J.L SHAWNEE MISSION  OakPark-Carpenter Elementary Schoo

A\ SCHOOL DISTRICT

ENROLLMENT PROCESS

Please carefully complete and return all forms. You may drop off completed forms at the school
office, email them to monicaglenn® smsd.org or fax to 913-993-4199, Thank you!

* Eprollment Form

* Home Language Survey
*  Health Forms

* State issued Birth Certificate
*  Proof of Residency- the district requires 2 forms of proof

o lfvourent/legse vour residence:
= A current copy of your lease showing all pertinent information such as
address, your name and dates the lease covers. All residents must be listed on
the agresment.
=  AND Two current utility bills in your name at the address listed. Gas, electric,

water, and wastewater are all acceptable utilities. We cannot accept cable,
credit card and/ or cell phone bills,

o Ifyou own your home:

= A copy of the sale contract for your residence if you have recently purchased
vour home, a mortzage statement or a copy of your real estate taxes. Your
name and the address must be listed on the document. Financial information
may be blacked out.

=  AND Two current utility bills in your name at the address listed. Gas, electric,
water, and wastewater are all acceptable utilities. We cannot accept cable,

credit card and/ or cell phone bills,
Sincerely,
Jennifer Morgan
Oak Park-Carpenter Principal

Cad Sark-Carpenter Llementary Schoce 10000 YHemar <oad, Owverland Park, K S6214 % (5157 9954100
Ak arks .:-'r;mr'nlt-'r.\-r"nl;r‘i.l!-'l,:






L SHAWNEE MISSION
STUDENT ENROLLMENT FORM

FOR OFFICE USE OMLY - SCHOOL INFORMATION START DATE
STUDENT MO SCHOOL YEAR SCHOOL HAME HOME ROOM GRADE
MEW EMROLLMENT O RE-ENTRY O L CKER #

Please PRINT clearly in unshaded areas

STUDEMNT INFORMATION

LEGAL LAST NAME SUFFIX (IR 1 etc ) FIRST NAME MIDDLE NAME COMMON NICKNAME
DATE OF BIRTH {MM/DDYEAR) GEMDER {M/F) BIRTH STATE (OR COUMNTRY IF MOT UNITED STATES)
ETHRICITY {SELECT OME} RACE [CHECK ALL THAT APPLY)
O Ke. not Hispanic/Latino O white O Black/African American O Asian
O ¥es, Hispanic/Lating O Mative Hawaiian/other Pacific Islander O American Indian/&lzskan Mative
PRIMARY LANGUAGE SPOKEN : OTHER LANGUAGE SPOKEN AT HOME
SCHOOL LAST ATTENDED 15 STUDENT CURRENTLY UNDER LONG-TERM SUSPENSION OR EXPULSION? [ YES O o

HAS STUDEMT ATTENDED A SHAWMNEE MISZ0ON SCHOOL PREVIOUSLY? Oves O wo

PFLEASE INDICATE IF STUDENT HAS AN LE.P. Oves O wo FLEASE INDICATE IF STUDENT HAS A 504, Ov¥Es O HO

FAMILY INFORMATION

COURT ORDER REGARDING CUSTODY? O Y¥ES O MND  |Mon-custodisl parent may heve access to student information unless prohibited by court crder.
The school must hawe & copy of the legal documents if aooess is prohibited. )

D0 VU WISH TO RESTRICT STUDENT/FAMILY INFORMATION? O vES O WO [ you choose to restrict your shedent/family information, your
student's name will ot appear in the student directary and his/her name will rot be provided to owtsice spsncies induding the U_S. military or colleges,/universities, |

D{OES STUDENT HAVE A PARENT OMN ACTIVE DUTY IN THE US. MIUTARY? DO ¥ES O NOD

FRIMARY RESIDENCE CONTACT INFORMATION

HOME ADDRESS CITY STATE il |
GUARDIAN 1 LAST NAME FIRST MAME MMIDDLE NAME RELATIONSHIP TO STUDENT
PRIMARY PHONE NUMEER SECOMNDARY PHONE NUMEBER ADDITIONAL PHOME NUMEER

L] - ] - [ ) -
OHOME CWORK CICELL OoTHER | OHOME [COWORK OcELL OoTHER | OHOME COWORK OCELL COOTHER

EMAIL ADDRESE & EMPLOYER:
GUARDIAN 2 LAST NAME FIRST MAME MIDDLE NAME RELATIONSHIP TO STUDENT
PRIMARY PHOME NUMEER SECOMDARY PHONE NUMBER ADDITIONAL PHOME NUMEBER

L] - (S - [} -
OHOME CWORK CICELL OoTHER | OHOME [COWORK OcELL OoTHER | OHOME COWORK OCELL COOTHER

EMAIL ADDRESE & EMPLOYER:

SECOMDARY RESIDEMCE CONTACT INFORMATION
HOME ADDRESS iy STATE Fil|
GUARDIAN 1 LAST MAME FIRST HAME MIDDLE NAME RELATIOMNSHIP TO STUDENT
PRIMARY PHOME NUMBER SECOMDARY PHONE NUMBER ADDITIONAL PHOMNE NUMBER

[ | y [ | - I | N
OHoME DOwore  Ocell  OotHER | OHomeE Owork  Ocell  OotHer | Onome  Owork Ocell  COTHER




SECONDARY RESIDENCE CONTACT INFORMATION, continued

GUARDIAN 2 LAST MAME

FIRST KAME

MIDDLE NAME

RELATIOMSHIP TO STUDENT

FRIMARY PHONE NUMBER

SECOMNDARY PHONE NUMEER

ADDNTIOMNAL PHOMNE NUREER

[ I -

OHoME COWwWORE CICELL

OOTHER

[ I -
CIHOME

OwoRE OCELL OOTHER

[ I -
OHOME [CTWORK

OCELL OOTHER

EMAIL ADDRESS 2

EMPLOYER:

ADDITIONAL RESIDENCY INFORMATION

This section sddresses the McKinney-Vento Act. 'Where is the student currently ving? [check only one)

O In = shelter

O in a motel, car, or campsite

{name shelter)

O Alone without parental
support{independent living student)

O Temporarily with more than one
family (duwe to loss of job, housing etc.)

O Temporarily with more than ane family in a
house, mobile home, or apartment because
the family doesn’t have z place of their own.

O None of these apply

ALL CHILDREN RESIDING AT RESIDENCE

LAST NAME

FIRST MAME

BIRTHDATE
N
N
S S
£

ECHOOL

MIGRANT ELIGIBILITY

1. Hawe you or 3 member of your family mowed in the last 36 months to do, or apply fior, agriculture or fishing related work, including

dairies, nurseries, meat or vegetable processing, feed yards, or field work?

2. Hawe your children moved with or to join the worker above in the past 36 months.

O Yes
O e

O Ne
O Ko

EMERGENCY CONTACT INFORMATION |in case of emenmancy or iliness when parsnt carnok be reached)

#l LAST HAME FIRST MAME TITLE RELATIOMNSHIP TO STUDENT

PRIMARY PHONE NUMBER SECOMDARY PHONE NUMBER ADMTIONAL PHOME NUMBER

r 1 : r 1 - r 1 -

OHoME COOWORK CICELL CIOTHER OHomE COWORK CCELL CIOTHER OHomEeE COWORK CICELL COTHER
2 LAST NAME FIRST HAME TITLE RELATIOMNSHIP TO STUDENT

PRIMARY PHONE NUMEBER SECOMNDARY PHONE NUMEBER ADDMTIONAL PHOME NIUUMEER

[ 1 : r 1 - r 1 -

OHOoME COOWORK CICELL CIOTHER OHomE COWORK CICELL CIOTHER OHomE  OWORK CICELL COTHER
#3 LAST NAME FIRST HAME TITLE RELATIOMNSHIP TO STUDENT

PRIMARY PHONE NUMEER SECOMDARY PHONE NUMEBER ADDNTIONAL PHOME NIUMEER

( | " [ | - | ] -

OHOoME COOWORK CICELL CIOTHER OHomE COWORK CICELL CIOTHER OHomE  OWORK CICELL COTHER

1 understand that knowingly providing false information on this
form may result in criminal prosecution under Kansas Statute § 21-
5824, which prohibits the making of false information with the

intent to defraud or induce official action —a FELONY.

SIGNATURE

DATE

Date of Birth

1 will notify the school office immediately or within three
{3} business days, if at any time this student moves from
the primary residence listed abowe or changes address.

Rew. 07713747




HOME LANGUAGE SURVEY

Upon enmdment, every siudent or parent/guandan must be given a Home Language Suvey. This survey will be used bo determine which students
should be assessed for English proficiency. Knowledge of, of exposure io another [anguage does nod, In and of Hsel, qualily 3 studert for EZ0L
sanvices. If 3 language other than English is indicated In any of questons 1-4, the student will be 3csessed to determine eligibiltty for English for
Speakers of Other Languages (ES0L) services. If a student scones below proficientfuent In any of the language domalns: lisiening, speaking, reading,
or wiiting, she ks ellgible for ESOL senvices. Please complete one form for each child.

Student Information:
MName Grade
Address Duate of Birth
Date first enrolled in a school in the U5 | U.S. Entry Date Phone Mumber
Student Language Information: Office Use Only
1.  What language did your child first leam to speakfuse? -
English Spanish Other (please specify) If any answer to questions
1-4 indicates a language
2. \What language does your child speakfuse at home? other than English,
Do pot include language leamed in a class or
through television or other such. 1) Contact vour Roadin
Emglish Spanish Other (please specify) SJI ialist DTELL Aide Ei
3. Whatlanguage do you speak/use with your child? schedule an IPT evaluation
Emglish Spanish Other (please specify)
2) Email this form to
4. What language do the adults regularty present or living mariamcintyre@smsd.org
in the home speakiuse while in presence of the child?

Englicsh Spanish Other (please specify)

Parent/Guardian Information:

Which language do you prefer? English __ Spanish ___ Other (specify)

(Please specify “written™ or "spoken™. To the extent practicable, communication from the school will be provided in this
language).

Migrant Education Program Information:

The Migrant Education Program (MEP) is authorized by Title | Part C of the Elementary and Secondary Education Act of
1865 (ESEA). The MEP provides formula grants to local education agencies to establish or improve education programs
fior children who may qualify for the Migrant Program. Please help us determine your child's eligibility for the Migrant
Program by responding o the following questions.

Hawe you or a member of your family moved in the last 36 months to do, or apply for, agricutture or fishing related work,
including dairies, nurseries, meat or vegetable processing, feed yards, or field work? Yes Mo
Hawe your children mowed with or to join the worker above in the past 38 months?

Yes No

Office Use Only

tSee the reverse side of this form for additional
information regarding student language informafion
Home Schook
All Home Language Surveys are fo be filed in the Parent Signature Date
student's cumulative folder.

Updated D6/28/2017



Purpose and Intent of the Home Language Survey

“The home language survey questions attempt to inform the district of the possible impacton a
child's English language development due to transfer, influence, or exposure to a language
other than English. Itis not at all assumed that a child who has a language other than English
is less proficient in English as a result of knowing another language.

The gquestions are not intended to identify children who are leaming a language other than
English by watching educational media that teach languages, words, or phrases other than
English. The questions are also not intended to identify children who are studying a world
language for the purpose of becoming bilingual or more knowledgeable about languages other
than English. Examples may include taking a Saturday German class, or taking Spanish as a
graduatfion requirement in high school, or being instructed informally by someone in the home
who wishes to encourage a child to leam another language.”

Kansas Department of Education, January 9, 2013




~J\- SHAWNEE MISSION

Yy SCHOOL DISTRICT

Immunization Statement

Name of Student

To: Principal /Nurse of

[, the parent/guardian of . state that all tests and /or inoculation
required by Kansas School Immunization Laws 72-5208, 72-5209, as amended in 1992,
are in the process of being received. Records indicating completion of all required
immunizations according to Kansas Certificate of Immunization will be in the school
nurse’s office within sixty (60) days after enrollment to school

All students enrolling in the Shawnee Mission School District for the first time, must
show written proof that they have received at least one dose of each of the
immunizations required by the state of Kansas before they may attend any classes.

[ further understand that if [ have not presented information showing immunizations are
up to date within 60 days of enrollment, the student will be excluded from school until

proof of required immunizations is provided.

Parent/Guardian Signature

Date Signed

Center for Academic Ach overment & BZ00 W, 719 Birect, Shawmce Missior, KS BEZ04 & (U135 992 5200 & weas smsd.crg



KANSAS CERTIFICATE OF IMMUNIZATIONS (KCI)

This recon is pat of e shudent's pemanent record and shall b2 fransemed from ons schod! o anoiher a5 defined In Section 72-0000 jo of fe Kanses Siveol immunization Law [smended 1004,

Student Name:

Birthdate (MMWDDYYYY):

SEX:[ |MALE[ | FEMALE

Racs:

Ethnicity:

County:

RECCORD THE MONTH, DAY, AND YEAR THAT EACH DOSE OF VACCME WAS RECENED
U = vk Dk, KEWBLE miderim agadtarsil

" = Coa duliiioed vl by proidar

HEP B jugains & Rguivas tos schessi ity

VACCINE
ist 2nd ard dth ath Gth Tth
DTaPOTITATdap s, Teisms, Paimuisis) Reguinei
o kool wiry, Singla Tdup requined ter anlry b T glada, Shaln Typs
Pl sttt e —

Varicella ichickanpor) Raguised foe schosl andry.

uofDseasz_Y_N  pote o iness:

HCP Signature:

MMB aasies, Mumes, i fubels cumbined) Boguived bor st erisy,

Infiuenza [Flu) fesemmesde sy ior ages 8§ ot of ags
ind oldar, Hol dqulied lof ichool ity

HIB ivissrompibss i nhoanzist Tipe B Risguiond = & yiars of age e
craschial o chid cire ogaed by @ s,

PCY iruumosnceal Conpigati) Riguirid < 8 ars of ige for peschosl o
bl are cperaied by a schesl

HEP B jsispatti 4] Rsguived for schesl antry.

MCVE |wenirgoesecal Sarsgeoup BEWY) Raguined for st ntry,
B ragulred o aflry ks T i il 1t g,

HPY iusmian Papelicmivinui Recomained i 11-i2 yeies of agi.
et rocplred P s iy,

Rokavirus fusemmesdd « B monts of . Nol sagube e schesl ansy.

DOCUMENTATION

dgancy M
Buttweiieed Fepteaniiten
A

Haafriaii Irirvursitison Rioeid
Ot irrmuniziten R (Specy)

Thi fica e el ik Dl

K] WY OMLY BE SIOMED BY A PHYSICIAK (WDVDOY, HEALTH DEPT, OR SCHOOL
1 carity | e L st viseation iecend aied Vaiceered f nczariey

LEGAL ALTERNATIVES TO VACCINATION REQUIREMENTS "KSA 72-6262"

shill b valiited! annually by phvician completien of KICI Form B and aiachrend i e KCL

i i appened i alch bibli & oculiling."

1. * A i ikl ol by i fcaiad plryilcian (Medical DecleeML0. of Destor of OalisspiathedT) 0. ) ililing e phisel
il i & B b e b et e bl & i vl sl kit i W o Dol o ol " Mol il

L “Vren abaarrai il by o panei o guaridian Bl i Sl | an adharanl ol @ fligos datafinalih shie g

KANEAS IMMUNIZATION PROGRAM
1000 SW Jackson, Eute 290, Topeka, K3 BE612-1274
PHOMNE £77-2960464  FAX TRS-S55-4207

| ghve mmy consent for Information conmtaingd on this fom io b reizased 1o the Kansas Immunization Program for the purposz of assessmient snd rEporting.

FannilLegsl Guardin's 3 igratore

Rz, 12020




.;_f%l- SHAWNEE MISSION

Health History Form
Student’s Name Birthdate Age Sex Grade
I (M/F)
Mother/Guardian Father/Guardian
Cell Phone: ( 1 - Cell Phone- [ 1 -
Home Fhone: [ 1 - Home Phone: [ 1 -
‘Work Phone: [ 1 - Work Fhone- [ 1 -
Name of Phy=sician Phone | | -
Mame of last school attended City/State
Special Healtheare Planning /Serions Health Conditions Please notify the school nurse of a serions or life threatening
health condition prior to the start of school

O Allergy/Anaphylaxis: My child has severs allersy/anaphylaxis requiring an Epi Pen/Anvi-() prescription.
Describe the allergy (food, insect, ete,)

O Asthma. O Yes 00 No My child uses rescue inhaler routinely for asthma symptoms

[0 Yes O No My child has been hospitalized in the past year for asthma

O Yes ONe My child has needed steroids (prednisone] for asthma symptoms in the past year

[0 Diabetes: Date of diagnesis: My student has: O insulin pump O insulin pen O injected insulin

O Ssizure Disorder: My student needs emergency medication for seizures. Name of medication:

[0 O Oither: My child has special health care needs: wheel chair, tube feedings, breathing tube, catheter, intravenous tubes,
other. Please describe your child's condition and healtheare needs:

[Other Health Conditions Check any condition your child eurrently has or has had in the past: |
O ADD/ADHD O Depression/Anxiety (circle one]) O Orthopedic/Bone
O Allergies O Seasomal O Dental O Braces/ Orthodontia O Serious Injury
O Dietary Restrictions O Ear Infections [0 Ear Tubes O Surgery(s)
O Bladder/Bowel O Hearing Impairment O Hearing Aides O Sorial/Emotional ) Behavioral
O Blood Disorder O Headaches/Migraines O Stomach Aches
O Concussion O Heart Diseasa O Throat Infections
O Cancer O Kidney Disease O Vision: DGlasses DContacts

Explain any health condition(s) checked

Dioes your child require any restriction of physical activity in school? O Ne O Yes, specify nature and duration of restriction:

Iﬁﬂeﬂq Contact (if parent/puardian cannot be reached)
1. Name Relationship Phone ] -
2. Name Relationship Phone ] -
Preferred Hospital City,/State

In the event of an emergency, | give my permission for the transfer of health mformation to appropricte school

or healthrare professionals including emergercy persornel, This includes relegse of schoal immumnizetion reconds to the K5 Immunizztion Progrem,
and the immurization registry for the purpose of esesment, reporting, and prevention of disease. This does not include date regerding imdividual
student. [ quthorize schoal personne! to obtain emengency medical care for my student in the event I cannat be reached.

Print ParentGuardian Mame

Signature of Parent,/ Guardian Diate

[ [

Rvised 01,/2020

Center For Academnic schiovement & 8200 W 719 Strees, Shawnee Migzlon, KS §6204 & (013 9936200 # wereomod.orng






~\- SHAWNEE MISSION

\* SCHOOL DISTRICT
PHYSICAL EXAMINATION STATEMENT

Name of Student

TO: PrincipalMurse of

[, the parentfguardian of am affirming that | understand that the
Kansas siatute states that the above named student is required to have a physical examination within
ninety (90) days after school enrollment or show proof that one has been conducted within 12 months
prior to enroliment.

| further understand that if the results of a physical examination are not forwarded to the school nurse or
principal by the date noted below, the student will be excluded from school.

Parent/Guardian Signature

Date

Center for Academic Sch overment & B200 W, 717 Stroct, Shaw oo Missior, KS 88204 & (913 992 5200 # wene smsd org



- SHAWNEE MISSION

Physical Exam Record

To be completed by certified healthcare professional

Student's Name Date of Bith | Age
I

]
g
H
)
B

Dioes the child have a diagnosed medical condition? (I Mo [ Yes
Mm-:

Dioes the child have a health condition that may requre EMERGENCY ACTION while at school? O Mo O Yes
{e.g.- serzure, severe allergic reaction, diabetes)
Mm‘.‘

Iz the child on prescription medication? I Mo [0 Yes
Specill medication and diggnosiz:

Are any immunization, beoster, or revaccinations indicated? OO Mo [ Yes
Spectly type and due dade:

Dioes the child hawve history of chicken pox disease? (1 No [ Yes
Specify date:

Dioes the child require any restriction of physical activity in school? Mo [ Yes
.Spn:;_ﬂrmw and diration gf reziriction:

EXAM FINDINGS/CONCERNS
Physical Exam | WHL | ABNL ﬁ:ﬁ Health Area Of Concern Yes Mo F;_ﬁmd ].f“
Head Dievelopmental
ENT Speechlanpuape
Evearo Heamng
Liental History of Tequent ear Infectons
[ Fespmatory Visien
=g g
GLGU History of ranmatic head imjury
Abdomen Sipns of acamthosis nigricans
Endocrine Leaming disability
[ SED Aftention defict Dvperactvity SiSoraer [ AL
_Eu'th{l;ladjl: Other.
Please explain any abnormal or area of concern findings:
SCREENING RESULTS
Height: fi. m | Waght Ibs. | Body Mass Index (BMI):
Blood Pressure: Vision: L 20/ R 20/ Both 20/ Glasses [1 Contacts []
Print Name Signature of Healthcare Provider Date
oI

Siate law (E25 4 T2-5214) requires all children up to the age of nine entering a Kansas public school for the first time present results of a health
Assessment priod in schoal entry. Baovised 33017



~\> SHAWNEE MISSION

W\* SCHOOL DISTRICT

Medication Administration Guidelines

Permission: Written permission from the parent or guardian must be on file for all
medications given at school, including over-the-counter (OTC) medications.
Authornization must be renewed every school year.

Medication: Only FDA approved prescription and OTC medications are allowed to be
administered by school personnel. OTC medications will be given per package label
dosing instructions, unless prescribed by a physician.

Container: Prescription medication brought to school must be in the original container
with a current prescription label on the bottle including the child's name, doctor's name,
date, medication name, dosage, and time to be given. Controlled substances must be
submitted with a2 Medication Count Form. OTC medications provided by parent must be
in the original container and labeled with the student’s name.



<L SHAWNEE MISSION
/ A\ SsL.HMOQL DISTRILT

Medication Permission Form

Student Name Birthdate Grade School Year

Over-The-Counter Medication
By initialing below, I give permission for school personnel to administer the following medication(s) as needed to my
student for mingr discomfort or injury. Medications supplied by school may vary between buildings and grade leveals,
Acetaminophen [Tylencl)
Tbuprofen (Advil or Motrin}
Cough drop {non-medicated)
Topical medication (antibiotic ointment, calamine lotion, hydrocortisene cream))
Antacid (Tums)
Eye drop [non-medicated lubricating)
Antihistamine oral [diphenhydramine, cetirizine)
Antihistamine allergy eye drops

Parents may also supply other over-the-counter medications. Please list balow:

Medication name: Dosage:
Reason given: Time:
Medication name: Diosage:
Reason given: Time:

Prescription Meadication

Meadication name: Dosage:
Reason given: Time:
Medication name: Dosage:
Reason given: Time:

On early dismissal or late start days please indicate one of the following:
Do NOT administer medication on early dismissal days Administer medication at adjusted lunch time
Do MOT administer medication on late start days Administer medication at prescribed time

To ensure continuity of care, I give permission for the school nurse to communicate with my student's healthcare
provider regarding medication administration at school,
Physician mame: Phone number

Physician signature {required if no Rx label):

School personnel who administer medication according to proper dosing instructions shall be held harmless for any
adverse reaction experienced by the student. My student has previously taken the medications(s) listed above with no
known adverse reaction,

Parent/guardian printed name:

Parent/guardian signatura: Date

Rvised 2115/2017



