Raccoon Grade School Registration Dates

Registration will be held on Tuesday, July 28" from
2:00p.m to 7:00p.m. and Wednesday, July 29t from
10:00a.m. to 4:00p.m.

The school requests that only one parent/guardian
comes to register their child or children. Please do
not bring any children with you. Please wear a face
mask. Social distancing will be promoted. Please
enter through the cafeteria doors and you may sit
at the cafeteria tables in designated spots and will
be called into the registration area when it’s your
turn.

Please review the following attachments (if
applicable for your child) for further guidance for

registration.

The school supply list will be updated very soon.



Students entering Kindergarten and all New Students must bring the

following documentation from Categories | AND Il to registration.

| Pleasasibmitthe followiig reguirad dorumentation from Categorias tand 1

Lategory [ (anedocuiment establishing property withilh the Distelet)

a. Mostrazentproperty-tax bill {hemeownirs)

b. Mortgage papers (homeowners)

¢, Deed

d: Signed and datgd leaseand proof of last twormpnths’ ‘paymentsif leaseds notat 1ts Meeption (canceled check of
receipts required) (renters),

e, Holising letter (imilitary Personnal)

. Letter fromimanager and proof of last two month's payirients {canceled chiecks or regaipts: redjlilred) (pentars o
traller park vesidentsy

g-Anagreament of szle far aresidential proparty: Imcated w;thin the Dfstr ct; mgned by thie seller and parentfoustedizn

as buyer, wh:ch re itasa elosing date i ' an

Category H {one documenit establishitng anaddrass within thedistrict)

a.Driverslicense aVoiter: regrstratlon
biVehicle reglstration £. Mgt recent uitility bill andfor gredit.card bill
€ Clrdat public aid card g Lorrenthomeownieifrenters insurance policy

. Currant library card and preriim paymientreceipt,
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Dear Parent/Guardian; —_—

Welcome to Raccoon School! This letter explains what we need from you for your child to attend.

SCHOOL PHYSICAL: Students entering any Illinois school are required to have a current school
physical. It must be done on the attached form and can be completed by a physician, physician’s
assistant, or an advanced practice nurse. Preschool physicals are good for two years prior to the first
day of school. Parents must complete and sign the top part of the “health history” prior to the exam.

IMMUNIZATIONS: All students must show proof of a series of immunizations which include:
DPT, IPV/OPV, MMR, HEP B, and Varicella. Please make sure the boosters were given on or after
the 4" birthday.

LEAD SCREEN: Elevated lead levels in the blood can cause permanent neurological damage. To
help prevent this, Illinois has a lead Prevention Act to locate children in certain areas of “high” and
“low” risk. Your physician should be doing a lead assessment questionnaire.

BIRTH CERTIFICATE: All students must file a copy of the birth certificate in the office. A
hospital certificate is not a legal document. It must be a copy from the courthouse of the county in
which the child was born. It will have a “seal”.

If your child has any special medical needs or concerns, please notify me. Thank you!

Sincerely,

Kristin Inlow BSN, RN
Raccoon School Nurse
kinlow(@raccoonschool.org
Phone: 618-532-7329

Fax: 618-532-7336



Health Requirefnents for Kindergarten

Birth Certificate: A copy of the state issued official birth certificate, not the certificate from the hospital.

School Physical: ALL students entering Kindergarten must have a school physical exam completed PRIOR TO
REGISTRATION!! Please complete the top half of the back page of the “health history’ so the physician may

review it

Immunizations; Please note these requirements!
Tdap (tetanus, diphtheria, pertussis) — Last dose (booster) on or after 4™ birthday (Total of 4 + doses)

Varicella (chicken pox)—must have two doses given at recommended intervals
Polio — Last dose (Booster) on or after 4™ birthday (total of 4 doses)
MMR (measles, mumps, rubella) - must have two doses given at recommended intervals

If your family doctor doesn’t give immunizations, you can go to the Marion County Health Dept., call 532-6518
or 548-3878 for an appointment.

Dental Exams: ALL students entering Kindergarten must have a dental exam. If you do not have a family
dentist, Miles of Smiles will be coming to the school next year to provide exams and some treatments as

needed. You can sign up during registration day.

Vision Exams: ALL students entering Kindergarten must have a vision exam completed PRIOR to registration.

Steps to remember:

1. Call today for physical exam appointment,

2. Call today for immunization appointment if needed.

3. Complete the top half of the back side of the physical form.

4. Bring the completed form on registration day next August, or you can turn in to the Raccoon nurse anytime

this spring if done before school is out.

ATTENTION!!!!
Last year at registration there were 20+ students who did not have physicals/immunizations done nor

appointments made and most said they knew nothing about the requirement.

If you do not have the required physical and immunizations by registration, you must bave it completed before
the 1% day of school or your child will not be able to attend. If you are unable to get in to the doctor before

school starts, I will have to have proof of an appointment before they will be allowed to attend.

Please take this seriously to avoid any interruption in your child’s education and please share this information
with anyone you know who has a student entering Kindergarten.

Please call with any questions or concerns.

Kristin Inlow RN, BSN
School Nurse
kinlow(@raccoonschool.org
Phone: 532-7329

Fax: 532-7336



Hlinois Department of Public Health
Childhood Lead Risk Assessment Questionnaire

ALL CHILDREN & MONTHS THROUGH 6 YEARS OF AGE MUST BE ASSESSED FOR LEAD POISONING
(410 ILCS 45/6.2)

Today's D ate

Name
Age Birthdate ZIP Code
f Respond to the following questions by circling the appropriate answer. RESPONSE —l
1. Is this child eligible for or enrolled in Medicaid, Head Start, All Kids
or WIC? Yes No Don't Know
2. Does this child have a sibling with a biood lead level of10 me g/dL or higher? Yes No Don't Know
3. Does this child live in or regularly visit a home buiit before 19787 Yes No Don't Know

4. In the past year, has this child been expaosed to repairs, repainting or
renovation of a home built before 19787 Yes No Don't Know

5. |s this child a refugee or an adoptee from any foreign country? Yes No Don't Know

6. Has this child ever baen to Mexico, Central or South America, Asian
countries (i.e., China or India), or any country where exposure to lead
from certain items could have occurred (for example, cosmetics, home

remedies, folk medicines or glazed pottery) ? Yes No Don't Know

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 construction, plumbing, furniture refinishing, or work with automobile
batteries or radiators, lead solder, leaded glass, lead shots, bullets or lead

fishing sinkers)? Yes No Don't Know

8. At any 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

9. Does this child reside in a high-risk ZIP code area? Yes No Don't Know

A blood lead test should be performed on children:
* with any "Yes” or “Don't Know" response
* 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
Medicaid-efigible child between 36 months and 72 months of age has not been previously tested, a blood
lead test should be perfor med.
If there is any “Yes” or "Don’t Know” response; and
* there has been no change in the child's living conditions; and
* 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 Resutt mcg/dl. Date T est 2: Blood Lead Result mcg/dL Date

If responses to all the questions are 'NO," re-evaluate at every well child visit or more often if deemed
necessary.

Signature of Doctor/Nurse Date
llnois Lead Program
§66-909-3572 or 217-782-3517
TTY {hearing impaired use onty) 800-547-0466

6/07



Health Requirements for 2nd erade N

Dental Exams: ALL students entering 2nd grade must have a dental exam completed by
a dentist. If you do not have a family dentist, Miles of Smiles will be coming to the
school next year to provide exams and some treatments as needed. You can sign up

during the registration day,

Steps to remember:
1. Call today for Dental Exam appointment
2. Bring the completed form on registration day, or you can turn in to the Raccoon
nurse anytime this spring if done before school is out.

Please call with any questions or concerns.

Kristin Inlow RN, BSN
School Nurse
kinlow(@raccoonschool.org
Phone: 532-7329

Fax: 532-7336



Health Requirements for 6™ grade

School Physical: ALL students entering 6™ grade must have a school physical exam completed PRIOR TO
REGISTRATION!! This physical exam will also meet the requirement for sports as long as the healthcare
provider marks the appropriate box on the back of the form. If your child plays a sport over the summer, please
keep an extra copy of the physical for registration day. Make sure to complete the top half of the back page, the

“health history”, so the primary care provider can review it.

Immunizations: Please note these requirements!
Tdap (tetanus, diphtheria, pertussis}—one dose should be given
Meningococcal—one dose should be given (first dose given on or after 11%birthday and second dose

will be given after 16™ birthday)

If your family doctor doesn’t give immunizations, you can go to the Marion County Health Dept., call 532-6518
or 548-3878 for an appointment.

Dental Exams: ALL students entering 6™ grade must have a dental exam completed by a dentist. If you do not
have a family dentist, Miles of Smiles will be coming to the school next year to provide exams and some
treatments as needed. You can sign up during the registration day.

Steps to remember:

1. Call today for physical exam appointment.

2. Call today for immunization appointment if needed.

3. Complete the top half of the back side of the physical form.

4. Call today to make an appointment for the dental exam,

5. Bring the completed forms on registration day or you can turn in to the Raccoon nurse anytime this spring if

done before school is out.

ATTENTION!!!!
Last year at registration there were 20+ students who did not have physicals done nor appointments made and

most said they knew nothing about the requirement.

If you do not have the required physical and immunizations by registration, you must have it completed before
the 1% day of school or your child will not be able to attend. If you are unable to get in to the doctor before
school starts, I will have to have proof of an appointment before they will be allowed to attend.

Please take this seriously to avoid any interruption in your child’s education and please share this information
¥ P ” Y p
with anyone you know who has a student entering 6 grade.

Please call with any questions or concerns.

Kristin Inlow RN, BSN
School Nurse



State of Ilinois
Certificate of Child Health Examination

Birth Date Sex Race/Ethnicity School /Grade Level/ID#

Student’'s Name

Last First Middle - : Month/Day/Year

Telephone # Home Work

Addrass . Straet City Zip Code | Parent/Guardian
IMMUNIZATIONS: To be completed by health care provider. The mo/da/yr for gvery dose administered is required. If 2 specific vaeeine is

medically contraindicated, a separate written statement must be attached by the health care provider responsible for completmg the health
“DOSES T DOSES .
R | Mo DaiYR

examination evcplammw the medical reason for the contraindication.

- R.EQUIR.ED o "DOSE 1 N DOSEZ
Vaccme/Dose . MO D& YR Mo D&

DOSE3 DOSE4
YR ] Mo Di ¥R MO DA YR MO DA

_ DTPOfDT“P . AR RN AU IR B o 1. L ] S P

Tdap; Tdor . | (TdapOTdODT | OTdapOTdODT . { OTdapOTdODT. | OTdapOTdODT | OTdapQTdODT | OTdapOTdODT
Pediatric DT (Check i IR A — T .-
specific type)

Ormv Oopv | OV OOPY | O PYV-OOPY

O PV OOPY | O PV OOPV | O IV D OPY

Polio (Check spemfc
type)” T

Hib Haemophilus
inflitenza -type b
Pneumococeal

{ Conjugate

Hepaigs B -

“JNID'IR Maasles R - [ Comments: ~ . ..
Mumhips. Rizbella o |

Varicella _
(Chickenpot) S

|::on}utr & ICV4)
RECO\I\LENDED BUT NOT REQUIRED Vnccme/Dose

= O e e

= -Iﬂﬂuiihz{;'

; .Immumzatmu A S : - - T ' - — — T
Administered/Dates ' [ J ) , 1 l ' l l I ’ l l ) l
Health care provider (VMD, DO, APN, PA, school health pmfessmnal health official) yerlfymu above 1mmumzat10n history must sign beluw

£ addmcr dates to the above immunization hlstcny sectxon put your lmtzals by date{:.) and sign bere,

_ Slcrnature _ ’]_.“_ltle . Dﬂt-é _7 _ 7
Signature Title ) Date
ALTERNATIVE PROOF OF IVIMUNITY AR _‘ i ' _
1. Clinical chacrnasns {measles, mumps hepatms B) xs allowed when verified by physician and supported with lab cont‘rmanon Attath
copy of [ab result.
*MEASLES (Rubeola) ¥O DA YR **MUD/IPS MO DA YR HEPATITIS B MO DA YR VARICELLA MO DA YR

2 I-Ilstory of varicella (chlckenpox) disease i3 acceptable if vent‘ed by health care prov1der, school health professional or-health. ofﬁcml
Person signing below verifias that the parent/guardian’s d=scnptmn of vancella disease history is mdlcanve ofpast mfecnon and is Elcc:eptmU such h[story as e

documentation of discase,

Disease Signature e . : “Title

3. Laboratory Evidence of Immitnity (cheek one) [OMeasles* | - UMumps*“ ~ FRubella, - OVaricella . Attach copy of Iab result. -
*All measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence. T

sxal] mumps cases dmcrnosed on or aﬂer JuI 1, 2013 mu:,t be conﬁrmed by laboratory ev1dence

e F e e .

Completmn ofAlternatwes 1 or.3 MUST be accompamed b) Labs &. Physman Swnature
Physman Statementa of Imrnumty MUST be brmtt d to IDPH for rewew

Certificates of Religious Exemptlon to Immuniza tions or Physician Meiical Statemanta ofMeduaI Contr.lmdu:atmn Are, Rew.ewed ﬂnd

Maintained by the Schoel Authority.



Y To:Re Eiled out by Parent or lavpsdizagdiss . oo
(srade Level/

\Birth Date Sex chool

Last First Middle MonthyDay/ Year
HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
- | ALLERGIES Yes [List: MEDICATION (Prescribed or | Yes [List:
- [(Food, drug, insect, other) No tuken on a regular basis.) No
- | Diagnosis of asthma? Yes No Loss of function of one of paired Yes  No
- § Child wakes during night coughing? Yes No organs? (ayefear/kidney/testicle)
Birth defects? Yes No Hospitalizations? Yes  No
1 an? 03
- | Developmental delay? Yes No When? Wit o
. I Blood disorders? Hemophilia, " |Yes No Surgery? (Listall.) Yes No
'Sickle Cell, Other? Explain. When? What for?
 Diabetes? Yes  No Serious injury or illness? Yes No
Head injury/Concussion/Passed out? Yes No TB skin test positive (past/present)? Yes*  No | *Ifyes, refer to local health
Seizures? What are they like? Yes No TB disease (past or present)? Test Toj TPamment
Heart problem/Shortness of breath? Yes No Tobacco use (type, frequency)? Yes  No
¥ Heart murmur/High blood pressure? Yes No Alcohol/Drug use? : Yes No
A Dizziness or chest pain with “|Yes No Family history of sudden death Yes No
- § exercise? befors age 50?7 (Cause?)
- § Eye/Vision problems? ~ Glasses O Contacts O Last exam by eye doctor Dental OBraces 0O Bridge 0O Plate Other
¥ Other concemns? (crassed eye, drooping lids, squinting, difficulty reading) - S
'Ear/Hearina problems? Yes No Information may be shared with appropriate personnel for health and educational purpases.
- = Pareat/Guardian
: Bone/!omt problem/m ury/scolms;s" Yes No S‘, Date
iR e TR BT P R TR Ty ﬁ%“-"“;*:"‘”’ I3 el a0 e T i = O AT nature b e R
i e e i e . M -
PHYSICAL EXAMINATION REQUIREMENTS  Entire section below to be completed by MD/DO/APN[PA
HEAD CIRCUNMFERENCE if <2-} years old HEIGHT WEIGHT BN B/P
BMI>85% age/sex YesO Nol And a.ny two of the following: Family History YesO NoO

DIABETES SCREENING (NOT REQUIRED FOR DAY CARE)
Ethnic Minority Yesd No O Signs of [nsulin Resistance (bypertension, dyslipidemia, polycystic ovarian syndrome, acanthosis nigricans) YesTO NoO At Risk YesO No O

LEAD RISK QUESTIONNAIRE: Required for children age 6 months through 6 years enrolled in licensed or public school operated day care, praschool, nursery school
and/or kindargarten. (Blood test required if resides in Chlcacro or high risk zip code.)

Questionnaire Administered? Yes O No [  Blood Test [ndicated? Yes O No O
TB SKIN OR BLOOD TEST Recommended only for childrea in high-risk groups including children immunasuppréssed due to HIV infection or other conditions, frcqu:nt travel o or born
in high prevalence countries or those exposed ta adults in high-risk categories. Sze CDC guidelines. http://www.cdc.gov/th/publications/factshests/testing/T8 testing. htm

Blood Test Date Result

No test needed OJ Testperformed O Skin Test: Date Read I * Result: Positive 1 Negative ] - mm
Blood Test: Date Reported [ Result:. Posmve o Neaatwe O Value .
LAB TESTS (Recommended) Dat= Results _ ) ) - 3 Date Results
Hemoglobin or Hematocrit Sickle Cell (when indicated)
Udnalysis """~ 7 LR ' Developmental Serzening Tool
SYSTEM REVIEW [Normal [Comments/Follow-up/Needs ) . INormal |Commeats/Follow-up/INeeds
Skin Endoecrine o
Ears -~ Scrsening Result: =| Gastrointestinal - -
Eyes Screening Result: Genito-Urinary LMP
Nose Neurological
Thront Musculoskeletal
Mouth/Dental Spinal Exam
Cardiovascular/HTN Nutriti-dnnl stutus.
Respu-atory o m| Diagnbsis of Asthma Mental Hea]th_
Currently Prescribed Asthma Mydlcatzon ' '
O Quick-relief medication (e.g. Short Acting Beta Acromst) Other
O Controller medication (e.g. inhaled corticosteroid)
NEEDS/MODIFICATIONS required in the school setting DIETARY Needs/Rastrictions

SPECIAL INSTRUCTIONS/DEVICES e.g. safety lasses, glass ey, chest protetor for arthythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletic support/cup

MENTAL HEALTH/OTHER  [s thers anything else the school should know abaut this student?. ' ¢ ot -
[ you would like to discuss this student’s health with school or school health parsonnel, check title: O Nusse [0 Teacher [ Counselor O Principal

EMERGENCY ACTION nesded while at school due to child's health condition (2.c. SCI.ZUFE:, a;tlu‘na |n:ect 5tm=r fnod peanut a{[ercry b[c*dmg probiem. dizhetes, I‘lezrt problem)?

YesO No O [fye, pleass describe, s
On the basis of the examiration on this day, [ approve thh cEnld 5 pamupatlon in

PHAYSICAL EDUCATION .Yes O NoO -Modified O

{[f No or Mndiﬁ:d plcase attach txpl:ma:m&} .
- INTERSCHOLASTIC SPORTS ;. Yes 00 .. No O - Modified &3




-“%  State of lllinois

To be completed by the parent (please print):

I ilinois Departmeant of Public Heaith

'PROOF OF SCHOOL DENTAL EXAMINATION FORM

Student's Name: Last First Middle Binth Date: ManthDayrvear)
! /
Address: Slraat City ZIP Code Telephone:
Name of Schooi; Grade Level: Gender:
[1tMale (3 Female

Parent or Guardian;

Address {cf pérenUguardian):

To be completed by dentist:

Oral Health Status {check all that apply} :

O Yes

1 Yes

O Yes

J Yes

0 Yes

O No

0 Mo

O No

{1 No

O No

Dental Sealants Ere__sent

Caries Experience / Restoration History — A flling {lemparary/permanant} OR a taoth that is missing because it was

extracted as a result of caries OR missing permanent 15! molars,

Untreated Caries — At lzast 1/2 mm of tooth structura loss at the enamel surface, Brown to dark-brown coloration of tha
walls of tha lesion. These critaria apply to pit and fissura cavitated lesions as well as those on smoath tooth surfaces. if retafned
rool, assuma that the whole tooth was destroyed by caries. Brokan or ch|pped teath, plus teeth with temporary fillings, are consid-

grad sound unlass a cavitated lesion is also prasent.

Soft Tissue Pathology

Malocelusion

Treatment Needs (check ail that apply)
Urgent Treatment — abscsss, nerve gxposure, advanced diseasa state, signs or symptoms that includa paln, infection, or swelling

G

O

|

Please note

Signature of Dantist

Address

Other — periodontal, arthadantic

Restorative Cara — amalgams, compositas, crowns, ele.

Preventive Care — sealants, Muoride treatment, pmphy!axls

Data of Exam

Telephone

ICCH 0N 10

City 2IP Coula

Ilinois Department of Public Health, Division of Oral Health
217-785-4899 » TTY (hearing impaired use anly) 800-547-0466 - www.idph.state.ilus

Frintad by Adtharity af the Siale of lnois



State of Illinois
Eye Examination Report

[liinois law requires that proof of an €ye examination by an optometrist or physician {such as an ophthalmologist) who provides eye

examinations be submitted to the school no later than October 15 of the year the child is first enrolled or as required by the school for
other children. The examination must be completed within one year prior to the first day of the school year the child enters the Illinois
school system for the first time. The parent of any child who is unable to obtain an examination must submit a waiver form to the school,

Student Name
(Last) (First) (Middle Initial)
Birth Date Gender Grade
(Month/Day/ Year}
Parent or Guardian
{Last) (Firgt)

Phone

{Arca Code)
Address

(Number) {Street) (City) (ZIP Code)

County

Case History
Date of exam

Ocular history: U Normal  or Positive for
Medical history: L Normal  or Positive for
Drug allergies: QNKDA ér'Afliei‘gié to _

Other information

Examination .
[ ' | Distance | Near
[ ' ‘ Right ] Left l Both Both
[ Uncorrected visual acuity ]20/ ! 20/ I_ZO/ 20/ ]
[ Best corrected visual acuity | 207 | 20/ 20/ 20/ ]

Was refraction performed with dilation? QOYes QO No

Normal Abnormal Not Able to Assess Comments

External exam (lids, lashes, cornea, etc.) u a -0 —
[nternal exam (vitreous, lens, fundus, etc.) | - gt i
Pupillary reflex {pupils) ' 2 N a
Binocular function {stereopsis) a a C
Accommodation and vergence M] a 0
Color vision a a a
Glaucoma evaluation o | a
Oculomotor assessment ] [ . _

| N |

Other
NOTE: "Not Able to Assess” refers 10 the inability of 1t

\e child 1o complete the {est, not the inability of the doctor to provide the 1ast.

Diagnasis :
U Nomal O Myopia  Q Fyperopia O Astigmatism O Strabismus [ Amblyopia

Cither

Page | Contintied on hack




~ State of lllinois
Eye Examination Report

Recommendations
I. Cotrective lenses: O No U Yes, glasses or contacts should be worn for:

U Constant wear [ Near vision [ Far vision

L1 May be removed for physical edacaiion

ra

. Preferential seating recommended: dNo  QYes

Comments

3. Recommend re-examination: 03 months  [6 months 1 12 months

U Other
4.
5.
v
Print name License Number,
Optometrist or physician (such as an ophthalmologist) _
who provided the eye examination A MD 30D QDO ' —
‘ Consent of Parent or Guardian
Lagree to release the above information on my child
Address or ward to appropriate school or health authorities.
(Parent or (_iu__ar_'dian’s Signature}
Phone . : B K o (Date)
Signature Date
(Source: Amerided at 32 1L Reg.” = | effective - ’

Puge 2

Printed by Acthority of lie Stace of iilinois 10C1271-09 J&SEp
8419




