
IT'S BETTER TO MISS ONE GAME THAN THE WHOLE SEASON.




Concussions affect each child and teen differently. While most children and teens with a concussion
feel better within a couple of weeks, some will have symptoms for months or longer. Talk with your chlldren's
or teens’ health care provider if thelr concusslon symptoms do not go away or If they get worse after they

return to their reqular activitles,

Planiahead.

Whatdoyouwantyourchild o
teenta knowrabaut concussion?

What Are Some More Serious Danger
Signs to Look Out For?

In rare cases, a dangerous collection of blood (hematorna)
may form on the brain after a bump, blow, or jolt to the head
or body and can squeeze the brain against the skull. Call 9-1-1
or take your child or teen lo the emergency department right
away if, after a bump, blow, or jolt to the head or body, he or
she has one or more of these danger signs:

- One pupil larger than the other.

= Drowsiness or inability to wake up.

« A heddache that gets worse and does not go away.
Slurred speech, weakness, numbness, or decreased
coordination.

Repeated vomiting or nausea, convulsions or seizures
(shaking or twitching).

Unusual behavior, increased confusion, restlessness,
or agitation.

» Loss of consciousness (passed out/knocked out). Even a
brief loss of consciousness should be taken serlously.
|

You can also download the CDC HEADS UP
app to get concussion information at your
fingertips. Just scan the OR code pictured at
left with your smartphone.

Centers for Disease
Controland Preventlon
National Center for Injury
Preventlon and Control

What Should | Do If My Child
or Teen Has a Possible Concussion?

As a parent, if you think your child or teen may have a
concussion, you should:

1. Remove your child or teen from play.

2. Keep your child or teen out of play the day of theinjury.
Your child or teen should be seen by a health care
provider and only return to play with permission from
a health care provider who is experienced in evaluating
for concussion.

3. Askyour child’s or teen’s health care provider for written
instructions on helping your child or teen return to
school. You can give the instructions to your child’s or
teen’s school nurse and teacher(s) and return-to-play
instructions to the coach and/or athletic trainer.

Do not try to judge the severity of the injury yourself. Only
a health care provider should assess a child or teen for a
possible concussion. You may not know how serious the
concussion is at first, and some symptoms imay not show
up for hours or days. A child’s or teen’s return to school
and sports should be a gradual process that is carefully
managed and monitored by a health care provider.

Childrenianditéens Whao continue toplaywhile
havingconcussion'symptams orwholreturn to

playtoosoon—whileithe brainiisstilllhealing—
have ajgreater chancelofigettinglanother
concussion. A repeaticoncussionthatoceurs
while the brainiis stilllhealingitrom the first
injury.can be veryiserious:.and can affectachild
orteen foralifetimed|ticanieven be fatal:
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To learn more, go to www.cdc.gov/HEADSUP




