SUNSHINE SCHOOL REGISTRATIONS PACKET

Dear Parents,
The following documents are needed to complete your child’s

preschool folder.

.1. ENROLLMENT/EMERGENCY INFORMATION SHEET

2. MEDICAL RELEASE

3. SUNSHINE SCHOOL EMERGENCY CARD (gray card)

4. HOUSEHOLD AND INCOME FORM

5. COMMONWEALTH OF KENTUCKY CERTIFICATE OF
IMMUNIZATION STATUS FORM

6. COPY OF BIRTH CERTIFICATE

7. SOCIAL SECURITY CARD (COPY)

8. PREVENTATIVE HEALTH CARE EXAMINATION FORM
(Include vision and hearing screening results)

9. KENTUCKY EYE EXAMINATION FORM

10. KENTUCKY DENTAL SCREENING FORM

WE ARE REQUIRED BY LAW TO HAVE THESE PAPERS
PLEASE TAKE CARE OF THIS AS SOON AS POSSIBLE.




Studeny Enrollment/Emergency Information - PLEASE USE HLUE OR BLACK INK

Legak Last Nane First Name {Middle Name Returning students: Check here I there is unyl
' NEW INFORMATION this yenr.

Cirade Lavel fc 2021122 Date OF Birth Social Security Number  JSex Home Phone Lust Sehiool Antended

Physical/ 11 Address {where student resides)

1Check vnly if applicable)  [ISheher [(DMotel  THousing shared with frieads or famity members
Muiling Address (i differgney

e e
e e
Sudeent Ethnicity Hispanic/MLating I yes O ma
Race Check ALL thatappty [TJWhee [ Jlack vrAfrican American Osian  [INadive Hawaiinn o other Pacific tslander [JAmerican Indian or Alaskan Native
LIS Citizen [Jves [TJNo 1T no, country of residence O] Migeam [ tomigeant [ Refugee  (Country)
Cauatny of Ongm Fust famguage s vue chald began to spisih,
What language dows yuur child spuesk dl home™ Paman lungusge used me the hanke
rrre———— i T — ——— e re——————
T T P A e ettt et i a— — —— —— — e —
Plesse Cicle Do you have s computcrin your hone? Com wou access the infomet fom 3 our huze compuler? Email Addeess
YES NO Y& NO .
P e e P — e e e
Pliase Clrcte Please complels IF 3 oue child ades e bus
b How will your chifd amg at sehool in the wanuags’  Dus Car Walker Moming Prch Up Lecotan
2 How will sourchild telum home 1 the Memovns” Bus Car Watker Esvaing Drop O Locating..
— —— P T—.
e e — — e ——— —— — meas——s e
ParentsiGuardians Living in the sxme Household as Student (Sudent's Primary Household)
Living with {check vne) [J Bath Parents [ Father Onty (3 tother Only [J Foster Parent [ Guardian
[7] Mother/Steptather [} Father/Stepnather I Redative O Oy
Father or Male Guardians Nane Bathdpiz Place Employ ed . Wark Phone Celf Phong
Muotlicr ar Female Guanlinns Neane Buibdate Ploce Employ ol Work Phone ol Phone
f
2
3

| C- —
—ee. e e e

lEmergem:y Infurmation List wo perdens (wiler than yourself) usually avaitable during the schuol d

becomes ill and you cannot be reached We will atiempt to ¢optact parents first.

rar———

.o — i et e et LU

ay wha have :grm for and pick up (provide transportation) for your student it hefshe

Nameg Reladenship 1o student Daytime Phone Nusmber
Name Relationship to student Daytime Phone Number
1 Arc them cicumastances about the custody ol ouychakd which Jaul the shaing of neonds, picking wp of yourchild, ve® yosC1 mdJ

s there aay e shal CANNOT pich up yourchild Please st nane & explun

(It is the parentsiguandian respousibiliny to keep the schood informed of chages in cutods by poviding e wlBoe cumet and cpmpleid kgal dovumenis cach year and aflcr ny changes )
i —

OTHER IMPORTANT INFORMATION - Pleage list below any medical canditions, allergies, ete
o filk out additional Forms available in the sehool nurse's office }

{Swdents with health problems, food allergies, or nking medications on 2 regular basis ace required

v e Y
—

W t—
P —————s

———i

Bhoto Release, Your child ity be phowgmphed or v ideotepod for melusiog in the districl

publications d website, ar in ReWipapen of magdency. aticks, or kiters relaling to schaol sty itics
Please check D) o3, [ gir¢ my pennission D a0, 1 do 0 gis o my peamission

remc———
e h—

Residency Verification As the parenvor legal gusrdian, 1 undersaod it is MY responsibilily w nofify the school of any move or change of physical address Any miscepresentation of the pliysical
(H1) address may resnltin my child losing the privilege of atteniing Harlan ndependent Schools and 1 will be legally responsible for payment of wuilion for the period of misrepresentation

[ Does the studeat reside in the Efarlan Independent Schoot Diswriet? [[]yes ImET
2 1Fna, in which schoul districs dues the swdent reside?

PARENT/GUARDIAN SIGNATURE Date




nouvilLAL RELEASE '

we would not wigh to delay medical Lreatmep
However, few doctors or hospi.

Parental ‘consent., We will
treatment ‘rendered to, Your, ch
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I, __

pn“rent/guard.ian of
who I5 enrolled as a*student

_Pa rent/Guacdian

- . 4

Withess

Emerg elicYy Number

Name Phone No, —
Rame - . Phone No, -
Nal_ne . Phone No. ) -
Name . .:Phone Ro. " : —
Insuranc e

Firm

.Medical éard. No. {if
applicable)

It is the Parents' /guardiaps?
telephone nuphb ers cvurrent,

Ll

responsibiligy. to keep all-




SUNSHINE SCHOOL
EMERGENCY CARD

STUDENT'S NAME BIRTHDATE

MAILING ADDRESS

STREET ADDRESS {Give exact directions to your home}

HOME PHONE CELL PHONE

PAGER E MAILADDRESS
FATHER'S DAYTIME PHONE MOTHER'S DAYTIME PHONE
LIST 3 OTHER PEOPLE TO CALL IN CASE OF EMERGENCY:

NAME PHONE
NAME PHONE
NAME PHONE
CHILD'S DOCTOR PHONE

LIST ANY PHYSICAL HANDICAP, ALLERGIES OR ILLNESS OF STUDENT

SIGNATURE OF PARENT / GUARDIAN

(Over)




2
3)
4)

2)
3)
4)

These People CAN Pick Up My Child:

Name

Name Phone Number
CAN NOT Pick Up My Child: CHILD PHOTO

Phone Numter




HARLAN INDEPENDENT SCHOOLS

Dear Parent/Guardian:

Our school is participating in the Community Eligibility Provision {CEP) under the National School Lunch Program. The CEP
provision is available to schools with a high percentage of economically disadvantaged students. Under CEP all students receive
a breakfast/lunch at no charge for the entire school year. However, to determine eligibility to receive additional benefits for
your child{ren) you will need to complete a household and income form.

1. DOINEED TO FILLOUT A FORM FOR EACH CHILD? No. Use one Household and income Form for alf students in your
household. We cannot use a form that is incomplete, so be sure to fill out all required information. Return the
completed form to: Emily Clem 420 East Central ST Harlan, KY 40831 606-573-8700 Ext. 6.

2. MY CHILD(REN) ALREADY RECEIVE MEALS AT NO CHARGE AT Har{an Independent School. WHY SHOULD |
COMPLETE THIS FORM AS WELL? Many state and federal programs use socioeconomic status (that is, household and
income information) to determine eligibility for their programs. In addition, the primary state funding calculation uses
socioeconomic status. By completing this farm your school is able to determine your child{ren)’s eligibility for
additional programs. Regardiess, your child(ren) will still receive meals at no charge at Harlan Independent School!

3. WHO SHOULD I INCLUDE AS MEMBERS OF MY HOUSEHOLD? You must include all people living in your household
refated or not (such as grandparents, other relatives, or friends) who share income and expenses. You must include ]
yourself and all children living with you. If you live with other people who are economically independent (for example,
people who you do not support, who do not share income with you or your children, and who pay a pro-rated share of
expenses}, do not include them, !

normally make $1000 each month, but you missed some work last month and only made $900, put down that you
made $1000 per month. If you normally get overtime, include it, but do not include it if you only work overtime

|

4. WHAT IF MY INCOME IS NOT ALWAYS THE SAME? List the amount that you normally receive. For example, if you l
|

sometimes. I you have lost a job or had your hours or wages reduced, use your current income. 1“

5. WE ARE IN THE MILITARY. DO WE INCLUDE OUR HOUSING ALLOWANCE AS INCOME? If you get an off-base housjng
allowance, it must be included as income. However, if your housing is part of the Military Housing Privatization
Initiative, do not include your housing allowance as income.

6. MY SPOUSE IS DEPLOYED TO A COMBAT ZONE. IS HIS/HER COMBAT PAY COUNTED AS INCOME? No, if the cumibat
pay is received in addition to his/her basic pay because of his/her deployment and it wasn't received before s/he was
deployed, combat pay is not counted as income. Contact your school for more information.

If you have other questions or need help, call 606-573-8700 Ext. 6.

Sincerely,

Emily Clem
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; INSTRUCTIONS FOR APPLYING

Part 1: All Household Members {a household member is any child or adult living with you): All applicants should complete

this part.iList the name of each household member, the name of the school each child attends, and the child’s grade. If the

child is a foster child, check the box for foster child. if a household member has no income, check the box for no income. All

household members, including foster children, should be included here. If you need additional space, attach a separate

piece of paper. '
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Part 2: List the case number for one household member {adult or child) who receives KTAP or SNAP beneflts

Part 3: Skip this part.

Part 4: Skip this part.

Part 5: Sign the form.

h
i

k%S
Part 2: SJ(ip this part.
Part 3: Check the appropriate category and call Emily Clem.
Part 4: Sklp this part.
Part 5: Slgn the form

At

Aif all ch ;dren In the househnld are marked as fbster children In Part 1: ‘

Part 2: Skip this part.
Part 3: Skrp this part.
Part 4: Skip this part.
Part 5 ilgn the form

:kip th:s part
Skip this part.
Follow these instructions to report total household income from this month-or last menth.
+ | Section 1-Name: List all household members who have income.
+ | Section 2 —Gross Income and How Often It Was Received: List the income for each household member. Check the
box to telf us how often the person receives the income-—weekly, every other week, twice a month, or monthly,

o Earnings from work: List the gross income, not the take-home pay. Gross income is the amount earned
before taxes and other deductions. You should be able to find it on your pay stub or your boss can tell
you. Net income should only be reported for self-owned business, farm, or rental income.

o Welfare, Child Support, Alimony: List the amount each person receives, and check the box to tell us how
often,

o Pensions, Retirement, Social Security, Supplemental Security Income {551), Veteran’s benefits (VA
benefits), and disability benefits. List the amount each person receives, and check the box to tell us how
often they receive it.

o All Other Income: List Worker’s Compensation, unemployment or strike benefits, regular contributions
from people who do not live in your household, and any other income received weekly, every other
week, twice a month, or monthly, Do not include income from KTAP, SNAP, WIC, federal education
benefits and foster payments received by your family from the placing agency.

o f you are in the Military Privatized Housing Initiative or get combat pay, do not include these allowances
as income. .

Part 5:|An adult household member must sign the form. Please include your address and phone number in the event the

. |FRAM Coordinator has a question about your information.




HOUSEHOLD AND INCOME FORM

Harlan Independent School is participating in the Community Eligibility Provision (CEP) under the National School Lunch
Program. Under CEP, all children in the school will receive a breakfast/lunch at no charge regardless of income orl
completion of this form. However, to determine your child(ren)'s eligibility for various additional state and federal
program benefits, please complete, sign and return a single application per household to Harlan independent School.

E{E‘%‘ e
E | check if a foster child (tega respansibility of
b ST - : ‘Schaol the child attends, or [ . thestate welfare agency or court). ifall
Names of all people living In your household -indicate “NA” if household Grade children fisted below are foster children,
(First, Middle Initial, Last) ] member is not in school Level skip to Part 5 to sign this form. '
0
Q
a
d
Q
a i
a i
PART 2 BENEFITS “SNAP/KTARONIY: . = 1 T e PART 3. HOMELESS/ MIGRANT, RUNAWAY STATUS
i any member of your household receives SNAP or KTAP, provide the name and If any child you are applying for is homeless,
case number for the person whao receives benefits and skip to part 5. If no one migrant, or a runaway, check the appropriate box
receives these benefits, go to Part 3. and call Emily Clem
NAME: HOMELESS 0 MIGRANT 00 RUNAWAY OO :
CASE NUMBER (REQUIRED): i
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BROVID

\ DMEC r._ et ek -
1.NAME " .. |2- GROSS INCOME AND HOW OFTEN IT WAS RECEIVE]
(List only household r‘nembers‘ T & T T puoie = pensions, e |
with income, Including any . - CEamings || 8 E : assistance, A g retirement, Social g
studentsin the home who g iwork | L | 2| 8 | cd f Ll ) 2| 2] security,ssva | L | 3 z
have income) befare S| 51 81 8| suppor, Sl 5| €| T {benefits, All Other ® [ £
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IBEROLE MEMBER MUSTEIGN A SRR B
I certify {promise) that all information on this form is true and that aff income is reported. | understand that the school will get state and federal funds
based on the information | give. | understand that school officials may verify {check] the information. I understand that if 1 purposely give false |

information, my childfren) may lose benefits,

ot

Sign here: Print name: Date:

Address: City: State: Zip Code:
Phone Number: Cell Phone Number:
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PRI IR SOCPIF UL YO L2 O PRSPV R TR R P S e e e e

Non Discrimination Statement: In accordance with Federal Law and U.5. Department of Education policy, this institution is
prohibited from discriminating on the basis of race, color, national origin, sex, gender identity, age, or disability. Tofile a
complairrt of discrimination, write U.S. Department of Education, Office for Clvil Rights, The Wanamaker Building, 100 Penn Square
East, Suite 515, Philadelphia, PA 19107-3323 or call (215) 656-8541 {Voice). Individuals who are hearing impaired or have speech
disabilities may contact U.S. DOE through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 {Spanish). The U.5.
Departrrlent of Education is an equal opportunity provider and employer.

|

Privacy Notice

The Ke 1tuck\f Department of Education is requiring schools to collect the information on this form. You do not have to give this
information, but if you do not, we cannot determine your child’s eligibility for additional benefits under state and federal
programs. We wilt hold the information you provide us as private and confidential to the extent required by law, However, we
will share your socioeconomic status with various state and federal programs to help them evaluate, fund, or determine henefits
for their programs, with auditors for program reviews, and with law enforcement officials to help them look into violations of

program rules. Regardiess, all students enrolled in a Community Eligibility Provision school will receive meals at no charge.

HOUSEHOLD CHECKLIST

7] Have you included all your children as household members?
[] For each household member receiving income, is the frequency checkbox checked?

[ Have you signed the form?

OOLUSEIONEY:E

H-to
i \Q'M. il it

Annual Inc mé Conversfon.;. Veekly x 52; Every 2 Weeks X 26; Twice A Month x 24; Monthly x 12 T

Total Income: per: 11 Week [ Every 2 Weeks 0 Twice A Month O Month ClYear  Household size:
Categorical E!ié!bllity: Date Withdrawn: SES Code: Free Reduced Paid
Reason:

FRAM Coordinator: Date:




- COMMONWEALTH OF KEN TUCKY | ———————
CERTIFICATE OF IMMUNIZATIO, STATUS
Name of Child; - Birthdate: : —
(Lant) . (Fiest {Middte} (MM/DDvYvY)
Name of Parent: : _—
fae) tricst) (Middle) r-m
. Address: . ' -
! {stree) foun ' (Stata) Code}
L VACCINE 5L e Dose2 1.0} DOsES T OE  DOSES ¢ . JDOSE[s: 5
Hepatitis B . /7 [l /1° l_/
AR Adult Hepatitis gy —_— ! [ _{
DYaP/DYP/DT2 [/ — ! L /. /__/ ——
HIb —t L/ —i_/ —_—d
,‘ Pﬂmeﬂl(PCVB) l_/ -—1 7 —a 7 { _/
i Krotio —t l_/ —d 7 4/ —l
MMR A /L4 _
Varicalln [/ /7 Had Chickenpox or Zoster Disease Yas No /_ 7
Hepatitis o : L/ l 7 ’
Meningococcal Y A/ o [ /
T A, AN
Tdap Y A | { :
Rotavirus ./ [/ L./
Hpv l _/ {__/ L/
Menn - L= L/ [/ —_—d 7.
Pnenlﬁooomlll'l’ma}- / /

I This chilg Is current for Immunizations yntp A ) {14 4da

-+ New certificate must be
' This child

obtalned,

Reason child is not'up-to-date:
£l Provisiona) Status - Child is

1 Medical Exemption - The fo

at this thme, This certificate is valid ynty)
no longer valid, and a new certificate must be obtalned,

—

behind on required immunizations,
lowing Immunizations are not dically Indicated: -

15 yoara of age, 20Tap, TP, or 0T, Hib not required at5 year of age or mose,
after the next shat s due) after which this certificate Is no langer valid, and a

{14 days after the next shot is due) after which this cer

Hicate is

-

f Medical Exemption, can these vaceines be admin|stered at » later date? No:

-i Religlous Objection

This certificate should be. presented to the

and should be

{Signature of physician, Apan, pa, pharmackss, LHD admints

rnor.ﬂmlar{.mdesm] .

retained by the school orifacllity and fifed with

hoo! or facliity in which the child intends to envoll

EPID-230 (Rev 1/ 2017)

|
|
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FREVENTATIVE HEALTH CARE EXAMINATION FORM
Al local boards oreduc':ull'o- shall require 2 pmuﬁﬁn Realth eare exapuination of each ehilid first entering a Keontu public schdol
wl?llh A period of twelve (12) nont':sq prior to Inltial xdnsission to sehool Pld within oag (1) year prior to entry to sixéidgrade. Local
school boards may extend this time wot to exceed two (2) moxiths, (102 l(Fil\ 1:166) .
PLEASE cq:»mm THE INDENTIFVING INFORMATION AND RECORDS .
- ' .
Stpdent Name; X " Genders M F Gnﬁle: |
Dig of Birth: Age: yrs . months  Preferred Iq-uuef
Paultorf.'nrdlu Name: :

RY

RECORD OF IMMUNIZATIONS TO B REPORTED ON IMMUNIZATION CERTIFICATE FORM, EPID 230,

Allergies;

Current Prescribed Medications to be taken daily at sehool;

Sigulfleant Historiea] Information; . K

: o -

‘BR: : Helght: () (imekes)  Welght e, . BMI T
Right 20/ Passed J Hearing— Right -| Passed [ Falled Referred n
Viston Fafled ~
Left 20/ Referred ’E—,‘ Hearlag-Len | Pamed [ " "Falled [ Referred
Optional:  HetNICE: Leail Urtanlysls:
General appearance CiNormat L] Abworma) Refer/Tx:
Gross dental (teeth and gums) [ Novwmm [ Abnormal, Refer/Tx:
Head/scalp/akin . (] Normal [7] Abzormal Refer/Tx:
Eyes/Ears/Nose/Throat I Normal [‘_'lAbum:lnl‘ Refer/Tx:
Chest/Lungs/Ieart CINorsmal [ Absormar” Refer/Tx:
Abdomen/Genltalia [} Nermat 1 Abrormal Refer/Tx:
Extremities/back, ] Normal [ Abnormam Refer/Tx:
Newro . [} Normal [ Absormal Refer/Tx:

(OvVer)




This child kas the fo l-;problem-tigt.mylnpqcp_the'edluuml experiemee:’ . .. ¢ E '
O visien Hearing [ Speech/Language ' : 1 Puysteat . 11 SectatBehaviorst [ Coguitive .

' » - . N . e, o FRS
. " W . s

DI

L3 This ehld kas a Qealths condition that may require emergisivy ncdoniit sohool; 6. seizures, allergics. Spectty betow, .

Recommendations (Alinch additional sheet If nunury):__

{Please Cheek One)

) This ehita may participate fully In school activities lncluding ﬂmi“lﬂﬂﬂ_ﬂ .. . L.
] This chitd may pate in sckool activities lueluding physieal education with the following restriction/ndaptation,

(Specily reason and tiom) :

Discussedt and/or han ut given .. . PR ..‘

- 6 *‘Il_llju- of exerelse/day

¢ Establsh rputives . : [ iorAL BEALTH
s After-schodl care/activities , . * _ Regulardentlstvialts. .
* . Friends ' T o * . Brushlug/Flosslng
*  Bullying : : : * ' Fluoride
*  Communichte with teachers L. - ',D SAFETY S
£] MENTAL IEALTH *  Sexunl safety
*  Famllyd : *  Pedestrian safety-
s Anger mishgomint . Safety helmets
*  Diseipline for teacklng mot punlskmert * - Swimming safety
*  LimRTV, p=ter . .. . - L ﬁnmppuplun
0O surmimion anp CAL ACTIVITY _ * - Smoke/earbon mronoxids detectors
*  Heslthy *  Gums
*  Well-balanfed diet, Including breakfast *  Sun . .
. Apgruprlately restralaed in all vehicles.

&I;dz e L : : 'Duﬁ.sa.




L nt

: ) y f : ™ itted to the schmJl oo hnler
“ KRS 156,160 (1) (1) roquiros proaf of a vision examination by an optomelrist or ophthalmologisl. This cw_domlu R,l;n"ul:l.::iill::::z:cl‘:oiﬂ. or Hond Start
‘than Junh'ury t of tha firat year that u thyac (3), four (4), five (5) or gix (6) yoar old child is enrollod in public schuol, p .
prageam, ) . .

PLEASE COMPLETE TIIE IDENTIFYING INFORMATION

Date of studont's cnrolimeni: ) . Date of Vislon Examination: -
!,!_)_[‘;l_\l'l'lﬂ‘ ING INFORMATION

Student Nane: :

Datc of Birth:

Purant or Guardhu Name:

CASE HISTORY

Dute of Exam; ) : ‘ ' -

Oculur History: Normaj or Positive for: ' . : "

Medical History: Normal or Positive for:

Drug Allorgios: NKDA or Allorgic to: ; 2 ~ :
Funily Ocular snd Medical History: % Amblyopia 3 Strabismus  , <3 -Giaucoma S Disbotcs
Other; — ‘
Other Pertinent Information: . -
- Refraction with cycloplogic? (Picase indicate one) L5 YES ° o4 NO
. oD ] 08
Unnidod Acuity 20/ 20/
Bont Corvectod Acuity . 20/ 20/ '
Fype of Examination Normal ‘Abnormal -Notablo to Assess ,

Extornal Exam (oye and adnoxa
Intemal Exam {madia, fons fundus, ete
Neurologionl Tntogrity (pupils)

Binocular Function (stercopsis)

Accommodation snd convergence
Color Vision .

Disgnosis: : .
“Nonnal viMyopia b Hyperopia. 3 Astipmatism 4 Strabismus 4 Amblyopia

Other;

Recommendations: :

| Glasses prescribed: 3 YES i NO : .
2 .
p .

Ape appropriate and suggested anticipatory guldance (boslth assessmeonts): )
) 5 Educale {parcnis/pationts) about oye/vision disordess and needed vision care
Counsol (purontapationts) regarding oyo safoty ' . ’ )

&

Stress importance of carly, provontative cye cure t '
Recommend re-sxamination, au approprinte

- 6L L

Signed: . Date:
Optometrist/Ophthalmologist e

Addross: . . ' B . Telephone: { ).

-
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