Elementary School Registration Checklist

Proof of Age
Includes, but is not limited to, any ONE of the documents listed below:
o Child's birth certificate
e Child's baptismal record
o Passport
o Court documents
e Medical records
Proof of Current Address
Includes, but is not limited to, any TWO of the documents listed below:
e Current utility bill
Illinois driver's license or State of Illinois identification card
Deed
Employee identification number
MediPlan/Medicaid card
Court documents
Illinois Department of Public Aid card
Stamped United States Post Office change of address form
Illinois state aid check/social security check

Health Requirements

Children are encouraged to submit their required immunizations and physicals prior to the start
of the school year and no later than October 15 of the current school or they will face expulsion
from school.

Physical Examination Requirements
All students must have a physical examination within one year of:
« entering schools in the State of Illinois for the first time, at any grade level
« entering kindergarten or 1st grade, 6th grade, and 9th grade (ages 5, 10, 15 for ungraded
programs)
e entering preschool, up to age 6 (physical exam and lead screenings)

Immunization Requirements
o Diptheria, Pertussis (Whooping Cough), Tetanus (DTP/Td)
Inactivated Polio
Measles
Rubella
Mumps
Hepatitis B
Varicella (Chicken Pox)
Haemophillus Influenza, Type B (HIB)

Dental Requirements
All students in Kindergarten, 2nd, and 6th grade must have a dental exam completed by a
licensed dentist prior to May 15th of the current school year.

If you want more details about the immunization requirements, or if you have questions, first
call your local school nurse or the Office of Coordinated School Health (773) 553-1830.
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Rev. 07/2014

Chicago Public Schools = HIEF A T2k
School Enrollment Form E2&EUgFEAE

School Name: John C. Haines HHECERT

Student Information Z24 ¥}

Student’s siblings’ names if
currently enrolled in CPS:

WIEIRER A S5 A B MR Z a2
IERGHEE 0 SRR IR

School Use Only B2 :

Prevent duplicate student records. Search in SIM for an existing Student 1D before creating a new
one.

Student ID# E2 4 45k

Last Name #f First Name Middle Name 5|44 Generation (Jr., etc)

PreeK K134 5 6 7 8
Registration Grade Level (when first entering CPS) ARSEELK

Gender 1471 Birth date (mm/ddH/yyyy4E) H4E HEE

Personal, Immigrant, and Refugee
Information

A BRAERERN
To Parent/Guardian: ZZEEEE A

CPS is required to keep a count of
immigrant students for Federal and
State Guidelines in order to
determine if additional resources and
services for students are needed.
Note that this is not an inquiry on
citizenship status, and all
information will be kept confidential.
FHBR I DN F8 5 e s
BREBRE LN - HUZD
BB ERIB R ARSI

Yes /| No H/I8H
Certificate on File H4{4=#&HA

Birthday Certificate {4 /Passportz&Hd / Other FAf:
Birth Verification Type S 4=25HAER

* Birth Country H&:Ei% Birth State 14 NE& Birth City H 4= I i o $E

* Complete if student was not born in the United States (US) or one of its Territories: {154 H B FEBTAE » SFEBLT
Date of first enrollment in any US School ZRE[E S —205 20 AZ HHA:
Full Years completed school in US {£ 3525 2%/ M4

Student has refugee status 2 GE:ER Sy ;. Yes / No &/ RE Country of refugee HIEIEEER -

School Use Only: Note that “Date of first enrollment in any US School” becomes a required field in SIM if “Birth Country” is
not the US or one of its Territories.

Student Address/Phone
Physical (Home) Addressiiii
Mailing Address 25

(if different than Home)
WANE AR E R HEEE

ChicagoZ fii&F  IL FFFIEEN
Street Number and Name S84 /15565 Apt. B9 City State Zip Code Efl
Street Number and Name #1E-4 /15565 Apt. B5F  City State Zip Code Ffl

Phone Number ZEEESEHE

Demographic, {E# A\ &R

Home Language, Parent/Guardian
Contacts, Emergency/Health
Information

BRAESIMIRIBER

Federal Ethnic and Race Categories f&{4%E]: (Enter information into SIM from the Race and Ethnicity Survey form)

Home Language Survey JF7ksE= [+ (Enter information into SIM from the Home Language Survey form)

Parent/Guardian Contacts ZZ =145 & 45} : (Enter information into SIM from the Request for Emergency and Health Information form)

Emergency/Health Information B2 &xH4%/{@EE &0k (Enter information into SIM from the Request for Emergency and Health Information form)

Enrollment AE{E5L

Enrollment Status Codes:
01 No Former School
AR AR
02 Chicago Public School
MIEZ IR AT E0ES
Rt
(to incl. Charter/Contract)
03 Chicago Private School
ML Z IS RAT T B2k
04 IL Public Schl, not Chicago
R e eI U OPANVAS =2 i
05 IL Private Schl, not Chicago
o T AR NI FA T 22 Rt
06— US Public Schl, not Ilinois
M TEEB AT B
07— US Private Schl, not Illinois
WA SRR 2R
08— Not in USA ¥ {3 LISN
HYERRS L EE

*School Transferring From ((if not a Chicago Public, Charter or Contract School) City and State 7 / I

e AT (IEZHIEFATIERRL)
*|s the student in good standing 2475 B4IAIE? Y /N

(Instructions to school: for out-of-state public school or any private school students, a certification of “good standing” should be received from the
Parent/Guardian. Refer to CPS Policy 10-0623-PO1 for more information.)

1=} / 1=}

Last Chicago Public, Charter, or Contract School Attended 7 Fiimt s = hIEF RN T

YIN Bl &H

Is the student receiving any type of Special Education services %185 G RHRAE ?
(Instructions to school: if yes, please notify the Case Manager.)

Student Enrolled by ¥i38% T A B EMNKE LTI A

Print Name and Relationship) #:ZR1kH%

Signature of Parent/Guardian FREEEE A\ 252 Date of Enrollment HHj

School Use Only:

Enrollment Status Code (insert a # from the left) Grade Level Homeroom/Division #




Rev. 07/2017 Chicago Public Schools
Request for Emergency and Health Information

School Name:

PARENTS/GUARDIANS: The school must have on file emergency information that can be used to contact you. Please print clearly. Whenever there is a
change in this information, immediately notify the school in writing.

Student ID# Last Name First Name Middle Name Homeroom #
Birth Date (mm/dd/yyyy) Student Home Address Student Home Phone #
Confidential Information Box 1 Confidential Information Box 2
Complete this box only if (1) it reflects your child’s current living situation; OR (2) it reflects your living | Is there a current Order of Protection or No Contact
situation if you are a youth not living with a Parent or Guardian. (Your answer will help school staff Order which concerns this student? L1Yes [1No

with enrollment and may enable the student to receive additional services.) Check one box:

Cina car/park/other public place School Note: If “Yes,” follow CPS Policy 704.4

O doubled-up [ in a hotelmotel [ in a shelter [ in transitional housing procedures. Enter information in Legal Alert field
School Note: If any box is checked, see the CPS Policy 702.5. and update contact information, as needed, in SIM.

Parent/Guardian and Emergency Contact Information: Add extra contacts on the back of this form, if needed.

Parent/Guardian Contact Parent/Guardian Contact
Contact Name
Relationship to Student
Check all that apply: | [ Lives With U Gets Mailings [ Lives With L Gets Mailings
O Emergency L Permission to Pickup Ol Emergency L permission to Pickup

Home Address, if different
from student’s

Home Phone Number, if
different from student’s

Cell Phone Number

Email Address

Name and Address of
Employer

Work Phone Number

* Communication Language

* CPS communicates via phone calls. Select the language that should be used to communicate with you. Languages available for mass communication at this time
are English and Spanish (note: other languages upon availability).

List the name of a relative or neighbor who can also be notified in an emergency and has permission to pick up the student:

Name Home Address Telephone # Relationship

Family Doctor’s Name, Address, and Phone Number: 1 authorize you to call my family doctor, if necessary, in an emergency.

Student Health Insurance: (select only one of the three)
[ Ilinois Medical Card/All Kids: provide student’s medical ID # (9-digit number located on back of card)
L] No Insurance: are you interested in applying for the Illinois Medical Card/All Kids? Lves [No

O Private/Employer Health Insurance: no additional information needed

Children of Military Personnel (optional)
As the Parent or Guardian, are you a member of a branch of the armed forces of the United States? Cyves [No

If yes, are you either deployed to active duty or expect to be deployed to active duty during the school year? Oyes [nNo

I certify that the information on this form is correct:

(Parent/Guardian Signature) (Date)
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HLS 1 of 2
Spanish
Polish
Chinese
Arabic
Bosnian
Croatian
Serbian
Urdu

HLS 2 of 2
Romanian
Yoruba
Assyrian
Gujarati
Tagalog
Korean

Office of
Language
and
Cultural
Education

Revised
May 2016

Complete this Home Language Survey at the student’s initial enrolimentin a Chicago Public School.
This form must be kept in the student’s folder.

AL SRS HERE  ERBIEFROAREESERISIHR

School: John C. Haines School H[% 2255 Room: Unit: Area:
B :
Student Name 4= 442, Student ID No.:
English

IMPACT REGISTRATION PROCESS
(For Office use only)
* The Non-English language identified on either

1. Is a language other than English spoken in your home?
[

2. Does the student speak a language other than English?

Yes (Language)

question is the Home Language.

|+ If two different non-English languages are
(Language)

Ine [ ]ves

If the answer to either question is yes, the law requires the school to

assess your child’s English language proficiency.

identified, enter the language identified in

' question 2 as the Home Language.

+Enter ENGLISH as a Home Language ONLY
when both questions are answered no.

Spanish Polish '

1. ¢Se habla algin otro ienguaje que no sea inglés en su 1. Czy jezykiem innym niz angielski méwi sie w domu?

hogar?
[ v [ ]si (Lenguaje) | [ | nie [ ] Tak (ozyk)
2. ¢ Habla el estudiante un lenguaje que no sea el inglés? | 2. Czyt uczen méwi innym jezykiem niz angielski? . .
HECREE (Lenguaie) | [ | Nie [ ] Tak (lezyk)

Si la respuesta a cualquiera de las preguntas es “Si”, la ley requiere Jesli udzielili Panstwo twierdzacej odpowiedzi na ktdrekolwiek z powyzszych

que la escuela evalie la fluidez de su nifio en el idioma inglés. pytan, przepisy wymagaja, aby szkofa sprawdzita poziom znajomosci jezyka

angielskiego waszego dziecka.

Chinese 137
1. ERPREERATE ZIMI—EES ?

g o o gogggd

()& () B WErs?  foos @6/ s wmd s bes 558 £
2. REBLRTEBIEZING R 7 O 0O U g 000
()& () B B—EiE? BRE ERE/MEE ERE SEE DES RS 2t

WMRLL R B RE R  BRARRIAS]  AREE IR T EESEE KR

Signature of School Official Date Signature of Parent/Guardian Date
SR % H 4 HRNETEAHE H &
Notes:

e Ifthe parent/guardian does not speak English and the school does not have staff who speaks the parent/guardian’s
language, identify the language spoken by the parent/guardian through any assistance available in the school.

e If exact name of the language cannot be determined, enter “Other” as a temporary entry. If you entered “Other,” the
exact language must be determined within two weeks after enrollment.

o Ifthe language spoken by the parent is not reflected in this HLS, please visit the OLCE Forms page on the Knowledge
Center at bit.ly/OL CEforms and click on Home Language Survey in Additional Languages.




State of lllinois

Certificate of Child Health Examination

Student’s Name Birth Date Sex Race/Ethnicity School /Grade Level/ID#
Last First Middle Month/Day/Year
Address Street City Zip Code Parent/Guardian Telephone # Home Work

IMMUNIZATIONS: To be completed by health care provider. The mo/da/yr for every dose administered is required. If a specific vaccine is
medically contraindicated, a separate written statement must be attached by the health care provider responsible for completing the health
examination explaining the medical reason for the contraindication.

REQUIRED
Vaccine / Dose

DOSE 1
MO DA YR

DOSE 2
MO DA YR

DOSE 3
MO DA YR

DOSE 4
MO DA YR

DOSE 5
MO DA YR

DOSE 6
MO DA YR

DTP or DTaP

Tdap; Td or
Pediatric DT (Check
specific type)

OTdapOTdODT

OTdapOTdODT

OTdapOTdODT

OTdapOTdODT

OTdapOTdODT

OTdapOTdODT

Polio (Check specific
type)

O 1pv OOPV

0O 1pv O OPV

O 1pv OOPV

O 1pv OOPV

O 1pv OOPV

O 1pv OOPV

Hib Haemophilus
influenza type b

Pneumococcal
Conjugate

Hepatitis B

MMR Measles
Mumps. Rubella

Varicella
(Chickenpox)

Meningococcal
conjugate (MCV4)

RECOMMENDED, BUT NOT REQUIRED Vaccine / Dose

Hepatitis A

HPV

Comments:

* indicatesinvalid dose

Influenza

Other: Specify
Immunization
Administered/Dates

Health care provider (MD, DO, APN, PA, school health professional, health official) verifying above immunization history must sign below.
If adding dates to the above immunization history section, put your initials by date(s) and sign here.

Signature

Title

Date

Signature

Title

Date

ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis (measles, mumps, hepatitis B) is allowed when verified by physician and supported with lab confirmation.

copy of lab result.

*MEASLES (Rubeola) MO DA YR

**MUMPS MO DA YR

HEPATITISB MO DA YR

Attach

VARICELLA MO DA YR

2. History of varicella (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official.
Person signing below verifies that the parent/guardian’s description of varicella disease history is indicative of past infection and is accepting such history as
documentation of disease.

Date of
Disease Signature Title
3. Laboratory Evidence of Immunity (check one) [OMeasles* OMumps** ORubella OVaricella  Attach copy of lab result.

*All measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence.
**All mumps cases diagnosed on or after July 1, 2013, must be confirmed by laboratory evidence.

Completion of Alternatives 1 or 3 MUST be accompanied by Labs & Physician Signature:

Physician Statements of Immunity MUST be submitted to IDPH for review.

Certificates of Religious Exemption to Immunizations or Physician Medical Statements of Medical Contraindication Are Reviewed and
Maintained by the School Authority.

11/2015

(COMPLETE BOTH SIDES)

Printed by Authority of the State of Illinois




Birth Date Sex School Grade Level/ 1D

Last First Middle Month/Day/ 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 taken 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? (eye/ear/kidney/testicle)
Birth defects? Yes No Hospitalizations? Yes No
2 2
Developmental delay? Yes No When? What for’
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 | *If yes, refer to local health
Seizures? What are they like? Yes No TB disease (past or present)? Yes*  No department.
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
Dizziness or chest pain with Yes No Family history of sudden death Yes No
exercise? before age 50? (Cause?)
Eye/Vision problems? Glasses [0 Contacts [0 Last exam by eye doctor Dental OBraces 0O Bridge O Plate Other
Other concerns? (crossed eye, drooping lids, squinting, difficulty reading)
Ear/Hearing problems? Yes No Information may be shared with appropriate personnel for health and educational purposes.
- — — Parent/Guardian
Bone/Joint problem/injury/scoliosis? Yes No Signature Date
PHYSICAL EXAMINATION REQUIREMENTS Entire section below to be completed by MD/DO/APN/PA
HEAD CIRCUMFERENCE if <2-3years old HEIGHT WEIGHT BMI BMI PERCENTILE B/P

DIABETES SCREENING (NOT REQUIRED FORDAY CARE) BMI>85% age/sex Yesd NoO  And any two of the following: Family History Yes No O
Ethnic Minority Yesd No O Signs of Insulin Resistance (hypertension, dyslipidemia, polycystic ovarian syndrome, acanthosis nigricans) Yesld No [0 At Risk Yes 0 No O

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

Questionnaire Administered? Yes 0 Nod  Blood Test Indicated? Yes 0 No[O Blood Test Date Result
|TB SKIN OR BLOOD TEST Recommended only for children in high-risk groups including children immunosuppressed due to HIV infection or other conditions, frequent travel to or born

in high prevalence countries or those exposed to adults in high-risk categories. See CDC guidelines. http://www.cdc.gov/th/publications/factsheets/testing/TB_testing.htm.

No test needed O Test performed OJ Skin Test:  Date Read Result: Positive 0  Negative O mm
Blood Test: Date Reported Result: Positive 0  Negative O Value
LAB TESTS (Recommended) Date Results Date Results
Hemoglobin or Hematocrit Sickle Cell (when indicated)
Urinalysis Developmental Screening Tool
SYSTEM REVIEW |Normal |[Comments/Follow-up/Needs Normal |Comments/Follow-up/Needs
Skin Endocrine
Ears Screening Result: Gastrointestinal
Eyes Screening Result: Genito-Urinary LMP
Nose Neurological
Throat Musculoskeletal
Mouth/Dental Spinal Exam
Cardiovascular/HTN Nutritional status
Respiratory 1 Diagnosis of Asthma Mental Health
Currently Prescribed Asthma Medication:
[ Quick-relief medication (e.g. Short Acting Beta Agonist) Other
[7] Controller medication (e.g. inhaled corticosteroid)
NEEDS/MODIFICATIONS required in the school setting DIETARY Needs/Restrictions

SPECIAL INSTRUCTIONS/DEVICES e.g. safety glasses, glass eye, chest protector for arrhythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletic support/cup

MENTAL HEALTH/OTHER s there anything else the school should know about this student?
If you would like to discuss this student’s health with school or school health personnel, check title: [ Nurse [ Teacher [ Counselor [ Principal

EMERGENCY ACTION needed while at school due to child’s health condition (e.g., seizures, asthma, insect sting, food, peanut allergy, bleeding problem, diabetes, heart problem)?
Yes[O No OO Ifyes, please describe.

On the basis of the examination on this day, | approve this child’s participation in (If No or Modified please attach explanation.)
PHYSICAL EDUCATION Yes NoO Modified O INTERSCHOLASTIC SPORTS YesOO No[ Moaodified O
Print Name (MD,DO, APN, PA)  Signature Date

[Address Phone



http://www.cdc.gov/tb/publications/factsheets/testing/TB_testing.htm
http://www.cdc.gov/tb/publications/factsheets/testing/TB_testing.htm

lllinois Department of Public Health
PROOF OF SCHOOL DENTAL EXAMINATION FORM

To be completed by the parent (please print):

Student’s Name: Last First Middle Birth Date: (Month/Day/Year)
/ /
Address: Street City ZIP Code Telephone:
Name of School: Grade Level: Gender:
[0 Male [ Female

Parent or Guardi

an: Address (of parent/guardian):

To be completed by dentist:

Oral Health Status (check all that apply)

O Yes [ No

O Yes [ No

O Yes [ No

O Yes [ No

O Yes [ No

Dental Sealants Present

Caries Experience / Restoration History — A filing (temporary/permanent) OR a tooth that is missing because it was
extracted as a result of caries OR missing permanent 1t molars.

Untreated Caries — At least 1/2 mm of tooth structure loss at the enamel surface. Brown to dark-brown coloration of the
walls of the lesion. These criteria apply to pit 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 consid-
ered sound unless a cavitated lesion is also present.

Soft Tissue Pathology

Malocclusion

Treatment Needs (check all that apply)

O Urgent Treatment — abscess, nerve exposure, advanced disease state, signs or symptoms that include pain, infection, or swelling

Restorative Care — amalgams, composites, crowns, etc.

O
[0 Preventive
O

Care — sealants, fluoride treatment, prophylaxis

Other — periodontal, orthodontic

Please note
Signature of Dentist Date
Address Telephone
Street City ZIP Code

lllinois Department of Public Health, Division of Oral Health, 535 W. Jefferson St., Springfield, IL 62761

217-785-4899 « TTY (hearing impaired use only) 800-547-0466 + www.idph.state.il.us

Printed by Authority of the State of lllinois
P.O.#346085 5M  10/05



Rev. 07/2017 Chicago Public Schools

Request for Emergency and Health Information B2&BAIfI{EEFER=RR
School Name&f: 44 - John C. Haines HHCERS

PARENTS/GUARDIANS: The school must have on file emergency information that can be used to contact you. Please print clearly. Whenever there is a
change in this information, immediately notify the school in writing.

Student ID# 4= 455% Last Name #f First Name %4 Middle Name 5144 Homeroom # Rz
Birth Date (mm/dd/yyyy) 4= H H#A Student Home Address Z24: {341 Student Home Phone # ZE 55
Confidential Information Box 1 ##%&k 1 (4R TEEERFHE) Confidential Information Box 2 #4235 2

Complete this box only if (1) it reflects your child’s current living situation; OR (2) it reflects your living | Is there a current Order of Protection or No Contact
situation if you are a youth not living with a Parent or Guardian. (Your answer will help school staff Order which concerns this student? O Yes O No
with enrollment and may enable the student to receive additional services.) Check one box: .

) ) . mé’i/lﬁ/iﬁ /fr {%EEA ?
[ in a car/park/other public place {EAE/SE/ AR T School Note: If any

. . . - . box is checked, see School Note: If “Yes,” follow CPS Policy 704.4

[] doubled-up [] in a hotel/motel [] ina shelter [] in transitional housing the CPS Policy 702.5. procedures. Enter information in Legal Alert field

ML STE/REE JEESE L, HEER and update contact information, as needed, in SIM.

KE/EE A EE Parent/Guardian and Emergency Contact Information: Add extra contacts on the back of this form, if needed.

Parent/Guardian Contact {1 Parent/Guardian Contact % 2
Contact Name ##:%
Relationship to Student 3 %
Check all that apply: [ Lives with fize 2@ [ Gets Mailings  ByfE-& - L Lives With fiz 7@ [ Gets Mailings HyfS-@5¢
GIEEEIR ] Emergency 222a@4sn [ Permission to Pickup T 2823 | [ Emergency 22241 [ Permission to Pickup 7] b3

Home Address, if different 3t
Sfrom student’s WIEFILL LR [E]

Home Phone Number, if 577
different from student’s 3%

Cell Phone Number F-155HE

Email Address & &l

Name and Address of
Employer & F#41H

Work Phone Number T {E&z

-

* Communication LanguagezE =

* CPS communicates via phone calls. Select the language that should be used to communicate with you. Languages available for mass communication at this time are English
and Spanish (note: other languages upon availability).

List the name of a relative or neighbor who can also be notified in an emergency and has permission to pick up the student: ¥ & &%}

Name 44 Home Address 373l Telephone #Z5 55 Relationshipfi %

Family Doctor’s Name, Address, and Phone Number: | authorize you to call my family doctor, if necessary, in an emergency.

TTHIRESEST - ik - BEE - EARSEHEAREEN TAA SRR ESRER

Student Health Insurance: (select only one of the three) 24:fEXZE(RG (St —)
O Illinois Medical Card/All Kids{FFl[zE I 52 E E&{#: provide student’s medical ID # 5%H5 (9-digit numbe 9/E#¢5)

O No Insurance;4 g (g are you interested in applying for the Illinois /All K|ds7|:| Yes O No  AELEREREE RN i BB (a2
[] Private/Employer Health Insurance: no additional information needed  J& FB&FF (R EFTFEINE

Children of Military Personnel (optional)
As the Parent or Guardian, are you a member of a branch of the armed forces of the United States? [ Yes []No R Es(EHE \ATEHARHSHEL ?
If yes, are you either deployed to active duty or expect to be deployed to active duty during theschool year? [ Yes ] No IS/ EEF BRI ?

I certify that the information on this form is correct: 7 ASBEHM HEEEE

(Parent/Guardian Signature) FE&= (Date) HEA





