Central Registration Office

- - L]

bt . eom T e -

331 Levis Drive Mount
Holly, NJ 08060

Central Registrar

NEW STUDENT REGISTRATION
John Brainerd Elementary School

KINDERGARTEN - FIRST GRADE PACKET

Please complete and bring with you the attached forms along with the listed documents below

« You will bring completed packet forms with you to your scheduled

appointment

Dacuments to bring In with your registration packet!

1. Original Birth Certificate
2. Praof of residency (Deed or mortgage statement, tax bill, lease (if you rent]
Please pravide 2 dacuments from the list below:
o utility bills, cable, phone, electric etc.
o Voter registration, licenses, permits, bank
statement etc.
o Documents issues by a governmental entity

3. Up to Date Immunization Records
4. Physical Examination Record {Universal or Physical provided in the packet)

5. Transfer Card from last school attended (if student attended public school in NJ)
6. Last Report Card (if applies)
7. Achievement Test Scores {if applies)

8. Child Study Team Documents (if applies)

PLEASE NOTE: YOUR CHILD WILL NOT BE FULLY REGISTERED UNTIL YOU
COMPLETE ALL STEPS AS INDICATED ABOVE,

Phone: 609-267-7108 Fax: 609-702-9082 Email: cjones@mtholly.ki2.nj.us

Mrs. Charisse Jones

o b




Student Registration Questionnaire

School Year

Date:

Student Name:

Please answer the following questions relating to prior/present schooling:

1. Please list the name and address of the most recent school your child attended.

2, Does your child have an IEP for Special Education? Or a 504 Plan?
3. Has your child ever been retained in schoo]? If so, what grade fevel(s)?

4, Has your child previously attended Mount Holly Township School District?

5. Ifapplicable, please list any siblings that are enrolled in Mount Holly Township Schools:

For children born in another country outside of the United States, please answer the following:

TF your child was born outside of the United States, what was his/her first date of entry into the US?
AND what was your child’s first date he/she was enrolied in school in the US?

Please answer the following questions relating fo residency:
1. Who has primary custody of your child? (check one)  Both Mom and Dad Mom Dad __ _

Other (please list relationship)

If other, you must provide custody doctmenis
2. Do you own your home?

3. Doyourent?
4. Are you living temporarily with family or fitends? If yes, you will need to complete a residency

affidavit.

Printed name of Parent or Guardian Signature of Parent or Guardian



Mount Holly Township School District
331 Levis Drive, Mount Holly, NJ 08060
STUDENT REGISTRATION PACKET

Date
Nainme of Person Enrolling Student
Relatlonship to Student

Primary Language(s) you Speak

STUDENT RESIDENCE INFORMATION

Student Name {Flrst, Middle, Last)

Street Address/Apt ##

Clty, State, Zip

How long has student llived at this address? Years * Months
Does the studeht reside In any other residence? Yes D Mo [:I
© If yes, please list other address,

When does the student reside there?

Do you have any present Intentlon of moving from this/these address{es)? Yes D o D
If yes, when do you plan to move?

Where do you plan to move?

Domlclle is the place where a peréon lives 1n his or her fixed, permanent home. This home must be the place
to which he or she intends to return when he or she goes away, and from which he or she has no Intentlon of

moving. A person can have only one "domilcile” at a time, even If he or she may have more thanone
resldence, ' :

I hereby swear that the student is domiciled within the Mt. Holly Townshlp School District, and | will assume
all personal obllgations for the student relative to school requirements.

| further understand that falsifying residence Informatlon will result [n my financial responsibliity for
district expenses up to and including tultion calculated for each day of the student’s Inellgible attendance
within the district based on an aniual tultion rate determined by tha district,

Printed Name ‘ Date

Slgnature



STUDENT REGISTRATION PACKET

STUDENT PERSONAL INFORMATION
Date of Birth

Current Age of Student

Gender

8irth City

Blrth State

Birth Country

Primary Language Spoken In Student's Home

Ethnicity Sefect If other, please specify
Is this Student In Meed of Chlid Study Team Services?  Yes D No D

Yes If yes, please explain

Has this student attended school cutside of the U.5?  Yes D MNo EI

if yes, when did the student first attend a school in the U.S,

Has this student ever previously attended school in the Mount Holly Twp. School Distrlct?  Yes D No D
If yes, what school? Sclecl One

Grades Attended

Years Attended

Has this studer;t ever attended schoo! In any other school Distrlct? Yes I:l No l:l

If yes, what school?

Grades Attended

Years Attended



STUDENT REGISTRATION PACKET

STUDENT SIBLING(S) Please list ali Name

Name (First, Middle, Last)
Address {Number, Straet, Clty, State, 2Ip)

Date of Birth

Name (Flrst, Middle, Last}
Address (Numnber, Street, City, State, Zlp}

Date of Birth

Name (Flrsp Middle, Last)
Address {Number, Street, City, State, ZIp)

Date of Blrth

Name {first, Middle, Last)
Address (Number, Street, City, State, Zip)

Date of Birth

Name (First, Middle, Last).
Address (Number, Street, Clty, State, Zip)

Date of Birth



MOTYHER OF STUDENT

Name {First, Middle, Last}
Address/Apt. #

Clty, State, Zip

Emall Address

Homle Phane

‘Celt Phone

Date of Blrth

Place of Birth

If deceased, what year?

P

FATHER OF STUDENT

Name [First, Middle, Last)
Address/Apt. #

City, State, Zip

Emall Address

Home Phone

Cell Phone

Date of Birth

Place of Blrth

If deceased, what year?

STUDENT REGISTRATION PACKET

Is this the preferred number?  Yes D

Is this the preferred number? Yes l:l

" Is this the preferred number?  Yes |:|

is this the preferred number?  Yes D

No[:l
vol ]

No

No

]
D.



STUDENT REGISTRATION PACKET

LEGAL GUARDIAN OF STUDENTY, {if applicable}

Name (First, MIddie, Last)
Address/Apt. d
City, State, ZIp

Email Address

Home Phone Is this the preferred number? Yes D No ]:l
Cell Phone Is this the preferred number?  Yes D No L__l
Date of Birth

Piace of Blrth

If deceased, what year?

S o g e S aimiet ek s mram wte o - — e eemm me ETAn aarw . eirer v S miman wea 4h e mugaus w e ke ma rm— i b A e e Lam i

PARENTS/LEGAL GUARDIANS/OTHER PERSON HAVING CUSTORY AND CONTROL OF STUDENT iNFORMATION

Who has legal custody of the student?  Select One

If other, please explain

Does the student reside with an adult other than the parent?  Yes D No D

If ves, please explaln
Does that person have legal control of the student, either through a custady order or legal guardianship?

Yes D Na D

{All legal guardians are required to provide orlginal court credentlals from a United States Court with the orlginal court
seal and slgnature of a Judge.) -



STUDENT REGISTRATION PACKET

EMERGENCY CONTACT #1 (Not parént)

Narne
Address
Home Phone
Cell Phone

felationship to Student

EMERGENCY CONTACT #2 (Not parent}

Name
Address .
Home Phone
Cell Phone

Relationship te Student:

EMERGENCY CONTACT #3 {Not parent)

Narne

Address

Home Phone

Cell Phone
Relationshlp to Student

EMERGENCY CONTACT #4 (Mot pavent}

MName
Address
Home Phone
Cell F;hone

felationshlp to Student

Send Mall
Send Call Out
Allow Portal Access

Send Mall
Send Call Qut

Allow Partal Access

Send Mail
Send Call Out
Allow Portal Access

Send Mal
Send Call Qut
Allow Portal Actess

ves[ ] No[]
Yes[ ] No[]
Yes[j No [

ves[] No[]
fas{_| No[]
Yes["| No[™]

Yes[ ] No[T]
Yes[ | No[}
Yes[] Mof ]

ves[} Nol ]
YosT ] no[]
Yes[ ] Na[T] |



NEW JERSEY DATA COLLECTION INFORMATION
Do you have health insurance Yes D Mo l__—]

If yes, please list insttrance provider:

If no, N§ FamiltyCare provides free or low cost health Insurance for uninsured chitdren and certain Jow Income parents.
For mare Informatlon, visit www.nifamilycare.org to apply online or call 1-800-701-0710.

You imay release my name and atfdress to the NJFamliyCare Program to contact me about health Insirance Yes EI

All Information [ provided on these pages 1s tru and correct to the best of my knowledge, There is no deliberate
omlssion, concealment, or falsification of relevant facts,

Printed Name Date

Slgnature

Sworn and subscribed to me on

this day of , 20

Stgnature of Notary Public
Afflx Stamp Here

No[]



MOUNT HOLLY TOWNSHIP PUBLIC SCHOOLS

Centraj Reglstration Office
331 Levis Drive, Mowunt Holly, NJ 08060

Mrs. Charisse Jones, Central Registrar Tal: {309) 267- 7108

pDate:

To:

Fax:

|
|

Phone!

The followlng student has registered Into the Mount Holly Township Public School District.

STUDENT'S NAME GRADE DATE OF BIRTH

Please forward all academic and health records, standardized test scores as soon as possible to:

sohn Bralnerd School Gertrude C. Falwell School F. w, Holbein :Vlidc:le
100 Weollner Drive Mount 455 Jacksonville Road S B e e
Hotly, NJ 08060 Phone: ' Mount Holly, N 08060 “:funt- Yoosy 267 7200
’ ' Phone: {609) 267-0071 Phone: (609) 267- 7200
(609) 267- 3600 Fax: {609) 702-9775
Fax: (609) 7020569 Fax: (609) 267-0062 '

clones@mtholly.k12.nj.us clones@mtholly.k12.nf.us

All Special Education Records Mailed to:
CST Office
331 Lewls Drive
Mount Holly, M) 08060
_Phone: (609) 267-7108
Fax: (609) 702-9082
tlasala@mtholly.lk12.n).us

I, , do hereby request the release of all school records to Maunt Holly Township

Public Schools, [ hereby attest that | have legal authority to request the release of these records.

clones@mthoily d2.n).us

Slgnature of Parent / Guardlan i Date

Printed Name of Parent / Guardian : Relationship to Student



MOUNT HOLLY TOWNSHIP SCHOOLS
MOUNT HOLLY, NEW JERSEY

CENTRAL REGISTRATION AFFIDAVIT

Re:
Student's Nume

1 , have been informed by the Mount Holly Township
Schoa! District Central Registration Office that T can anly register students in this district if am
the parent andfor legal guardian of the above student,

Signing this form implies that [ have stated to Registration Officials that T am the current parent
and/or legal puardian of and that [ am aware that [ am
being allowed to register under that assumption, and that this registration can and will be
terminated if this fact is found to be untruc at any time, and that if there {s a change of
guardianship, Imust report it to this office immediately.

I am aware that any person who makes a false statement or pevinits false statements to be made
concerning residence for the purpose of allowing non-resident students to attend Mount Holly
Township Schaols, comsits a disorderly persons offense pursuant fo N.I. 18A:38-1.

_Fhereby authorize the Mount Holly Township School District to investigate and confivm any and
all statements by me in this affidavif, .

Slgnature of Aduit Reglstering Studenl) Dalo

Sworn to and subscribed Before me this __ day of L 20

{Slgnature of Notary)




Medicaid Annual Notification
Regarding Parental Consent

Backgraund: The State of New Jersey has parlloipated in a Federal program, Speclal Educallon
Medicaid Initlative (SEMI), since 1994, The program asslsts school distrlcts by providing partial

reimbursement for medically-related services listed on a student's Individualized Educatlonal Program
{IEP). :

The SEMI program is under the ausplces of the New Jersey Department of the Treasury lhroul;;h Its

collaboration with the New Jarsey Departmant of Education and New Jersey Division of Medicald
Asslstance and Health Services,

In 2013, the regulations regarding Medicaid parental consent for school-based services changed. Now
the regulalions require that, prior to accessing a child's public benafits or insurance for the first time,

and annually thereafter, scheol districts must provide parentsfguardlans written notlfication and obtaln
a ona-Hme parenial consent, .

Is there a cost to you? .
No, |EP sarvices are provided to students while at school at no cost to the parent/guardian.

Will SEMI claiming Impact your famlily's Medicald bhenefits?

The SEMI program does not impact a family’s Medicatd services, funds, or coverage. limits. New
Jersey operatas tha school-based services program differently than the family's Medicald program.
The SEMI program does nol affect your famlly's Medicaid benefits in any way.

What type of services does the School-Based Services program cover?

« Evaluatlons « Psychological Counsasling
+ Speech Therapy « Audlology '

« Oceupational Therapy » Nursing .

* Physlcal Therapy « Spedialized Transportation

What type of information about your'chlld will be sharad?
In order to submit clalms for SEMI relmbursement, the following types of racords may be required: first

name, last name, middle name, address, dale of birth, student 1D, Medicald (D, disahility, service
dates and the type of services delivered, .

Who will see this information?

information about your child's speclal educatlon program may be shared with the New Jersey Division
of Medicald Asslstance and Health Sarvices and lts afffiiates, including the Department of the Treasury
and the Department of Educatlon for the purpose of verifying Medicald efigibility and submilting clalms.

What if you change your mind?

You have the right to withdraw consent to allow for Medlcaid bllling at any time. If you would like to
revoke consent, please contact the sehool in which your child Is enrolled in wilting.

Wil your consent or refusal to consent affect your child's‘services?
No. Your school district Is still required to provide services to your child pursuant to his or her EF,
regardless of your Medicald eligibilty status or your willingness to consent for SEMi biliing.

What If you have guestions? _

Please call your school district's Special Education department with questions or concerns, ot fo
obtaln & copy of Ihe parental consent form, :



MOUNT HOLLY TOWNSHIP PUBLIC SCHOOLS

Special Services Office
331 Levis Drive, Mount Holly, NJ (8060

"Tel: (09) 267-7108
exl 7105, 1115
Fax: (609) 267-6450

Special Education Medicaid Initiative (SEMI) Parental Consent Form

Our school district Is parlicipating In the Speclal Education Medicaid Inltiative (SEMI} program that
allows school dislrlcis to bilt Medloaid for services that are provided to students.

In accordance with-the Family Educatlonal Rights and Privacy Act, 34 CFR §99.30 and Secllon 617 of

the IDEA Part B, consent requirements in 34 CFR §300.822 require a one-time consent before -
accessing public beneflis,

This consent establishes that your chlid's personally tdentiflable information, such as student records
or information about services provided to your child, including evaluations and sarvices as specified in
my child's Individualized Education Program (IEP) (occupational therapy, physical therapy, speech”
therapy, psychological counseling, audiology, nursing and specialized transportation,) may be
disclosed to-Medicald and the Deparlment of the Treasury for the purpose of recelving Medlcaid
reimbursement at the school distrlct,

As parentiguardian of the child hamed below, | give permission to disclose information as deserlbed
above and | understand and agres that Medloald may access my child's or my public banelits or publlc
Insurance to pay for speclal education or related services under Part 300 (services under the IDEA),

1understand that the school district s stlll required to provide services to my child pursuant o hls or
her 1EP, regardless of ry Medicald eligibllity status or willingness to consent for SEMI billing.

" Lunderstand that bllling for these services by the district does not impact my ability to access these
services for my child outside of the school selting, nor will any cost be incurred by my family including
co-pays, deductibles, loss of ellgibility or lmpact on Metime beneflts.

Child*s Name:

Child's Dale of Birth: ! !

Parent/Guardian:

Date; / |}

| give consent to bill for SEML: ves O no [

This conaent can be ravoked al any ime by eontacting yeur child's Case Manager, or the
administrator at your child's school, in wrlling.



Mount Holly Township Schools

Home Language Survey™*
Pareni/Guardisn Language Questionnaire

Nare Of Student; Age:

Date of Schaol Entranco

{first] [middte] (last]

Patson completing the survey: [ ] Mother [ ] Father. { ) Grandparent

[ 1Guardlan [ ] Other

Direcllons: Check or wilte In the correct response for each of the following questions about your child,

1,

What language did the chlld learn when hefshe first began o talk?
English Olher [specify)

What language does lhe family speak at home most of the llme?

Engllsh Other [spacliy]

Whal tanguage does the parent [guardian] speal to the chifd most of the time?

Engllsh Other [specify]

What [anguage does lha child speal to hlsther parent [guardian) mosi of tha time?

Engllsh Other [specify]

Whal language does tha child speak to herfher brothers and slsters most of the time?

English Other {speclfy]

What language does the chlld speak 10 hisfher friends most of the Uma?

English Other [specHy]

In which language do you wish to recelve sehool communlcation?

Engtish Other [specify}

Slgnature:, : Date:
[person completing the survey]

New Jarsey Dapartmont of Eduention



MOUNT HOLLY TOWNSHIP PUBLIC SCHOOLS-MOUNT HOLLY, NJ

Student’s Name

DOB:

Iome Address:

HEALTH OFFICE INFORMATION FORM

Grade:

Parent/Guardian's Name:

Student’s Dentisi;

Daic of 1ast Dental Exam:

Student’s Physician:

Date of lasl physical:

Ifillnesy, please explain;

Dontist's Phone:

Date of tast Vision Exam:

Physician's Phone: ;

Pucpose: DRout'iiac Qﬂlness

Is student eurrently under a physicion’s save?

Tn the past, has your chitd had any health problems in the following areas?

‘{csDNoD

Asthina:

Allergies (Specify):

| Epi-Pen: DYESDNO -

Hives/Beo sting renctions:

Epi-Pen: Q YES l:_JNO

__ Arthritls ___Headaches, frequent ___ Siin Problems
____Asthma ___Hearing Ald/other device ___Sleap Problems
___Cancer ___Hearing Problem ___Sore Throat Fregquent
___Concussion/Head Injury ___Heart Disease ___Speech Issues
___Constlpation/Dlarrhea ___Hemophilia ____Stomachaches, Frequent

. ___Cystic Fibrosls __ Hepatitls ___Surgery/Hospitalizatlon
___Diahetes __ Kidney Disorders ___Tonslllectomy
___EarTubes Inserted ___Menlngitls ___Vision Problem

__ Eczema/Dermatltis ___Mononucleosis ___Glasses Contacts
___Epllepsy/Selzures ___Neurological Disorders ___Color Blindness
__Falnting __ Orthopedic Problems

__ Fractures ___Sickte Cell

Plense list dotalls as needed if checlilap any of the above:

Plense list any illnesses within the lasl 12 months:

SIGNATURE OF PARENT/GUARDIAN: Dale;

Wiltton consent required pursuand fo 20 U.S.C. § 1232 g(b){1) and 34 C.F.R, 89.30(b).

Page 1 of 2




MOUNT HOLLY TOWNSHIP PUBLIC SCHOOLS
MEDICAL PERMISSION FOR HEALTH SERVICES

HEALTH OFFICE INFORMATION FORM {Page 2)

Student’s Last Name ' o First Name

Docs (his child have any health inswrance inctuding NJ Family Care/Medicnid, Medicare, private or other?

DN(): My child does not have heaith insurance, You may release my name #nd address to the NI Family Care
Program lo contact e about health insurance, NI FamilyCare provides fiec or low cost health insurance fos uninsured

children and certain low income parents, For move information call 800-701-0710 or visit WWW nifamilycare org to
y ondine,

Yes: My child has health insurance (Please indicate inswance company below)

Naime of child’s health insurance company:

I understand that velevant information regarding my child’s iealth may be shared with appropriate school
personnel and ofher health eave providers necessary,

In case of emergency, illness or accident the school is authorized to proceed as indicated on the Distvict’s
Envollment/Emergency Procedure Form

Lhereby give peymission for my ehiid to receive (he following medical-attention as part of the school health program;

1. Height, weight, und blood pressure screening annually.

2, Vision/hearing sercening overy other year,

3 Tunderstand that each student ymust have a physical sxantination upon entry into the Mount Hoily
Township School District, This examination must be done no more than 365 days prior to calry and must
state what, if any, madificalions are required for full participation in the school program. If 2 physical has
not been done 365 days prior to entry to sehool, one nust be done within 90 days of registration.

4, [ undeestand the importance of abtaining subsequent examinations al least once during each of the
student’s development stages through my home physician:

Early chifdhood (pre-school through grade 3)
Pre-adolescence (grades 4 through 6)
Adolescence (prades 7 through 12)

3 [ understand that scoliosis sereening will be done by the school nurse on all students ages 10 ta 18 bi-
anmually, Scoliosis is a lateral curve of the spine, most commonly found during the adolescent-growlh
period, . '

6. [ bave received information regarding the WI Pamily Care Program [or students who are knowingly

without medical coverage,

1€ your child will need to take medication (n gehool (.. Tylenol, Adderall, inhalers, ete.) please coutact the nurse's office
for the medication permission form, Students are nat permitted to cawy medication with them.

1n most cases of exlreme emergency the student will be laken to Virtua Hospital/Mount Hally via the emoygency squad.

I understand that the relevant information regarding my child's health may be shared with appropriate school personnel
and other health care providers as necessary,

SIGNATURE OF PARENT/GUARDIAN: Dale;

Page 2 of 2



MOUNT HOLLY TOWNSHIP PUBLIC SCHOOLS
MOUNT HOLLY, NEW JERSEY 08060

CONFIDENTIAL

Student History Form

Child’s Name:

Address: Phone #:

MEDICAL HISTORY: MOTHER’S PREGNANCY

1. Any complications (difficulties, sick or hospitalized during pregnancy) Yes No
Full-term pregnancy? Yes No
BIRTH: Breech C/S Natural Infant’s Birth Weight:

Any problems as an infant?

Any Surgery Any hospitalization?

Bed Wetting: Trouble with urination, kidneys, or bladder infections:

Does he/she still wet the bed? Yes No
How would you describe your child as a baby or young child?
1. Activity: Hyper High Average Low

2. Easy going/happy

3. Quiet/slow to warm up

4. Problems sleeping at night

SOCIAL: Child plays with:  Brother Sister Friend(s) by Self
PRESCHOOL HISTORY:

Preschool Name/Address:

Days per week: Years of Attendance;

OTHER: Anything you think we should know about your child. (Any experience that seemed
upsetting to him/her?)

Parent/Guardian Signature Date



APPENDIX H
UNIVERSAL

Endorsed by:  American Academy of Pediatrics, New Jersey Chapter

CHILD HEALTH RECORD

New Jersey Academy of Family Physicians
Mew Jersey Department of Health

SECTION |- TO BE COMPLETED BY PARENT(S)

Child's Name (Lasi)

(First}

Date of Birth
] Female ! f

Gender

[ Male

_Daes Child Have Health insurance?

Oves LNo

If Yes, Narne of Child's Health Insurance Carrier

ParentGuardian Name

(

Home Telephone Number

Wark Telephone/Cell Phone Number

) - ( ) -

Parent/Guardian Name

{

Home Telephone Number

Work Telephonef/Cell Phone Number

) - ( ) -

| give my consent for my child’s Health Care Provider and Child Care Provider/Schoof Nurse to discuss the information on this form.

Signature/Date This form may be released to WIC,
Clves o
SECTION Il - TO BE COMPLETED BY HEALTH CARE PROVIDER
Date of Physical Examination; Results of physical examination normal? [ves Cne

Abnormalities Nofed:

Weight (mus! be taken
within 30 days for WIC)

Height (must be taken
within 30 days for WIC}

Head Circumfarence
(if <2 Years)

Blood Pressure
(if >3 Years)

[ immunization Record Attached

IMMUNIZATIONS
I:| Date Next Immunization Due:

MEDICAL CONDITIONS

Chronic Medicat Conditions/Related Surgeries ] none Comments
= List medical conditionsfongoing surgical O special Care Plan

CONCerns: Attached

Medications/Treatments E Nune,al | Comements
+ List medicationsfireatments: i?teagheg:are Plan

Limiations to Physical Activity E g°“9 . Comments
« List limitations/special considerations: A?;‘;':l e are Plan

Special Equipment Needs E Nane_ Commenis
+ List items necessary for dally activities ifte;g?ega’e Plan

Allergies/Sensitivities E None o , Comments
+ List allergies: i?lea:hegwe Plan

Special Diet/Vitamin & Mineral Supplements E ganei al Cave P Comments
+ List dietary specifications: Ast]t(;?:h ed are Plan

Behavioral Issues/Mental Health Diagnosis E gone-a] | Comments
« List behaviora¥mental health issuesfconcerns: Af;i'hega’e Plan

Emergency Plans [] none Comments
+ List emergency ptan that might be needed and | [] Special Care Plan

Ihe sign/symptoms tc watch for: Attached

PREVENTIVE HEALTH SCREENINGS

Type Screening Date Performed Record Value Type Screening Date Performed Note if Abnormal
Hagh/Hct Hearing
Leac: L[] capiltary [T venous Vision
TB {mm of Induration) Denta
Other: Developmentat
Cher: Scoliosis

D I have examined the above student and reviewed his/her health history. it is my opinion that helshe is medically cleared to
participate fully in all child care/school activities, including physical education and competitive contact sports, unless noted above,

Name of Health Care Provider (Print)

Signature/Dale

CH-14 OCT 17

Distribution: Qriginal-Child Care Provider

Copy-Parent/Guardian

Health Care Provider Stamp:

Copy-Health Care Provider




