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Superintendent of Schools 2 Reilly Road
Cedarhurst, NY 11516
Jeremy Feder

Assistant Superintendent Mailing Address
Business & Operations P.O. Box 477
Lawrence, New York 11559-0477

http://www.lawrence.org

Telephone
Superintendent: 516/295-7030
Assistant Superintendent: 516/295-7066

Facsimile: 516-812-6622

Message from the Superintendent

The Lawrence School District enters the 2021-2022 school year with enthusiasm and optimism for a
safe, healthy, and successful year. The staff and I are committed to supporting each and every
learners’ journey in building their strength; academically, physically and mentally. Our focus in
Lawrence is to support the TOTAL CHILD through a culturally responsive lens. As our mission
statement reflects, the community of Lawrence is a unifying force at the heart of a cultural mosaic.
Our learners amaze us daily and we are so proud of their strength, resilience and commitment to
excellence.

Please stay connected by using the Lawrence.org website or download our app for upcoming events,
photographs, and news stories that document the various successes of our Lawrence learners.

With great respect,

/ézw@&/.b_

Ann Bedersen, Ed.D.
Superintendent of Schools
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Mensaje de la Superintendente

El Distrito Escolar de Lawrence ingresa al afio escolar 2021-2022 con entusiasmo y optimismo por
un afio seguro, saludable y exitoso. El personal y yo estamos comprometidos a apoyar el camino de
todos y cada uno de los alumnos para desarrollar su fortaleza; académicamente, fisicamente y
mentalmente. Nuestro enfoque en Lawrence es apoyar al NINO/A TOTAL a través de una lente
culturalmente sensible. Como refleja nuestra declaracién de misién, la comunidad de Lawrence es
una fuerza unificadora en el corazén de un mosaico cultural. Nuestros alumnos nos sorprenden a
diario y estamos muy orgullosos de su fuerza, resistencia y compromiso con la excelencia.

Manténgase conectado utilizando el sitio web Lawrence.org o descargue nuestra aplicacién para los

préximos eventos, fotografias y noticias que documentan los diversos éxitos de nuestros estudiantes
de Lawrence.

Con gran resp/ to,

Pedefsen, Ed.D.
Superintendente de escuelas




Emergency Contact Card T
.S (Tarjeta de Contacto de Emergencia)
Pupil’s Last Name (E1 Appelliodo del Alumno), First Name (Nombre de Pilay DOB Grade (Grado)
Address (Direccion)
Person to be called
Persona que se llama Name (Nombre) Relation (Relacion) Phone Number (Numero de Telefono)
Parent or Guardian Name Home Phone Number ( Numero de Telefono de su casa)
(Padre/Madre) Cell Phone Number (Numero de Telefona Celular)
Work Phone Number (Trabajo Numero Phne)

Parent or Guardian Name _Home Phone Number (Numero de Telefono de su casa)
(Padre/Madre) Cell Phone Number (Numero de Telefona Celular)

Work Phone Number (Trabajo Numero Phne)

Alternate adult allowed to pick up your child from school ( Adulto alternative permitido para recojer a su nino de la escuela.)

1- D=

Name/Nombre- Phone/Telefono # Name /Nombre- Phone/Telefono #
3- 4-
Childs Physician (Doctor de su hijo) Phone Number (Numero de telefono)

If you child is absent from school the parent or guardian must call the school nurse or the attendance department that
morning. (Sisu Nifio esta ausentede la escuela del padre o tutor debe llmar a la enferemera de la escuela o la asistencia e informarles de la
falta razon.)

Parent or Guardian’s Signature (Firma del Padre o Tutor)
Revised 7.26.20 OVER




Medical Update/ Medico Update e

Pupil’s Last Name (EI Appelliodo del Alumno), First Name (Nombre de Pila) Grade (Grado) TeacherMaestro)

Any Allergies / Alergias

Current Medical Conditions / Groselia Condiciones Medicas

1. 2.
Ab 4.

Current Medications —Name Dosage and Frequency
Medicamamentos- Con el Nombre y la Dosis

NN

Revised 7.26.20 OVER



LAWRENCE PUBLIC SCHOOLS
Media Release Form

The Lawrence Public Schools requires parent/legal guardian permission to use a student’s photograph, voice,

and/or name in various media projects. Please read the following, then date and sign where indicated.

0  Yes-1consent. | grant permission for my child to participate and appear in video or audio recordings,
films, photographs, written articles, or on websites and social media sites. This consent includes the use and
editing of my child’s image, voice and name in media projects by the Lawrence Public Schools to print,
broadcast or Internet media outlets, such as newspapers, radio and television stations and news websites. In
consideration of the opportunity for my child to participate, | release the Lawrence Public Schools, including
its employees and contractors, from all claims resulting from the use and editing of my child’s image, voice or

name, and the use, editing and release to media outlets.

U No -1 donot consent to the use of my child’s photograph, voice and/or name in various media

projects.

Your selection remains valid for all media projects occurring during the school year in which this form is

signed. You may rescind your permission at any time by completing a new form at your child’s school.

Child’s name:

(First) (Last)
School:

Parent/Legal Guardian’s Name (Print):

Parent/Legal Guardian’s Signature:

Date:

Revised 02/2016




ESCUELAS PUBLICAS DE LAWRENCE
Forma de Comunicacion de Prensa

Las Escuelas Publicas de Lawrence requieren permiso de padres/guardianes para utilizar fotografias, voz, y/o
nombre del estudiante en varios proyectos de medios de comunicacién. Por favor, lea a continuacion, y luego

anade la fecha y firme en el espacio indicado.

QO Si-Yo doy mi consentimiento. Le doy permiso a mi hijo de participar y aparecer en las grabaciones de
audio y video, peliculas, fotografias, articulos por escrito, o en las paginas del web y dreas de medios sociales.
Este consentimiento incluye el uso y edicion de las imégenes de mi hijo, voz y nombre en los medios de
comunicacion para proyectos en las Escuelas Piblicas de Lawrence de imprimir, editar en medios de
comunicacion, tales como periddicos, radio, television y sitio de noticias en el web. Teniendo en cuenta la
oportunidad de mi hijo de participar, yo asumo la responsabilidad en nombre de la Escuelas Publicas de
Lawrence, incluyendo sus empleados y contratistas, de todas las reclamaciones basadas en el uso y edicion de

las imagenes, voz o nombre de mi hijo, y de publicar y editar a los medios de comunicacion.

U No- Yo no doy mi consentimiento de usar fotografias, voz y/o nombre de mi hijo en los proyectos de

medios de comunicacion.

Su seleccion es valida para todos los proyectos de medios de comunicacion que se producen durante el afio
escolar en que esta forma estd firmada. Puede revocar su permiso en cualquier momento completando y

firmando una nueva forma en la escuela de su hijo.

Nombre del estudiante:

(Nombre) (Apellido)
Escuela:

Nombre del Padre o Guardian:

Firma de Padre o Guardian:

Fecha:

Modificada 02/2016
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February 8, 2021
LAWRENCE PUBLIC SCHOOLS ~ Regutar Meetirg
2021-2022 Holiday Calendar
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9/7-9/8  Rosh Hashanah 12/23-12/31 Holiday Break | 6/24 LAST DAY
9/16 Yom Kippur 1/17 MLK Jr. Day

| etk Ll
BOE Approved: /). 2/0, 2 District Clerk: v/%&‘{//\a" é (N




binitditdal ANRENBhinittanda

PUBLIC SCHOOLS

Ann Pedersen, Ed.D. Early Childhood Center
Superintendent of Schools @ Number Four School
87 Wanser Avenue
Lisa Tariq Inwood, NY 11096
Director of Special Programs/Principal Tel: 516-812-7555
August 2021

Dear Parents/Guardians:

In order to ensure the safety of your child, we are requesting you provide us with the names of the
family members or friends who have your permission to pick up your child from school in case you are
unable to do so. This person must be 18 years of age and will be required to show proper photo
identification when picking up vour child.

Student Name Teacher Room
First and Last Name
Mother's Name Father's Name
First and Last Name First and Last Name
Cell Phone Number Cell Phone Number
Guardian’s Name Guardian’s Phone Number

First and Last Name

Contact Names: PLEASE PRINT
1.

First and Last Name Relationship Phone Number
2:

First and Last Name Relationship Phone Number
3.

First and Last Name Relationship Phone Number
4.

First and Last Name Relationship Phone Number

NO CHILD WILL BE RELEASED TO ANY PERSON WITHOUT YOUR PRIOR WRITTEN
PERMISSION. NO EXCEPTIONS WILL BE MADE. If possible, please forward a letter to the child’s
classroom teacher if he/she will be leaving school before our regular dismissal time. Our regular
dismissal time is 3:30 p.m. Due to the fact that students are engaged in many fun activities outside of
their classroom and may be preparing for dismissal, we are asking that you do not come to the school to
pick up your child after 2:30 p.m.

Your child’s safety is very important to us. We ask for your cooperation in this matter. Thank you.

Parent/Guardian has read the information above and understands the early dismissal requirements.

Parent/Guardian Signature

NS A, - RS WO 2o S O ST B i T
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PUBLIC SCHOOLS

Ann Pedersen, Ed.D. Early Childhood Center

Superintendent of Schools @ Number Four School
Inwood NY 11096

Lisa Tariq Tel: 516-812-7555

Director of Special Programs/Principal

August 2021
Estimado Padres/Guardiéans:

Para asegurar la seguridad de su nifio/a al ser despido, pedimos que nos provea con los nombres de los
miembros de la familia y amigos que tienen su permiso para recoger a su nifno de la escuela cuando usted no lo
puede hacer. Esta persona deber4 presentar identificacién cuando recojan a su nino/a. Esta persona tiene que
tener 18 afos o mas, y debe presentar una identificacién con su foto, cuando recojan a su nino/a.

Nombre del Alumno/a Maestra Salén
Nombre de Madre Nombre de Padre

Ntmero de teléfono celular Ntmero de teléfono celular

Nombre de Guardiane Numero de teléfono celular

Contacto: (Letra De Molde)

1z

Nombre Relacién Numero de teléfono
2:

Nombre Relacion Numero de teléfono
3.

Nombre Relacion Numero de teléfono
4.

Nombre Relacion Numero de teléfono

Ningan nino sera despedido con cualquier persona si nosotros no recibimos su permiso previo. No
excepciones! Si es posible, favor de mandar una carta a la maestra de su nifio si el/ella saldr antes de la hora
del despido regular. Nuestra hora de despido es a las 3:30 p-m. Debido al hecho de que los estudiantes
participan en muchas actividades divertidas fuera de su salén de clases y pueden estar preparandose para la
salida, pedimos que padres no vengan a la oficina para recoger sus nifios después de las 2:30 p.m.

La seguridad de sus ninos es muy importante para nosotros. Pedimos su cooperacion con este asunto.
Gracias.

Padre/tutor ha leido la informacién anterior y entiende los requisitos de salida temprana.

Padres/Guardianes Signature




LAWRENGE EARLY CHILDHOOD GENTER
AT THE NUMBER FOUR SCHOOL

Kindergarten Supply List (2021 - 2022)
This is a list of supplies needed for September. Please bring these items to school.
*Dlease make sure all supplies are labeled with your child’s name on if*.

1 Backpack large enough to carry folders and lunch a

1 Plastic supply box s >

2 Plastic Bottom pocket folders -
3 Boxes of wipes &

3 Boxes of tissues

10 Elmer’s glue sticks % ’

1 Bottle (7.6 fl. oz. or larger) or Elmer’s glue @ e e
= Ca=7

2 packs of multicolored Crayola crayons (24 count) (—

1 package of Ziploc (sandwich size) bags
1 package of Ziploc (gallon size) bags
2 Rolls of Paper Towels

1 package of white 3x5 index cards =

2 packages of sharpened pencils

1 pair on the ear adjustable band headphones ‘ ;
1 pack of post-its =
2 yellow highlighters - (Hrumes

Change of clothing in Ziploc gallon size bag

ﬁ/
Scissors %4




LAWRENGE EARLY GHILDHOOD GENTER
AT THE NUMBER FOUR SGHOOL
Lista de Ctles para Kinder (2021 - 2022)

Esta es una lista de suministros necesarios para septiembre. Por favor traiga estos articulos a la escuela.
*Asegdrese de que fodos los suministros estén etiquetados con el nombre de su hijo/a.

-

[l 1 Mochila grande para llevar el almuerzo y las carpetas

g 3 . Vi oued 4
Ll 1 Caja de suministro de plastico /. -

[l 2 Carpetas plasticas de bolsillo u
[] 3 Cajas de toallitas &
v

Ll 3 Cajas de panuelos de papel (Kleenex) %w

[

: R
.| 10 Barras de pega marca Elmer %
[] 1 Botella (7.6 fl. Onz or mayor) de pega marca Elmers w

= =

15z

e

Crayold,
S

.| 2 Paquetes de crayones multicolores Crayola (24 unidades)

] 1 paquete de plumones Crayola multicolores, grueso/lavables (8-10 L\mi”dades)

"l 1 Paquete de bolsas Ziploc tamafio (sandwich)

[l 1 paquete de bolsas Ziploc de 1 galdn

Ll 2 Rollos de papel toalla

| 1 Paquete de tarjetas index blancas 3x5

.| 2 Paquetes de lapices T

PETON

A o ; : e ]
! 1Play Doh (plastilina) 4 packs de 4 oz, botellas clasicas o variedad \

[] 1 Par de audifonos ajustables de banda Q

[l 1 Paquetes de Post-its (notas de papel adhesivo) |
| 2 marcadores amarillos (urumer

L Cambio de mudada en una bolsa Ziploc de un galdn

V4

[l Tijeras




LAWRENGE EARLY CHILDHOOD GENTER
AT THE NUMBER FOUR SCHOOL

Kindengarten REGOMMENDED Supply List fo Keep at Home
(2021 — 2022)

This is an additional list of supplies recommended to keep at home for
homework and practice.

) 10 Elmer’s glue sticks @

1 pack of multicolored Crayola crayons (12 count) s

O

1 1 package of white 3x5 index cards —

1 2 packages of sharpened pencils

Lol v e
1 1 play doh - 4 packs of 4 oz. cans classic or assorted &y & &y &

1 1 pair on the ear adjustable band headphones ‘ k

"] Erase board with erasable markers




LAWRENGE EARLY CHILDHOOD GENTER
AT THE NUMBER FOUR SGHOOL

Lista de Utles Recomendados para Kinder para tener en casa
(202~ 2022)

Esta es una lista adicional de suministros recomendados para tener en casa
para tarea y para practicar.

Gt
1) 10 barras de pega marca Elmer £ | =R
") 1 paquete de crayones multicolores Crayola (24 unidades) &t
ey Bl
" 1 paquete de plumones Crayola multicolores, grueso/lavables (8-10 unidades) W

CIASHABUE

(|

1 paquete de tarjetas index blancas 3x5 E;ﬁ/w;

1] 2 paquetes de lapices

[ —
1 play Doh (plastilina) 4 packs de 4 oz, botellas clasicas o variedad @ @& @

0 1 par de audifonos ajustables de banda ‘ ;

(1 1 borrar tablero con marcadores borrables




e > ’\73\;' % \2. ‘ = N e A ) - \’?’,\ﬁ g l\/ € "‘,\»-/f"‘\- y\\r 'L\r,._/j;,.\
TR R T A TN YOV R IR YRYR

PUBLIC SCHOOLS

Lawrence Early Childhood Center
at the Number Four School

http:/Awww.lawrence.org

2021-2022

Dear Parents/Guardians,
We feel that it is a good time to review our procedures regarding children who are sick at school.

If your child gets sick, it is most appropriate to keep him/her home from school. A child who is sick will not be able to perform
well in school and is likely to spread the illness to other children and staff. Please make arrangements for childcare ahead of
time to ensure that your child has an arranged place to stay if he/she is ill.

Our school policy states that you should not send your child to school if he/she has:

1. Fever in the past 24 hours — Shouldn’t return until there is no fever for full day without medication
*2. Vomiting in the past 24 hours
*3. Diarrhea in the past 24 hours
*4. Sore throat
*If you have any of these symptoms for one day, do not come to school the next day.

5. Chills
6. Lice / Nits - Children's hair should be in a ponytail / braid every day at school.
7. Bad cold with a very runny nose or bad cough, especially if it has kept the child awake at night-Keep child at
home until they feel better and does not have any symptoms.
*8. Strep Throat (Child must be on antibiotic for at least 24 hours before returning to school)
*9. Red eyes, tear secretion, itching and / or painful (other than allergies) for pink eye.

*You must take antibiotics for 24 hours and need a doctor's note to come back to school.

If you keep your child at home for any reason, call the Main Office at 516-295-6402 or leave a voicemail. Please include the
reason for the absence.

If your child becomes ill at school and the teacher or school nurse feels that the child is too ill to benefit from school or is
contagious to other children, you will be asked to come and take them home. It is essential that you fill out the yellow
'emergency card so that your child's teacher/nurse/office have a phone number where you can be reached during the day and
an emergency number in case they cannot reach you. Make sure arrangements can be made to transport your child home
from school and that child care is available in case of illness. If your day or emergency number changes during the year, notify
us immediately.

These guidelines are intended to serve the best interests of all children in our school. If you have any questions or concerns, do
not hesitate to call me the Nurse at 516-295-6405.

IMPORTANT REMINDERS:
O Sandals, flip flops are NOT allowed at school.
U Please have your children wear supportive sneakers for their safety.
. Your child’s hair must be in a ponytail/ braid every day to prevent the spread of lice.

Sincerely,

ECC School Nurse
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PUBLIC SCHOOLS

Lawrence Early Childhood Center
at the Number Four School

http://www.lawrence.org

2021-2022
Estimados Padres /Encargados:

Creemos que es un buen momento para revisar nuestros procedimientos con respecto a los nifios que estin enfermos en la
escuela.

Si su hijo se enferma, lo mas apropiado es mantenerlo en la casa. Un nifio que estd enfermo no podra desempeiiarse bien en la
escuela y es probable que propague la enfermedad a otros niiios y al personal. Haga arreglos para el cuidado de los nifios con
anticipacion para asegurarse de que su hijo tenga un lugar acordado para quedarse si estd enfermo.

Nuestra politica de escuela establece que no debe enviar a su hijo a la escuela si €1/ ella tiene:

1. Fiebre en las Gltimas 24 horas- No deberia regresar hasta que no tenga fiebre por un dia completo
*2. Vémitos en las dltimas 24 horas
*3. Diarrea en las tltimas 24 horas
*4. Dolor de garganta
*Si tiene alguno de estos sintomas durante un dia, no venga a la escuela al dia siguiente.
5. Escalofrios
6. Un mal resfriado que tenga mucosa liquida o tos fuerte, especialmente si ha mantenido al nifio despierto por la noche -
mantener al nifio/a la nifia en casa hasta que se sienta mejor y no tenga ningin sintoma
7. Piojos/Liendres - El cabello de los nifios debe estar en una cola /trenza todos los dias en la escuela.
*8. Estreptococos en la garganta (el nifio debe tomar antibiéticos durante al menos 24 horas antes de regresar a la escuela).
*9. Ojos rojos, secrecion lagrimal, con picazén y / o dolorosos (que no sean alergias) conocido como conjuntivitis.
*Debe tomar antibidticos por 24 horas o una nota del doctor para regresar a la escuela.

Si deja a su hijo en casa por cualquier razén, llame / deje un mensaje de voz en la Oficina Central al 516-295-6402 para
informar la ausencia. Por favor incluya el motivo de la ausencia.

Si su hijo se enferma en la escuela y el maestro o la enfermera de la escuela sienten que el nifio estd demasiado enfermo para
beneficiarse de la escuela o es contagioso para otros niiios, le pedirdn que lo lleve a casa. Es esencial que complete la tarjeta
amarilla de emergencia para que el maestro, la enfermera y la oficina de su hijo tengan un nimero de teléfono donde puedan
comunicarse con usted durante el dia y un nimero de emergencia en caso de que no puedan comunicarse con usted. Asegiirese
de que se puedan hacer arreglos para transportar a su hijo a casa desde la escuela y que haya cuidado infantil disponible en
caso de enfermedad. Si su nimero de dia o de emergencia cambia durante el afo, notifiquenos de inmediato.

Estas pautas estin destinadas a servir a los mejores intereses de todos los nifios de nuestra escuela. Si tiene alguna pregunta o
inquietud, no dude en llamarme la enfermera a 516-295-6405.

RECORDATORIOS IMPORTANTE:

¢ Sandalias, chanclas No estin permitidas en la escuela.
e Por favor, haga que sus hijos usen zapatos de deporte por su seguridad.
e El cabello de los nifios debe estar siempre en una cola /trenza para prevenir el contagio de piojos.

Sinceramente,

Enfermera de la Escuela #4




LAWRENCE

P U B LI C S C H OO LS Lawrence Early Childhood Center

Dr. Ann Pedersen at the Number Four School
Superintendent of Schools 87 Wanser Avenue

Jeremy Feder Inwood, N_ew York 11096
Assistant Superintendent Tel: 516-812-7555

i : http://www.lawrence.org
Lisa Tariq

Principal/Director of Special Programs

August 2021

Dear Parents and Guardians,

I hope that you and your families are in good health. The New York Education law requires any new
registrants into the district must obtain a complete physical exam by their doctor. Please see the attached
documents including the Required NYS School Health Examination Form, Vaccine Administration Record
JSor Children and Teens, and an Asthma Action Plan (Asthma Action Plan - if applicable). Please send back all
paperwork in this packet.

Your cooperation is greatly appreciated.

We are looking forward to a safe and healthy school year!

Thank you,

Lawrence Early Childhood Center Nurse

2021 de Agosto

Queridos padres y tutores,

Espero que usted y sus familias gocen de buena salud. La ley de educacion de Nueva York requiere que
cualquier nuevo inscrito en el distrito debe obtener un examen fisico completo por parte de su médico. Consulte
los documentos adjuntos, incluido el formulario de examen de salud escolar obligatorio del estado de Nueva

York, el registro de administracion de vacunas para nifios y adolescentes y un plan de accion para el asma
(de accidn para el asma - si corresponde). Envie todos los documentos incluidos en este paquete.

Su cooperacion es muy apreciada.
jEsperamos tener un aio escolar seguro y saludable!

Gracias,

Enfermera de Lawrence Early Childhood Center




REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR
IF AN AREA IS NOT ASSESSED INDICATE NOT DONE
Note: NYSED requires a physical exam for new entrants and students in Grades Pre-Kor K, 1, 3,5, 7,9 & 11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Education (CSE) or
Committee on Pre-School Special education (CPSE).
STUDENT INFORMATION
Name Sex. OM [OF |DOB:

School: Grade: Exam Date:

HEALTH HISTORY

Allergies [ No Type:

O Yes, indicate type ; [0 Medication/Treatment Order Attached [0 Anaphylaxis Care Plan Attached
Asthma ONo ;D intermitt;ant O Persistent (I Other:

U Yes, indicate type | Medication/Treatment Order Attached [0 Asthma Care Plan Attached
Seizures [ No Type: Date of last seizure:

O Yes, indicate type | Medication/Treatment Order Attached [ Seizure Care Plan Attached

Diabetes [ No Type: O1 0O 2

O Yes, indicate type | [ Medication/Treatment Order Attached O Diabetes Medical Mgmt. Plan Attached

Risk Factors for Diabetes or Pre-Diabetes: Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors:
Family Hx T2DM, Ethnicity, Sx Insulin Resistance, Gestational Hx of Mother, and/or pre-diabetes.

BMI kg/m2
Percentile (Weight Status Category): <5t [J5t-49th [J50"-84%" [J85%-94% [195%-98" [J99"and>
Hyperlipidemia: [ONo [Yes [J NotDone Hypertension: [ONo [JYes O NotDone

PHYSICAL EXAMINATION/ASSESSMENT

Height: Weight: BP: Pulse: Respirations:

List Other Pertinent Medical Concerns
(e.g. concussion, mental health, one functioning organ)

=2l Betoh = Sl o eahd £b

Laboratory Testing (Positivel Negative = Date

TBPRN | O | O |
Sickle Cell Screen-PRN | [ | O |
Lead Level Required Grgdgs Pre- K &K Date

OTestDone [leadElevated >5 g/t | |
[J System Review and Abnormal Finqingfl.istgd Below

] HEENT ] Lymph nodes ] Abdomen [ Extremities i Speech

[J Dental [J Cardiovascular [J Back/Spine |0 Skin [J Social Emotional

[J Neck [ Lungs [J Genitourinary '[J Neurological [J Musculoskeletal

[J Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list) ICD-10 Code*
O Additional Information Attached *Required only for students with an IEP receiving Medicaid
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Name: DOB:

SCREENINGS
Vision (w/correction if prescribed) Right ‘ Left Referral ‘ Not Done
Distance Acuity 20/ | 20/ J Yes [0 No O
Near Vision Acuity 20/ 20/ d
Color Perception Screening OPass [ Fail 7 7 O
Notes - _ ) - )
Hearing Passing indicates student can hear 20dB at all frequencies: 500, 1000, 2000, 3000, 4000 Not Dond
_Hz; for grades 7 & 11 also test at 6000 & 8000 Hz. g :
Pure Tone Screening Right [J Pass [J Fail | Left (J Pass (I Fail | Referral (JYes [JNo O
Notes

S S ) 3 | s - ! !

Scoliosis Screen Boys in grade 9, and Girls in Negative | Positive 7_! ~ Referral | NotDone
grades5 & 7 7 0O O OvYes ONo | O

RECOMMENDATIONS FOR PARTICIPATION IN PHYSICAL EDUCATION/SPORTS/PLAYGROUND/WORK

[ Student may participate in all activities without restrictions.
[J Student is restricted from participation in:
[0 Contact Sports: Basketball, Competitive Cheerleading, Diving, Downhill Skiing, Field Hockey, Football, Gymnastics, Ice
Hockey, Lacrosse, Soccer, and Wrestling.
[J Limited Contact Sports: Baseball, Fencing, Softball, and Volleyball.
[0 Non-Contact Sports: Archery, Badminton, Bowling, Cross-Country, Golf, Riflery, Swimming, Tennis, and Track & Field.
O Other Restrictions:

Developmental Stage for Athletic Placement Process ONLY required for students in Grades 7 & 8 who wish to play at
the high school interscholastic sports level OR Grades 9-12 who wish to play at the modified interscholastic sports level.

Tanner Stage: (J1 OO Owm Owv OV Age of First Menses (if applicable) :

[ Other Accommodations*: (e.g.‘ér_at:;, orthotics, insulin puhp, prostebtic, sglzts gogglé, etc.) Use additional space
below to explain. *Check with athletic governing body if prior approval/form completion required for use of device at
athletic competitions.

Vit MEDICATIONS
[] Order Form for Medication(s) Needed at School Attached

il IMMUNIZATIONS
[J Record Attached [J Reported in NYSIIS
HEALTH CARE PBOVIDER

Medical Provider Signature:
Provider Name:?};/éase print)
Provider Address: 3

Phone: Fax:

Please Return This Form To Your Child’s School When Completed.
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Vaccine Administration Record
for Children and Teens

Before administering any vaccines, give copies of all pertinent Vaccine
Information Statements (VISs) to the child's parent or legal representative

and make sure he/she understands the risks and benefits of the vaccine(s).

Always provide or update the patient’s personal record card.

PAGE 1 OF 2

Patient name

Birthdate Chart number

PRACTICE NAME AND ADDRESS

Vaccine Information

Date vaccine | Fundin i i
. f > 4 Vaccine Vaccinator®
Vaccine \'/raycpcei:e‘ given Source | Site’ Statement (VIS) (signature or
(mo/day/yr) | (FS.P)? Lot # Mfr. DateonVIS* | Date given® | initials and title)
Hepatitis B*

(e.g., HepB, Hib-HepB,
DTaP-HepB-IPV)

Give IM.?

Diphtheria, Tetanus,

Pertussis*
(e.g., DTaP, DTaP/Hib,

DTaP-HepB-IPV, DT,

DTaP-1PV/Hib, DTaP-IPV,

Tdap, Td) Give IM.’

Haemophilus influenzae

type b
(e.g., Hib, Hib-HepB,

DTaP-IPV/Hib, DTaP/Hib,

Hib-MenCY) Give IM.

Polio®

(e.g., IPV, DTaP-HepB-IPV,
DTaP-IPV/Hib, DTaP-IPV)

Give IPV Subcut or IM.?

Give all others IM.?

Pneumococcal

(e.g., PCV7, PCV13,

conjugate; PPSV23,
polysaccharide)

Give PCV IM.” Give

PPSV Subcutor IM.7

Rotavirus (RV1, RVS)

Give orally (po).

P> See page 2 to record measles-mumps-rubella, varicella, hepatitis A,
meningococcal, HPV, influenza, and other vaccines (e.g., travel vaccines).

How to Complete this Record

1. Record the generic abbreviation (e.g., Tdap) or the trade name for each
vaccine (see table at right).

2. Record the funding source of the vaccine given as either F (federal),
S (state), or P (private).

3. Record the site where vaccine was administered as either RA (right arm),
LA (left arm), RT (right thigh), LT (left thigh), or NAS (intranasal).

4. Record the publication date of each VIS as well as the date the VIS is
given to the patient.

5. To meet the space constraints of this form and federal requirements for
documentation, a healthcare setting may want to keep a reference list of
vaccinators that includes their initials and titles.

6. For combination vaccines, fill in a row for each antigen in the combination.

7. IM is the abbreviation for intramuscular; Subcut is the abbreviation for
subcutaneous.

Abbreviation | Trade Name and Manufacturer

DTaP Daptacel (Sanofi Pasteur); Infanrix (GlaxoSmithKline [GSK]);
Tripedia (Sanofi Pasteur)

DT (pediatric) Generic (Sanofi Pasteur)

DTaP-HepB-IPV | Pediarix (GSK)

DTaP-IPV/Hib | Pentacel (Sanofi Pasteur)

DTaP-1PV Kinrix (GSK); Quadracel (Sanofi Pasteur)

HepB Engerix-B (GSK); Recombivax HB (Merck)

HepA-HepB Twinrix (GSK); can be given to teens age 18 and older

Hib ActHIB (Sanofi Pasteur); Hiberix (GSK); PedvaxHIB (Merck)

Hib-MenCY MenHibrix (GSK)

1PV Ipol (Sanofi Pasteur)

PCV13 Prevnar 13 (Pfizer)

PPSV23 Pneumovax 23 (Merck)

RV Rotarix (GSK)

RVS RotaTeq (Merck)

Tdap Adacel (Sanofi Pasteur); Boostrix (GSK)

Td Decavac, Tenivac (Sanofi Pasteur); Generic (MA Biological Labs)

IMMUNIZATION ACTION COALITION  Saint Paul, Minnesota - 651-647-9009 - www.immunize.org - www.vaccineinformation.org

www.immunize.org/catg.d/p2022.pdf » Item #P2022 (4/16)



Vaccine Administration Record
for Children and Teens (continued)

Before administering any vaccines, give copies of all pertinent Vaccine
Information Statements (VISs) to the child’s parent or legal representative

and make sure he/she understands the risks and benefits of the vaccine(s).

Always provide or update the patient's personal record card.

Patient name

PAGE 2 OF 2

Birthdate

Chart number

PRACTICE NAME AND ADDRESS

Date vaccine | Funding
given Source | Site?
(mo/day/yr) | (FS.P)?

Type of

Vaccine Vaccine!

Vaccine

Vaccine Information

1 ]
Statement (VIS) Vaccinator

(signature or

Lot # Mfr.

Date on VIS*

Date given* | initials and title)

Measles, Mumps, Rubella®
(e.g. MMR, MMRV)

Give Subcut.”

Varicella® (e.g., VAR,

MMRYV) Give Subcut.”

Hepatitis A (HepA)

Give IM.7

Meningococcal ACWY; CY

(e.g., MenACWY [MCV4];
Hib-MenCY)

Give MenACWY and

Hib-MenCY IM.?

Meningococcal B (e.g.,

MenB) Give MenB IM.”

Human papillomavirus

(e.g., HPV2, HPV4,
HPV9) Give IM.”

Influenza (e.g., [1V3, I1V4,

ccllV3, RIV3, LAIV4)

Give 11V3, 11V4, cclIV3,
and RIV3 IM.7

Give LAIV4 NAS.

Other

P> See page 1 to record hepatitis B, diphtheria, tetanus, pertussis, Haemophilus
influenzae type b, polio, pneumococcal, and rotavirus vaccines.

How to Complete this Record

. Record the generic abbreviation (e.g., Tdap) or the trade name for each

vaccine (see table at right).

Record the funding source of the vaccine given as either F (federal),

S (state), or P (private).

. Record the site where vaccine was administered as either RA (right arm),
LA (left arm), RT (right thigh), LT (left thigh), or NAS (intranasal).

4. Record the publication date of each VIS as well as the date the VIS is
given to the patient.

. To meet the space constraints of this form and federal requirements for
documentation, a healthcare setting may want to keep a reference list of
vaccinators that includes their initials and titles.

w N -

w

gy

IM is the abbreviation for intramuscular; Subcut is the abbreviation for
subcutaneous.

Abbreviation

Trade Name and Manufacturer

MMR

MMRII (Merck)

VAR

Varivax (Merck)

MMRV

ProQuad (Merck)

HepA

Havrix (GlaxoSmithKline [GSK]); Vagta (Merck)

HepA-HepB

Twinrix (GSK)

HPV2

Cervarix (GSK)

HPV4, HPV9

Gardasil, Gardasil 9 (Merck)

LAIVA (live attenuated influ-
enza vaccine, quadrivalent)

FluMist (Medimmune)

11V3 (inactivated influenza vac-
cine, trivalent), 1IV4 (inactivated
influenza vaccine, quadrivalent),
cclIV3 (cell culture-based
inactivated influenza vaccine,
trivalent), RIV3 (inactivated
recombinant influenza vaccine,
trivalent)

Fluarix (GSK); Flublok (Protein Sciences Corp.);
Afluria, Fluad, Flucelvax, Fluvirin (Seqirus);
FluLaval (GSK); Fluzone (Sanofi Pasteur)

For combination vaccines, fill in a row for each antigen in the combination.

MenACWY Menactra (Sanofi Pasteur); Menveo (GSK)
HibMenCY MenHibrix (GSK)
MenB

Bexsero (GSK); Trumenba (Pfizer)

Immunization Action Coalition - Saint Paul, Minnesota - 651-647-9009 - www.immunize.org » www.vaccineinformation.org
www.immunize.org/catg.d/p2022.pdf « Item #P2022 - page 2 (4/16)




Asthma Action Plan

Name Date of Birth Grade/Teacher

Health Care Provider Health Care Provider's Office Phone Medical Record Number
Parent/Guardian Phone Alternate Phone
Parent/Guardian/Alternate Emergency Contact Phone Alternate Phone
DIAGNOSIS OF ASTHMA SEVERITY ASTHMA TRIGGERS (Things That Make Asthma Worse)

O Intermittent [ Persistent [OMild QO Moderate QSevere] [ Smoke [ Colds [ Exercise [] Animals [J Dust [ Food
[] Weather [] Odors [] Pollen  [] Other

JONTROLLER MEDICINES (PREYENTION) Metioi( 6o EV

" GREEN ZONE: GO! Take These DAIL

You have ALL of these: @ O No daily controller medicines required

« Breathing is easy : ¢ ;
« No cough or wheeze [ Daily controller medicine(s):

« Can work and play O :
« Can sleep all night Take pufi(s) or tablet(s) _____daily.
[ For asthma with exercise, ADD:
puffs with spacer minutes before exercise
ALWAYS RINSE YOUR MOUTH AFTER USING YOUR DAILY INHALED MEDICINE.
YELLOW ZONE: CAUTION! Continue DAILY CONTROLLER MEDICINES and ADD QUICK-RELIEF Medicines
You have ANY of these: Take daily controller medicine if ordered and add this quick-relief medicine when you have breathing problems:
 Cough or mild wheeze i
inhaler mcg
* Tight chest Take puffs every hours, if needed. Always use a spacer, some children may need a mask.
« Shortness of breath .
* Problems sleeping, working, a . nebulizer mg/_ ml
or playing Take a nebulizer treatment every hours, if needed.
[J Other

If quick-relief medicine does not HELP within minutes, take it again and CALL your Health Care Provider
If using quick-relief medicine more than times in hours, CALL your Health Care Provider

IF IN THE YELLOW ZONE MORE THAN 24 HOURS, CALL HEALTH CARE PROVIDER.

ANE- EMERRENT
UNE _"J‘\,"" | F

You have ANY of these:

O inhaler mcg
. R/nerg s.hor? of tirga}h_ Take puffs every hours, if needed. Always use a spacer, some children may need a mask.
*uledicing s NELUSINNg O nebulizer mg / ml
. ﬁgesfgru?ge'zgg‘, ?inbdsgirgwing, Take a nebulizer treatment every hours, if needed.
can't talk well (] Other
» Lips or fingernails are grey CALL HEALTH CARE PROVIDER AGAIN WHILE GIVING QUICK-RELIEF MEDICINE. If health care provider cannot
or bluish be contacted, CALL 911 FOR AN AMBULANCE OR GO DIRECTLY TO THE EMERGENCY DEPARTMENT!

REQUIRED PERMISSIONS FOR ALL MEDICATION USE AT SCHOOL

Health Care Provider Permission: | request this plan to be followed as written. This plan is valid for the school year -

Signature Date

Parent/Guardian Permission: | give consent for the school nurse to give the medications listed on this plan or for trained school staff to assist my child to take them
after review by the school nurse. This plan will be shared with school staff who care for my child.

Signature Date

OPTIONAL PERMISSIONS FOR INDEPENDENT MEDICATION CARRY AND USE AT SCHOOL

Health Care Provider Independent Carry and Use Permission: | attest that this student has demonstrated to me that they can self-administer this rescue medication
effectively and may carry and use this medication independently at school with no supervision by school personnel.

Signature Date

Parent/Guardian Independent Carry and Use Permission (If Ordered by Provider Above): | agree my child can self-administer this rescue medication effectively and
may carry and use this medication independently at school with no supervision by school personnel.

Signature Date

4850 New York State Department of Health 517
COPY FOR PATIENT




Plan de accion contra el asma [

Nombre Fecha de nacimiento Grado/Maestro

Proveedor de atencién médica Teléfono del consultorio del proveedor de atencién médica | Nimero de expediente médico

Padre/Tutor Teléfono Teléfono alternativo

Contacto de emergencia alternativo del padre/tutor Teléfono Teléfono alternativo

DIAGNOSTICO DE GRAVEDAD DEL ASMA FACTORES DESENCADENANTES DEL ASMA (Cosas que empeoran el asma)

[ intermitente [ Persistente [OLeve OModerada QGrave ]  [JHumo  [JResfrio [ Ejercicio [J Animales (] Polvo [J Alimentos
[(Jclima  [JOlores [JPolen  [JOtro

CIDM) DAGA BIA

Alv 151

~ ZONA VERDE: {ADELA

estos MEDIGAMENTOS DE CONTROL DIARIO (PREVE

:Jslgd t.ie:te TODO [ No necesita medicamentos de control diario

0 siguientes: : -

S ekqira biet [ Medicamentos de control diario

* No tiene tos ni sibilancia O - — - =
* Puede trabajar y jugar Realice inhlacions 0 lome comprimidos _____ por dia.
* Puede dormir toda la noche [ Para el asma provocada por el ejercicio, AGREGUE:

inhalaciones con espaciador minutos antes del ejercicio
SIEMPRE ENJUAGUESE LA BOCA DESPUES DE USAR EL MEDICAMENTO DE INHALACIGN DIARIO.

ZONA AMARILLA: ;PRECAUCION!  Continiie con los MEDICAMENTOS DE CONTROL DIARIO y AGREGUE los medicamentos de ALIVIO RAPIDO

Usted tiene ALGUNO de Tome ¢l medicamento de control iario, s se o indicd el médico, y afiada el siguiente medicamento de alivio r&pido cuando tenga problemas para respirar;

los siguigntes sintomas: ihaladorde un
: (T)osr g %2”::0? Ie;/re‘0 Realice inhalaciones cada_______horas, si es necesario. Utilice siempre un espaciador; algunos nifios podrian necesitar una mascarilla.

. F:;t:Sdle airee £ 0 nebulizador de mg/ nl
* Problemas para dormir, Realice un tratamiento con nebulizador de cada horas, si es necesario.

trabajar o jugar [0t
Si ¢l medicamento de alivio répido NO DA RESULTADO en minutos, tmelo nuevamente y LLAME a su proveedor de atencion médica
Si estd usando un medicamento de alivio répido més de veces en horas, LLAME a su proveedor de atencion médica
SIESTA EN LA 20HA AMARILLA DURANTE MAS DE 24 HORAS, LLAME AL PROVEEDOR DE ATENCION MEDICA.

Usted tiene ALGUNO de [l inhalador de meg

los siguientes sinfomas: Realice inkalationes cada horas, si es necesario. tilice siempre un espaciador; algunos nifios podrian necesitar una mascarilla.

» Mucha dificultad para respirar

+ Los medicamentos no hacen efecto g - . nebulizador de m/ w

» La respiracion es rapida y dificultosa Realice un tratamiento con nebulizador de tada horas, si es necesario.

* La nariz estd muy abierta, se le notan J Ot
las costillas, no puede hablar bien — - - -

« Los labios 0 las ufias estan de color LLAME NUEVAMENTE AL PROVEEDOR DE ATENCION MEDICA MIENTRAS RECIBE EL MEDICAMENTO DE ALIVIO RAPIDO. Si no puede comunicarse
grisdceo 0 azulado con el proveedor de alencin médica, LLAME A UNA AMBULANCIA AL 911 0 ACUDA DIRECTAMENTE AL DEPARTAMENTO DE EMERGENCIAS!

SE REQUIERE AUTORIZACION PARA USAR LOS MEDICAMENTOS EN LA ESCUELA

Permiso del proveedor de atencion médica: Solicito que se siga este plan tal como estd escrito. Este plan es valido para el afio escolar -

Firma Fecha

Permiso del padre/tutor: Doy mi consentimiento para que el profesional de enfermerfa escolar le dé a mi hijo los medicamentos indicados en este plan, o para que el personal escolar
capacitado lo ayude a tomar dichos medicamentos tras fa revision del profesional de enfermeria escolar. Este plan se compartird con el personal escolar que cuida de mi hijo.

Firma Fecha

OPCIONAL PERMISOS PARA LLEVAR Y USAR MEDICAMENTOS EN LA ESCUELA DE MANERA INDEPENDIENTE

Permiso del proveedor de atencion médica para llevar y usar medicamentos de manera Indepel‘dlente: Hago constar que el estudiante ha demostrado ante mi que puede
administrarse este medicamento de rescate de manera efectivay que puede llevar y usar dicho medicamento en la escuela de manera independiente sin supervision del personal escolar.

Firma Fecha

Permiso del padre/tutor para llevar y usar medicamentos de manera Indepenqlenta (si asi lo indica el proveedor de salud antedicho): Acepto que mi hijo pueda administrarse este
medicamento de rescate de manera efectiva y que pueda llevar y usar dicho medicamento en la escuela sin supervision del personal escolar.

Firma Fecha

4851 New York State Department of Health 517
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Dental Health Form

Parent/Guardian: New York State law (Chapter 281) permits schools to request a dental examination in the following grades: school
entry, K, 2, 4, 7, & 10. Your child may have a dental check-up during this school year to assess his/her fitness to attend school. Please
complete Section 1 and take the form to your dentist for an assessment. If your child had a dental check-up before he/she started the
school, ask your dentist to fill out Section 2. Return the completed form to the school’s medical director or school nurse as soon as
possible.

Section 1. To be completed by Parent or Guardian (Please Print)

Child's Name: e na ot
{ isi tist? Yes No
Birth Date: | / sex: [ Male Wil this be your child's first visit to a dentis &) I
Moth  ODwy  Yew [ Female
School: ™™ Grade

Have you noticed any problem in the mouth that interferes with your child's ability to chew, speak or focus on school activities? > Yes O No

| understand that by signing this form | am consenting for the child named above to receive a basic oral health assessment. | understand this
assessment Is only a limited means of evaluation to assess the student’s dental health, and | would need to secure the services of a denlistin
order for my child to receive a complete dental examination with x-rays if necessary to maintaln goed oral health.

| also understand that receiving this preliminary oral health assessment does not establish any new, ongoing or continuing doctor-patient
relationship. Further, | will not hold the dentist or those performing this assessment responsible for the consequences or results should | choose
NOT to follow the recommendations listed below.

Parent's Signature Date

Section 2. To be completed by the Dentist

I. The Dental Health condition of on (date of exam) The date of the exam
needs to be within 12 months of the start of the school year in which it Is requested. Check one:

[ Yes, The student listed above is in fit condition of dental ‘health to permit him/her attendance at the public schools.
[J No, The student listed above is not in fit condition of dental health to permit him/her attendance at the public schools.

NOTE: Not in fit condition of dental health means that a condition exists that interferes with a student's ability to chew, speak or
focus on school activities including pain, swelling or infection related to clinical evidence of open cavities. The designation of
notin fit condition of dental health to permit attendance at the public school does not preclude the student from attending
school.

Dentist's name and address (please print or stamp) Dentist's Signature

Optional Sections - If you agree to release this Information to school, parent please Initial here. :

Il. Oral Health Status (check all that apply).

[J Yes [CINo Carles Experience/Restoration History~ Has the child ever had a cavity (treated or untreated)? [A filling
(temporary/permanent) OR a tooth that is missing because it was extracted as a result of caries OR an open cavity).

[J Yes [] No Untreated Carles — Does this child have an open cavity? [At least % mm of tooth structure loss at the enamel surface.
Brown to dark-brown coloration of the walls of the lesion. These criteria apply to pits and fissure cavitated lesions as well as those on
smooth tooth surfaces. If retained root, assume that the whole tooth was destroyed by caries. Broken or chipped teeth, plus teeth
with temporary fillings, are considered sound unless a cavitated leslon s also present].

[ Yes [INo Dental Sealants Present

Other problems (Specify):

Il Treatment Needs (check all that apply)
[J No obvious problem. Routine dental care is recommended. Visit your dentist regularly.

[J May need dental care. Please schedule an appointment with your dentist as soon as possible for an evaluation.

[ immediate dental care is required. Please schedule an appointment immediately with your dentist to avoid problems.




As a reminder, Lawrence Public Schools posts updates
onh a regular basis to our district & school websites.
Download the Lawrence District 15 App to stay
up-fo-date on the go with all things Lawrence.

It's Everything Lawrence,
in your pocket.

Live Feed - News - Cafeteria Menus - Events - Staff Directory - Alerts - Athletics

Download on the ANDROID APP ON
‘ App Store » Google play

Please check our District page documents section of our website and App for all Lawrence Updates.




Como recordatorio, las publicaciones de las Escuelas Publicas de
Lawrence publican actualizaciones periodicamente en los sitios web
de nuestro distrito y escuelas. Descargue la aplicacion Lawrence
District 15 para mantenerse actualizado sobre las noticias con todo
lo relacionado con Lawrence.

Es todo Lawrence,
en tu bolsillo.

Transmision en vivo - Noticias - Merius de la cafetefia - Eventos - Directorio del personal - Alertas - Atletismo

| LAWRENCE

SCHOOL DISTRICT

2 Download on the ) ANDROID APP ON
' App Store

Por favor, consulte la seccion de documentos de la pagina del Distrito de nuestro sitio web y la aplicacion para
ver todas las actualizaciones de Lawrence.

I AWRENFF STROANG




