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HEALTHY CPS

2025-2026

Student Health &
School Forms Booklet

All parents must complete these forms:

Student Medical Information Form 2025-2026

Request for Emergency and Health Information Form

School Messaging Consent Form (Robo Call)

Media Consent and Release Form

Family Income Information Form

(Optional)

Parents must complete these forms if you want
dental and/or vision services for students:

Dental Consent Form

Vision Consenl Form

Medical Provider must complete these forms
and parent must return to school clerk:

Proof of School Dental Examination Form
For students thal have a privale denlis]

ro Provider S nt for Food Substitution
For sludents with food allergies, please see
sehool nurse or cletk Tor additional forms

State noiz Eye Exami n Repo
For studenis with a privale eye doclor

= Please return the entire booklet.
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Office of Student Health and Wellness

Chicago . .
) Public 42 W. Madison St., Chicago, IL 60602
X Schools

Dear CPS Parents and Families,

The health and safety of your children is always our top priority. Every child has a fundamental right to high-quality
health care. We want our students to have access to healthcare providers specializing in preventive care and can
address acute and chronic conditions and health issues unique to children. This booklet aims to share CPS health
requirements, recommendations, and forms to facilitate families’ access o transparent, reliable information and the
basic health care all students need to thrive in school.

Al CPS, we are committed to providing access to health and dental services for all students who need them.
Our district alse collects key health information annually to ensure we can meet every child's Unigue needs.
This information is kept on file at your child's school and will remain confidential.

Please read this packet carefully for information about CPS health requirements and services. All parenis and
guardians must submit the following forms to their school clerk as soon as possible.

= Student Medical Information

Request for Emergency and Health Information
School Messaging Consent Form

Media Consent Form and Release

= Family Income Information Form

Information about dental and vision exam services available to all students and the consent forms to enroll in these
services are included in this packet.

- Caonsent must be completed before services are received.

= [f you take your child to a private dentist or aptometrist, ask those doctors to complete the Proof of Dental
Examination Form or Eye Examination Reporl.

» Return the completed form to your child's schoal.

If any of the following pertains to your child, additional action is required:

« Chronic health condition: Consult with your child’s school nurse, who will provide forms to be completed by your
healthcare provider,

» Food allergy: Ask your healthcare provider to complete the Heallhcare Provider Slatement for Food Substitution
and submit the completed form lo your child's school.

For help with health insurance, SNAP benefits, or questions, call our holline at (773) 553-KIDS (5437);
go to www.cps.edufoshw; or email oshw@ecps.edu.

Sincerely,

JisL-

TaShunda Green MSN, MBA, RN, NEA-BC
Deputy Chief - Office of Student Health and Weliness
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Keep your families healthy and strong!

CPS parents and guardians, get empowered
and take advantage of the healthcare
benefits for the upcoming school year.

We can help you:
Get screened for Medicaid and
other public benefits

= Manage your benefits online

» Report changes (i.e. income,
household members, address)

- Understand letters about your benefits

In partnership with:

- HFS ‘s HealthChoice

i [linois
Wnals Bepolmesy of
H..lul.m.P:.anml,:mn.. 1? s

\_/
LEARN MORE]

Call the Healthy CPS Hotline at

773-553-KIDS (5437)
or visit cps.edu/cfbu

to connect with your local
school coordinator today!




Student Medical Information Form

2025-2026

This form must be updated and returned to school each school year.

Please let your school kriow about your child's health and health care. This is a good way lo keep your child safe. The information is
COMFIDENTIAL and will be shared only with CPS staff who need to know (Murse, Principal, Pesignee, or Clerk).

Mease print or lype:

STUDENT LAST HAME FIRST MAME : ‘ MIDOLE NAME
GENDER (FIM{XIN) | sTUDENT DATE OF BIRTH SCHOOL HAME
STUDENT 1D # | GRADE ) | room #

1. DOES YOUR CHILD HAVE ANY KNOWN HEALTH CONDITIONS? |

YES MO

If your child has a health conditlon, please schaduls an appelntment with your school nurse, Plesse chech all that apply:

Adlergios (lood or clher)

Liat Allsrgios:
Asihma Selzures/Epilepsy
ear Diagnosad Year Diagnossd
Diabutes {please selact one) Typ 1 Typa 2 Other Sickle Coll Disease
Year Dizgnosed o Yesar Dlagnosad —
Obwer . Year Diagnozed -
2. MY CHILD HAS A PRIMARY CARE PROVIDER YES NO
If yes, please provide the healthcare provider's nama and phone fumber:
Mama Phone number

1 give permission for my child's schoeal nurse or designee to tall ta the doctar about my child's health,

3. MY CHILD IS COVERED BY HEALTH INSURANCE: ¥ES MO
If your child needs health insurance call This farm is MOT the same ag 5 medical order, acilon pan, or plan of care, I your student
Healthy CPS 773-553-KIDS (5437 L haa a health condition listed above, pleass visi cos.eduloshy (o view the CES Hoallh Farms

required for (hat parlicular health condition, CPS Health Forms must be completed by a
muodlcal provider and submilled lo the schaof nurse in order Lo keep your student hesllhy and
=afa ai schoul, | you have any questions aboul required medical forms, please scheduls a
call or mesting wilh your school nurse.

Pisase Felut the torm 1o the schiool murse. If he student has = hoalth cendition, parents must M!ﬁli@lﬁ'ﬂ.l‘ﬁ!ﬂ:‘_ﬂ'ﬂ?ﬂ:ﬁﬁ-*&.ﬁiﬁ

ParentiGuardian Name [ails Phona Humber

ParentiGuardian Signature Email

Murses e

Use Only  Roviewsd by (tiltials) Date s Fahpiary 2025

i RETAIH |N THE STUGENT HEALTH RECORD
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S Minimum Health Requirements
8 2025-2026

Evidence shows that healthy students have
better attendance patterns and perform better
academically. The State of lllinois requires
parents/guardians to provide proof of
required immunizations and school physical
exams hefore October 15, 2025, or their child
will face exclusion from school. For more
information about CPS health requirements,
contact your School Nurse.

Health insurance can provide children and
their families with health care coverage
that can be used for doctor’s visiis,
immunizations, medications, dental care,
eye exams, glasses, and more! Medicaid
Insurance provides coverage for children in
lllinois, regardliess of immigration status.

If you would like help enrolling your child in
health insurance, call the Healthy CPS Hotline:
773 553-KIDS (5437) or visit cps.edulcibu,

If you need help finding a health center near
you, visit healthce .CJov.

Examination Reguirements

Physical Examination
Duo upon enrollment or no later than 10/15/25
» Must be completed within 12 months prior lo enlry to:

PEIPEK, Kindergarten, 6th Grade, 8th Grade, and any
student entering CPS Tor the first tima.

Vision Examination
Due upon enrollment or no later than 10115125 for:

+ Entering the State of llinois for the first lime
at any grade level.

» Enlering kindergarten.

Dental Examination
Due 5/15/26 for Kindergarten, 2nd, 6th, and 9th Grade.

R

Recommended Vaccines

CPS recommends that If you have guestions about
which vaccines are best for you and your child, talk to
your doctor or another healthcare professional who
knows your health history.

HPY: Recommanded lo prevent some HPY (human
papillomavirus)-related cancers, Recommended al age
11 oF 12 years.

COVID-19: Helps protect you from severe illness,
hospitalizalion, etc. Recommended for everyone & months
and oldar.

Influenza: Recommended for all people 6 months and older
to get a flu vaccine every year,

These vaccines are recommended by medical providers.
They ara not raquired in lllinois for a child to allend schaoal,
For more information visit: cos edulvaccineg



Minimum Health Requirements

2025-2026

Immunization Requirements

Due upon Enrollment or No Later Than 10/15/25

The Centers for Disease Control (CDC) and the American
Academy of Pediatrics (AAP) recommend children catch up

on routine childhood vaccinations and get back on track for
school, childcare, and beyond. Getting your child caught up with
recommended and school-required vaccinations is the best way
to protect them from a varlety of vaccine-preventable diseases.
Tha vaccines below are required by the State of llinols

for studenis altending school unless CPS receives an

lllinals Cerlificate of Religigus Exemption Form,

To learn more about each vaccine type, tallk with your child's
healthcare provider or visit: cde.govivacoines/parents.

Diphtheria, Pertussis, Tetanus

= Early Childhood (PE/PK): 3 deses of DTF or OTaF by 1 year of age.
One additional booster doss by 2nd birthday.

* Firat Entry into School (Kindergarten or 1st Grade): 4 or mona doses
of OTPIDTaP with the last dose heing & boostar and recelved on or afler
the 4th birthday,

* First Enfry into Schoaol (Other Grades): 3 or more doses of DTR/DTaP
or Td; with the last dose qualifying rs a boosler If recelved on or after
the dth hirthday,

« Enlering 6ih grade, for students {under age 11}, one dosa of Tdap.

+ Adoze of Tdap or DTaP administered al 10 years of age or later
may now be counled as tha adolescent Tdap booster,

* Minimum interval betweon serles doses: 4 weeks (28 days).
Belween series and haaster: € months,

Polio

« Early Childhood {PEIPK): 2 doses hy 1 yaar of aga. One addlllonal
dose by 2nd birlhday. 3 doses for any child 24 months of age or older
appropriataly spaced.

= First Entry Inlo School (Kindergarten or 1st Grade):

= Any child entering Kindergarian shall show prool of 4 doses with
the last dosa on or afler tha £th birthday,

+ In accordance with the ACIP catch-up seriez a 4th dose of Polio 1s
not needed if the 2rd dose wes adminlslerad at age four or older
and ab least siv months after the previcus dose was administared.

+ First Entry into Scheol (Other Grades):

= 3 or mora doses of polio vaocine wilh he last dosa on or
alter the Alh birthday,

+ The 4-dose requirement applies o grades K-8,
« Minimum |nterval between serles doses; 4 weesks (28 days).

+ 41h dose at least & montha after previous dose.

Measles, Mumps, and Rubela
« Early Childhood (PE/PK): 1 dose on or after the 1si hirlhday,

+ Windergarten through 12th Grade; 2 doses of measlesimumpsirubolia
vaccing, tha firs! dosa musl have been received on or after the 1st
drthday and the second dose no 1ess than 4 weeks (28 days) later.

+ Proof of prior measles disease shall ba verlfiad by a physician and
laboratory evidancs.

-

Froof of prior mumps disease shall be verified by a physician or
laboratory evidenca,

= Lahoratory evidence of ruballa Immunity.

0

Haemophilus influenzae type b (Hib)

» Early Chlldhood (PE/PK): Proof of Immunization that complies with
the ACIP recammendatlon for Hib vaccination, Childran 24-59 months
of age without seres shall show proof of 1 dose of Hib vaccine at 15
menths or oldar.

+ Kindergarten through 12th Grade: Mot raguired for any child 5
years of age or aldar.

Invasive Pneumococcal Disease (PCV)

« Early Ghildhood (PE/PK): Proof of immunlzatlon thal complies with
ACIP recommendations for PGY. Children 24 to 59 monlhs of age
without a primary seres of FCV, shall show proof of receiving 1 dose
of PCV afler 24 monlhs of age.

» Kindergarten through 12th Grade: Mot required for any child 5
yaars of age or older,

Hepatitis B

« Early Childhood (PEIPK): 3 doses approprialaly spacad. (see doses
undar minimum interyal). Third dose must have been administerad on
or after & months of aga.

First Entry inte School (Kindergarten or 1sl Grade): Kindergarien
{hrough Sth grada ia nol & regulrement.

Flrat Entry into School (Other Grades): Students entering Gih
thru 12th grade, three doses of hepalitis B vaccing administered at
appropriate intervals,

« Minimum intervals between doses: Belwean 1st and Z0d doses
mus! bo at least 4 weeks, Belween 2nd and Jrd must be al least 8
weeks, Betwean 1zl and 3cd must be at least 16 weaks.

Proof of prior or current infection, if verified by laboralory ovidence,
may be subsiituted.

Varicella (Chickenpox Vaccine)
+ Early Childhead (PE/PK): 1 dose on ar after 131 bisthday.

« Kindergarten through 12th Grade: 2 doses for students entering all
grades; The 18l dose must have beon on or after tha 1st birthday and
tha 2nd dose no less than 4 weeks (28) days laler.

Prool of prior varicella disease shall be verlficd by a physician or
a healtheare provider or laboratory evidence.

Meningococcal Disease (MCV4), (MenACWY)
MandCWY vaccines may ke sdminislerad al same tme with Man B
vacnines, bul al a differont anatomic site.

= First Entry into School (Other Grades):
v Applles to students entering Gih - T1th grades: 1 dosea af
meningococcs| conjugate vaccing.
v 12th grade entry: 2 doses of meningeooccal conjugale vaccine,

= Minimum intervals for administration:
» For 6th grade entry: the lirst dose recelved on or after the
11th hirfhday.
« |f earliar vaccination (betwaen ages 10 and 11) than follow
It Dieparimont of Public Heafth poolocols,
« For 12th grade entry: 2nd dose on or after the 16th birthday
and an Intorval of at Irast B weels aller the firsl dose.

« Only 1 dose is requirad if the 1sl dose was received al 16 years
of age or older.



School Based Health * X @ X

Centers (SBHCs) Directory HEALTHY CPS

BEETHOVEN ES Frjend Heaillli
Grand Boulevard (N9; N17)

25 W 47th St, Chicago, IL, G0GDS
312-662-6110

Hours: Th-F: Ba-5p

CHICA CATIO CEHE
Avalon Park (M12; N17)

2100 E 87th St, Chicageo, IL, G0G17
773-768-5000

- Open to ALL CPS Students

NOBLE-COMER ACCESS
Grealer Grand Crossing {N12 N17}

7200 S Ingleside Ave, Chicago, IL, 60615
T73-324-6542

Hours: MMW/F: 8:30a-5:00p, Tu/Th: 8:30a-6:00p
{open hours) scheduling hours vary

OROZCO Alivio Medice] Center
Lower Wesl Sida (N7; N18)
1940 W 18th 5t, Chicago, IL, 60608

Hours: M-F: 8:30a-5:00p 773-254-1400

Hours: M-F: 8:30a-4:15p
DAVIS N ES LI fizallly
Brighton Parl (N8; N16) SIMPSON HS Rushl! Medical Cenite

3050 W. 39th PI, Chicago, IL, 60632
312-413-3080

Mear Woasl Slde (NG, M'Iﬁ}
1321 5 Paulina 5t, Chicago, IL, 60608

Hours: MiTu/W/F: 8:00a-4;30p, Th: 10a-6p T73-534-7202

Hours: M-Th: 9:00a-3:30p, F: 9a-1p
DRAKE ES Ui tHeslll;
Douglas (N3; N17} STEINMETZ HS PEC G

2710 8 Dearborn St, Chicago, IL, 60616
312-355-5746
Hours: M-F: Ba-4p

ENGLEWOOD STEM HS L/ Healll
Englawood (N11; M)

6835 5 Normal Blvd, Chicage, IL, 60621
312-355-5801

Hours: M-F: 8:00a-4:30p

FARRAGUT HS LoliC

South Lawndale (N7, N16)

2345 5 Chrisllana Ave, Chicago, IL, 60823
872-588-3540

Flours: M-F: 8:30a-5:00p

JOHNSON ES | amilly Health Cen
Morlh Lawndale {NE N15}

1420 5 Albany Ave, Chicago, IL, 60623
312-666-3454

Hours: M-F: 8:00a-4:30p

JUAREZ HS Alvia Madlioa) Cenls
Lower West Sﬂ:le {N? M16)

1450 W Carmak Rd, Chicago, IL, 60608
773-579-2691

Hours: MW/ Th: 8:30a-4:30p

NE LEADERS T AME BOH CHC

Logan Square (N4; N14)

1920 N Hamlin Ave, Chicago, IL, 60647
Conlact: 773-772-7202

Hours: M-F: 9a-5p

MARQUETTE ES [«

Chicago Lawn {N‘m N1B}

6550 5 Richmond St, Chicago, IL, 60629
Ti3-584-6200

Haours: M; 7:30a-5:00p, Tu: 7:30a-5:00p,

W 7:30a-5:00p, Th (1st, 3rd of the month}:11:30a-G:30p,

Th (2nd, 4th, 5th of the month):7:30a-5:00p,
F: 7:30a-1:00p, Sa (rotating):7:30a-3:30p

[ 5

Belmont Gragin (N3; N15)

3030 N Maohile Ave, Chicago, L, G0G34

773-822-5679

Hours: M-F: 8a-5p, W (3rd, 4th of the manth): 8a-5p,

Th: 8a-8p (depending on doctor availability). If doctor is not
available SBHC will close at 5p on Th.

WARD L ES Erjo Family Healff Conlars
Humibaldt F‘ar‘rt {NE M15)

646 N Lawndale Ave, Chicago, IL, 60624
312-666-3494

Haurs: MiTu/ThiF: 8:00a-4;30p, W:10:00a-4.30p

SBHCs offer services that include, but are nol limited
to: immunizations and physical exams.

If none of these SBHCs work with a family's schedule, they
may locate a Federally Qualified Heallh Center (FQHC) by
visiting hitpsJ//Mindahealthcenter hrsa.oov where the same
servicas are offered by zip code.

Reach out o hitps:{fwww. cps edulsarnvices-and-supparls/

heallh-and-weliness/madical -lood-benefits/ to leam more about

what benafits your family might qualify for, including Medicaid,
SNARP and TANF (773-553-6437).

CPS' Mohila Care Services are available to provide
immunizations and physical exams (when available) at our
Elementary School and High Schoal/Charter Schoul locations
here: hilps;{fovents juvare.com/ILADPHgm? vl

For more infarmation, call 773-553-5437 or email
schoolhealihieps . edy,




Office of Student Health and Wellness
42 W. Madison St., Chicage, IL 60602

Dear Parent/Guardian,

Healthy teeth are essential for your child’s overall health. One way io help your child maintain healthy teeth is to
ensure they receive an annual dental exam and a cleaning every six months. |llincis law requires every child in
Kindergarten, 2nd, 6th, and 9th grade to have a dental exam by May 15 of each year.

CPS and the Chicago Department of Public Health have partnered to provide high-gquality dental services to students
who do not have access to a dentist. If your child does not have a private dentist and has not received dental care in
the last 6 months, we encourage you to participate in the CPS Dental Program. Il's been designed for your child,

Dental services are available to your child at no cost; however, your benefits will be used if you have public health
insurance (Medicaid). The dentist will visit your child's school once during the school year. The CPS Dental Program
provides the following services:

* Dental Examination

» Dental Cleaning, if needed

+ Fluoride Treatment, if needed

» Dental Sealants, if needed

« Referral for other treatment, if needed

To enroll your child in the CPS Dental Program, please complete and sign both sides of the following two forms in
this packet and return them to school as soon as possible.
1. School-Based Oral Health Program, Dental Consent, Release of Liability, and Authorization Form

2. School-Based Oral Health Program Authorization Form - HIPAA

Impartant CPS Dental Program Updates;

* Dental cavities are common in children. Our dentist has a safe, painless alternative to traditional cavity drilling
called Silver Diamine Fluoride (SDF). SDF is an FDA-approved antibiotic liquid used to help prevent cavities from
forming, growing, or spreading to other teeth. The dentist simply brushes SDF on the back teeth only. The treated
tooth may become discolored.

+ Parallel billing allows students with Medicaid to receive dental exams from the school-based program and their
private dentist without additional cost to the parents.

« If your child has received a dental exam within the past six months, the child will only receive a dental examination
and denltal sealants as needed. The student will not receive a dental cleaning,

If your child has a private dentist and will not need to participate in the CPS Dental Program, please have the dentist
complete the Proof of School Dental Examination Form and return it to your child's schoal.

For help with health insurance, SNAP benefits, or questions about dental services, call our holline at
(773) 553-KIDS (5437); go to www.cps.edu/oshw; or email ocshw@cps.edu,

Sincarely,

JisL -

TaShunda Green MSN, MBA, RN, NEA-BC
Deputy Chief - Office of Student Health and Wellness
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FIRET HAME

GENDER (FIMIXIN) | BTUDENT DATE OF BIRTH

| SCHOOL HAME

STUDENTID Y | &HAD'E _. ROOM
PARENT | GUARDIAN HAME | MEDICAIDIALL KIDS — B DIGIT REGIPIENT f
PHOME HE:IEE .H.DDQ'{E_SE 1|'ru:||r|:||.! ;IIEh;i[.amﬂh:rdlla} CITY STATE ZIP

FRIVATE ISURANCE HANE GF COMPANY

PRIVATE INSURANGE GOMPANY POLICY i GROUR &

PRIVATE INGURANCE COMPANY FHONE I

MAM_E OF PARENTGUARDIAN INSURED

As tha parent!guardian of the above named sludent, 1 uniberstand that through L Clly of
Cilcaga Daparment of Publlc Health and the Chicago Public Schools' SCHOOL-BASED
ORAL HEALTH PROGRAM [tha "PROGRAM"), licensed dentisls or hygienisls will b coming
Lo iy elilld'sivmrd's Sohowl in U near future b0 assess oral health, gather Information on
hinightiwalglit, to provide a DENTAL EXAMISCREENING and as neaded 3 DENTAL CLEANING,
FLUORIRE TREATMENT, SOF TREATMENT(S], and DEHTAL SEALANT(S) at HO COST jo
sludents of Uieir lmifles in the sciopl, Danta] sealanls, in addition fa regulas brahing and
flossing, protect your childsiwand's laelh from DECAY, Dontal Sealants ara thim, plastic
ceabinge put on 1ha 1ops of U back-testh to SEAL QUT fond and germs. Sealonts arn applicd
om tnath thal appear not daeayod, and ey don't hurt, PROGRAM SERVICES 00 HOT IMCLUDE
DRILLING [ SHOTS.

| understand hal i coiskerstion for my childshved's paricipaion in Be PROGRAM, 2l as
pvitdeniad by My stnaiuee betow, § Erety relmase i hoil hamiess the T OF CHICAGO,

s depaiments, incleding the Deparsent of Puldic Healih, aned its employans, afficens, walualears,
dgeis end repmsmtafives, ad THE BOARD OF ECARCAT IO OF THE CITY OF GHICAGD,

s memlsre, iusbees, apanls, officers, conlrecions, volislems end employnas B any lighiity which
ey Acern b me o b oy childfwad, foeany and sl ligzas, infuries, duneges [ maar iy chikdy

RACE? (Please check one)

Wiilte Black Asian Pacliic Islandar

MECICAL INFORMATION: DOES YOUR CHILD HAVE ANY OF THE FOLLOWING?

YES NO

If ¥ES: Pleass check all conditians hat apply
Asthma
Diaketes
Curranlly has Heard bMurmr
Rhwimatic Fever or Rheumatic Hearl Dizsaza
Epitepsy
Blood Disorder / Dissase

Hepatitis

A Wi patent of guardian of the above named chitd oo wand, | consent
fer ry child ar werd Lo participale in lhe SCHOG|L-BASED ORAL

| DATE OF BIRTH OF THE INSURED

ward, both krawn and whknown, fareseen gnd unforoaeen, ansag I conneslinn with

my chikl'siward's paticipalion in ha PROGRAM wisller or not said Inssed, Injunas, damnges,

o Wabdlllies resull #whita or part from (he neginenca af the CITY OF CHIGAGED, ils daparmoal=,
irefnfing he Depesmen of Pullic Heallh, #s crgloyess, odllicers, conlrclons, solimtans,

agénts, o represanlalives, ar fmm e negligence of tho BOARD OF ELLIGATION OF THE

CITY OF CHICAGD, ils menbers, bustess, amplyees, offcess, ook, wolumesrs, agenls,
of raprasanlives.

| firdlvesr wiedarstend fht os evidenced by my signaliie bales, | acknpaledye hat 8 licensad deifigl
tpglanist presiding medical or donlal caie, reatmanl, diagnosls, or advics withoul charge on bnhalf
nf Il City of Chiorgn Deganliient of Poblic Fleaiih s not liabie for civ damages resiafing Ivanh hig or
her scls ar omissians in provideg such medical oo ganlal cae, reatmend, disgoiss, or galyinn imdes
[y Program axeapl far willlul o wanton miscendisl. Togatheeize denlsl provicless amd lhe Chicago
Deprment of Pulilc Heallh o share information alalivg fo PROGHRAM dealal services providet 1o
yuu chilifward, plese sln the Authoatian Fom ihst
i an the ather slda of ihis pas. This glgnar consenl fonn (8 velid far 365 days tom o dale

thal it iz slonad by e child'shepd's pisend o guardian

American Indian Malive Alasken Hizpanio
15 YOUR CHILD TAKING ANY MEDICATIONST YES NO
Ii ¥ES, Pleasa List Modicalions:
DOES YOUR CHILD HAVE ANY ALLERGIES?T YES MO
DOES YOUR CHILD HAVE A SILVER ALLERGYT YES MO
I ¥ES, Plaasa List Allergles:
ANY OTHER MEDICAL-RELATED CONDITIONS? YES MO

IF ¥ES, Please Lisl Conditions:

Please sign front-and back

HEALTI PROGHAM, which inchides & dental sxamiscreening and
i needed & dentat cloaning, Nesils reatmend and denlal sealantis)
ainel i recelving of qualily assuance exams, | asithasior e dental
preveier locuiea my child's ar ward's Madicald, ALL K0S and prvate
dental instrange numbar for billig parposes only, | inderstand thel

Farent/Guarillan Slgnaiure

Chicago
Fublic
Schools

i1 2t fo siga Il Dental CGonse Fean and Relsase of Liabilily,
iy il o wasd will nal recaive sy 2eeices under s program.

Dt
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School-Based Oral Health Program HEALTHY

AGO

BLC HEALTH

Authorization Form - HIPAA

please prinf or fype:

FIRET MAME

~STUDENT LAST NAME | miooLERAME

STUDENT DATE OF BIRTH PARENT/ GUARDIAN NAME

SCHOOL NAME

NEW Silver Diamine Fluoride (SDF) Authorization
A new dental freatment fo fight cavities!
BEMEFITS OF SDF,; Dental cavities are common in children, but now our deniists have a safe, painlass altlemativa lo

traditlanal cavily drilling procedures callad Siiver Dlamine Fluoride (SOF). SOF is an FDA-approved antibiotic Houid used to
help prevent cavities from forming, growing, or spreading to ofhar tecth. The dentist simply brushes SDF on back teeth only

Reason to avoid SOF treatment; silver allergy, history of mouth sores, or painful sores on the gums,

Risks "
SOF realment may not

ellminae the need fora

iradificna filling.

I's normal for SOF o stain the
cavily brown of Back-itmeans «

Alternatives

= Mo reatment: The loolh may
continue bo decay and caves pain,

# Diher oplions: Nuorida varnish, a
liBng or crown, or exlractan of

i il"s working,
= Tha heallhy paris of Ihe tooth -
Consent for 5DF Treatment will nod ba slained.

SOF can cause lemporary Before SDF

slalring If it comes Inlo contact
with skin. The atain iz harmiars
and should disappesr in less
lhan a wask.

SOF may causa a lemporery
muiallio leste,

For more Infermation, scan
Ihe CHR Code.

rcarlly that | have read and fully undarstand the information for the proposed SO application(s), or | had discussed this with my dental
care provider and have had my gusstions answered, | undersland the possible fshs assoclatad with S0F freatment and verify thal |
have no (or the patient | am representing has no} contraindications for its use. | consent fo S0OF spplicelion.

X

ParonliGuardian Signature lor Silver Dlamine Fluoride (SOF)

HIPAA Authorization

By signing below, | understand that | am giving my aulhorization to the
dental providor and the City of Chicage Depariment of Public Healih
{CDPH) o use andfor disclose my child'sfward's protected health
information, to the following personis) or organization{s) for the purposes

of reports, documentation of oral health trends, and Medicaid and grant
hilling: City of Chicago, Department of Fublic Health, 111 W. Washinglon,
dth Floor, Chicago, IL 80602; Individual School Principal; llinois Deparlment
of Healthcare and Family Services, 201 So. Grand Avenueg Easl, Sprnglisld,
I, 62763 Winois Depariment of Public Health - Oral Health Sacllon, 535

W, Jaflerson Streel, 2nd Floor, Speinglield, 1L, 62761, Chicago Public
Schoods, Office-of Studant Haalth and Wellness, 42 Wast Madizson, Chicago
lincls 60602, Fedaraly Quallliad Health Canters (FQHC), Oral Health
Forum (OHF), 1100 Wasl Carmak Road, Suite 518, Chicago, IL 606048,
Infant Wealfara Socialy of Chicago {IWS), 36800 W Fullerion Ava, Chicago,
Oak Park-River Farast Infant Welfare Clinle, 320 Lake Straat, Oal Parl:, 1L
#0302 and Chicago Public School approved Denlal Vans.

X

CODPH and dental providers may nol condillon reatmenl, paymeanl, or
aligibility for benefits on this authorization or my reflusal o sign such
authorization. This Authorizalion i voluntary, and | may refuse o skan (L
| understand that there is a polential (hal the Information disclosiad
pursuant o this aulhorization may be subject o redisclosura by the
recipient and will no longar be protectad by the Health Insurance
Parabifity and Accountabilily Act (HIPAA) and federal privacy
renulalions, | may revoka his Aulhorization in writing by sending nolice
to the HIPAA Privacy Officar, City of Chicago, Dapartment of Fublic
Heallh, 111 W. Washington, 4lh Floor, Chicago, IL 60602, Revocation
|& nof effective with respect fo actions taken prior to the revocalion.

This authorization is valid for 368 days from the date that il s signed by
Lhe child's/ward's parent or guardlan,

ParentiGuardian Signatlure for HIPAA Aothorization

Raw, 4112024

Please sign front and back

il Chicago
Public
Schools
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Dentist must complste the form. Parents, please return the form

to your child’s school or send to heatthfermsifens.edu
. State of llincis . .
iris Departenent of Public Health Proof of School Dental Examination Form

Minois law fChitd Health Examination Code, 77 . Adm. Cods 665) states all children in kindargarten sny the sacond, sixih, and ninth grades of any
pubiic, private, or parechial school shall havs a dental examination. The axaminaticn musl have keken place within 18 menths pricr 1> May 16 of The

schoo! year. A ficensed denlist must complate the examination and slgn and date this Praof of School Dantal Examinalion Form. If you are unable o
gat his requived examinatlon for your child, fill out A separale Benlal Examination Waiver Form.

This Imporant axasmination will ket you know If there are any dental problems that need allenlion by & dentlst, Ghildren heed good orad heaith to speak

with confidence, express [amselves, be haalihy, and be ready to learn. Poor oral health has been related ko lower schoo! parformance, poor social
relafionships, and less siccass laber in fife. For this reason, we thank: yau for making s contribulon to the health end welk-betng of your child,

Ta be completed by the parent or guardian {please print):

[Student's Last First Midalte Birth Date (Manih/DayYsar):
Mame:

Address:  Steet ' ﬂ.fty ' ) B ZIP Cade
Schoo);  Neme i ) ZiF Coder Grada Level: 1 Genden:

[ halz [ | Female

Parentor  Last Name ' i First Name '

Guardian:

Studsnt's Race/Elhniciby:

il White 1 Black or African Arrerican £ Hispanic ar £aine [ Asian "1 Amarican indian or Alaskan Native

{7] Mative Hawalian or PacHic Istandar [ Middile Eastem or North Alrican [ Two or More Races 1 Unknrown

Ta be completed by the dentist:

Diake of bMosi Recent Examination: {Chack alt services provided el this examinalion data)

E'F Bental Claaning [] Sealant ] Fluoride treatmeant [1 Silver Diamine Fluctide ] Restoration of teeth dua to cafes
COral Health Status {check aff fiar appdy)
7] Dental Sealants Prezent on Parmanent Molars

] Garies Expedence / Restoralion Histary — A filing (lemporaryipermanant} OF a touls thal is rrissing because it was mdrmcted as a resull of caries
OR missing permanetd st motars,

[} Untreated Carigs - At least 1£2 mm of tooth shigitre loss et the enamel surface. Beown 3 dark-brown: coloration of he wallz of ihe leslon. These
criteria apply b pit and Azsure savilated lesiors 25 well as hosa on smooth Inoth surfzces. I retsined root, assuma at the whele leath was deslioyed by
cares. Rroken ar chipped Ieall, ples teeth with emporary filings, are considansd sound uniess a cavitated leston is 2o presenl.

[ Utgant Treatmenl — Absiwss, nerve expostre, advenced disease state, slgns or symploms that inchude pain, Infecticn, or sweling.

Treatment Needs {chack al that apply)
For Head Stan, Agencies, please also fisl tha sppointment dale o date of e meost recent reslimenl.

[0 Restorative Care — amalgams, Gomposites, Crowns, &G, Appointment Date: -

| Preventive Gare — sealants, fuoride frealmen, prophylaris Appointment Date: _

(] Pediatric Dentist Referral Recommended Treatment Completion Bate:

Offce Address: . . Office Phone:

Signatura of Henlisl: License #. Dale: —

Bnois Department of Public Heatlh, Crat Heaith Section
217-785-4899 + TTY thearing impaired use only) 800-547-0466 - www.dph illinois.gov

Priribect by Anthosity of the State of finsis 925 1oc1 z5-1275 [l

1h BETAIN IN THE SFLOENT HEALTH HECORE



Living Situations (STLS)

Motice of Rights of Homeless Stldents

The Board of Education of the City

of Chicago (Board) shall provide an
educational environment that treats all
students attending the Chicago Public
Schools (CPS) with dignity and respect.
Every student in a temporary living
situation shall have equal access to the
same free and appropriate educational
opportunities as students who are
permanently housed. This commitment

to the educational rights of students in a
temporary living situation, youth, and youth
not living with a parent or guardian, applies
to all services, programs, and activities
provided or made available by the Board.

A student is considered to be in a temporary
living situation if he or she lacks a fixed, ragular,
and adequate nighttime residence and includes
children and youth who are:

+ sharing the housing of other persons dus to loss of housing,
gnonomic hardskip, or simliar reason;

living T & matel/hotal, trailer park or camping ground, dus 1o
lack ol altemalive, adeqguate housing:

living in emargency or transtional shellers;

i i cars, parks, public spaces, abandoned buildings,
substandard housing, bus of lrain station, or similar setiing;

« ahandonad in hospilals;
migralory children living in one of the above setiings;

+ youth not in the custody of a parenliguardian (Unaccomppaniel
wouth) of any age, in one of the above sellings.

Students who lemporarily reside outside of Chicago due o
homalassness and altend their CRS school ol orgin receive
lransportation assistance as do students experiencing
homelessness who live n the City of Chicago but attend

a school of origin outside of GRS,

Dispute Resolution: When a schoaol ofiicial dendes a student in a tomporary
living siluation enrcliment, efigibily, school selection andior ranaporiation,
[hex parent ar sludant may file a complaint wilh the CPS STLS Deparimsnt
The STLS Deparimeant will altampl lo resolva the dispute in a imely manner.
The STLS Deparlmant will refer you b free and low-cost legal services o
help you, i you wish, During fhe dispule, the student must be immedlately
enmlled in the school with paticpalion in school aclivifics andior provided
ransporation unbil the dispule Is resolved, Every Chicago Public School,
inciuding chartor schaals, has an STLS Liaison who will assist you in maldng
anmlimant dacksions, provide notice of the dispute resolufion process,

if needed assist you in completing e dispuite resolullon foms and refer
wou ko low-cost legal assistance.

All STLS Students Have Rights To

hinmediale school eprolimant, A schaol must immadiately enrcll
students even il thay lack haallh, mmurdzation or scheol records,
proof of guardianship, or proof of resldence. "Enroliment” meang
enralled Info tha school, attending classes and participating fully
in sehool activitles.

Enroll In:

+ the school they altended when permanently houzed or the
sohoal [n which they were last enrolled (school of arigin),

« any schodl hat paermanently housed siudenis living in the same
allendance area in which the STLS sludenl ar youlh is aclually
Iiving are eligible to altend (allendance area school).

= praschool

Remainennodlad in histhear saleclad school for 35long a3 they
remain in a lemporary living situallon or, if the student becomes
permananlly housed, unlil the end of the acadamic yeer.

Arcess o charter schools, seleclive enmlimant schools, madnel
schools, and alt ather RS programs in the samea mannear as sludonts
whao are permanently housad and assistance with application process
will be provided upon recguasl

Particlpate in lutoring services bayond [hosa provided fo all students;
school-related aclivities; and/or recolva othar supporl services.

Rocelve free schoal meals, fee waivers, Iree unilerms, and
low-cost or free madical relamrals,

Transporiatlon services: If parenlsicaragivars choose lo confinue
thair chitd's education in lha school of orgin and transporiation is
requested, GRS will provide Wanspaitation o and from the schood of
origin, and all school-rafalod activilies, foras long as the sludent is
in & lamporaty iving sluation or, I the studenl becomes permananlly
housed, untll the end of the academic year,

= Eligible studenls receive CTA transporialion cards and adulf
careglvers of eligible students In grades PH-6 receive CTA
transporiation cards to aocompany the sfudent tolfrom school,
Ellgibie studants in grades PK-G whose careglver 5 unalile to
accompany them on public transporlation due to a hardship
may apply for vellow school bus service by submitting
documentation or alfldavit of thelr Inability o Iransport the
student. Examples of a “hardship” sifuation are:

»  Paranticaregiver employment, job training, or educalion
pragra.

« Pananl'sicarcgiver's mental angfor physical disaldlily,

«  Children naed to be lransporad o and from schaools al
different lecalions,

« Courl order, DCFS, or DEFS conlract agen requires
activilies that do nol enable parenlfquardian to lranspoi
chifdren o and from sehool

+ Fulos of shelter or similar facilily will nol pemmil paeild
caregivar lo leave fo ransport children Lo and from schoal.

= Oither good cause why parenticaregiver cannoel use public
transportation o transpor children o and fiom schoal,

Faor merne information about the righls of STLS studants in Chicago

Public Schools, call the STLS program al (¥73) 553-2242, fax al

(773) 553-2182, email at STLSInformalion@cps.edu, go to cps edwSTLS,
or visit the 3TLS policy al cos.edwSTLSpofCyY.
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Vision Program:

Schedule An Eye Exam
o

Chicago Public Schools has bk
partnered with lllinois Eye Institute, : -
Tropical Optical and Ageless Eye i . _

Care to provide vision exams for ' - e .

| S

CPS students. ' - A e
Seven locations throughout the > 8 '
city have been provided for your
convenience. Please review the list of
vision service locations listed below.

You may select any of the locations
listed or your own healthcare provider.

Tropical Optical lllineis Eye Institute (IE)

Selecl from a location below Lewenson Center

ic:hi hic
Fleasa call to schedule your appointment, 3241 South Michigan Avenus, Chicago, IL 60616

Far children ages 5 through high school.
Please call fo schedule your appointment

Tropical Optical Locations at 312-225-6200.

G104 West Carmalk Road, Gicero, IL BDB04, Far children ages 3 through high schoal.
call 708-780-0090

3624 West 26th Street, Chicago, IL 60623 Ageless Eye Care

call 773-762-5662

329 W 168th Street #3111
3205 West 47th FPlace, Chicago, IL 60632 Chicago, L 60616
call 773-247-2360 !

Flease call lo schedule your appolnlment
2767 North Milwaukee Avenue, Chicago, |L 60847 at (312) 929-3340.
call 7T73-276-4660 For children ages 5 through high school.

9137 Sculh Commercial Avenue, Chicago, L 60617
call 773-768-3648 For more Information aboul the CPS Vision Program, please

contact (T73) 553-5437 or emall oshwifcps.edu.

Chicago HEALTHY
ipub“ﬂ @l CHICAGO

5 o r ]U{ﬂs' CHICATD DEFARTMENT OF FUNLIC Ak



; Office of Student Health and Wellness
Chicago

| EUF“CS 42 W. Madison St., Chicago, IL 60602
chools

Dear Parent/Guardian,

Good vision is essential for success in school, The CPS Vision Program provides students with eve exams and glasses
(if needed) at NO COST. If the student does not have insurance, the vision exam and eyeglasses are provided at no cost
to the family. If available, health insurance will be billed,

Below are signs that indicate your child may benefit from an eye exam.

» My child is entering kindergarten or entering lllinois schools for the first time at any grade level
» My child Failed the vision scresning

« My child has an IEP

= My child's teacher recormmended they recalve an eye sxam

= Squinting

= Tilting the head

= Sitting too close to the television/device/screen

= Losing place while reading

= Rubbing eyes, excessive tearing, or headaches

All kindergarten students and any child entering the State of lllinois for the first time must have a vision exam
per state law by October 15.

« If your child has a private eye doctor, please have your child's eye doctor complete the State of llinois Eye Examination
Report: https //drive.google.comiflle/di yowceXBFRaj5-FpteeJ 1a TUeJKISsEelfview.

= |If your child does not have a private eye doctor, your child is eligible to participate in the CPS Vislon Program.
Through this program, your child will receive eye exams. If your child requires glasses, an optician will help your
child select the frame, and the glasses will be delivered to your child’s school within four weeks. Students who receive
glassaes are eligible for replacement glasses due lo loss or damage for up to 12 months from the initial eye exam.
Private vision insurance or government insurance such as Medicaid, Medicare, or any Managed Care Crganization
will be billed if available. If a student does not have vision insurance, services are provided at no cost to the family.

To enroll your child in the CPS Vision Exam Program, please complete the Vision Services Consent Form and the
Student Medical History Form. If you do not want your child {o parlicipate in the program, you do not need to complete
or return the forms to the school,

For help with health insurance, SNAP benefits, or questions about vision services, call our hotline at
(773) 553-KIDS {5437); go lo hilps:/www.cps.edu/oshw or email oshw@cps.edu.

Sinceraly,

DL -

TaShunda Green MSHK, MBA, RN, NEA-BC
Deputy Chief - Office of Student Health and Wellness

i8



Vision Services Consent, Release

of Liability, and Authorization Form

Parents ploase sign the vislon consent and medical history forms if you want your chlld to have an eye exam and returmn them 1o the school as 300

n as possible,

plagsa prinl or [ype:

STUDEWT LAST MAME | FiRsT MAME MIDDLE NAME

[
GEMDER (F/M/XIN) = | STUDENT DATE OF BIRTH | scHoOL NAME T =
|
TETUDENTIDN T T GRADE T T =i ROOM B
|
PARENT ! GUARDIAN HAME | FARENT EMAIL ADDRESS
EHONE N | HOME ADDRESS (inclide il Ausber i appumml;: CITY STATE zZIp
|
MEDICAID MEDICAL CARD I ALLIGDS RECIPIENT # RACEIETHMICITY ‘ DATE OF BIRTH
PRIVATE WISHON INSURANGE CARDHGLIER MAME | DATE OF BIRTH | GROUP D8 1 In#
I ' I

“PRIVATE MEDIGAL INSURANGE CARDHOLDER NAME T DATEOFBIRTH | ORO - -

A (e parenliyuardian of tha above named studonl, | undarstand il my child will
racaive a comprehensive aye cxn o determine if hefsha needs prescription glassos
or olher Irestmant by a vision cane professional (Provider).

| Furbher undersiand thal s eye sxem may be performed by an Qplomatrisl; an
Dplithalmatogist; quatilied apecialist; or 2 intern, a reskient, or & sudan clinielan

or technrician under the supervision of an Optometris!, Cphthalmologist, or anolher
qualifisd spectallst, and | congenl to have my child recaive a vision exam andlor
traafmsant,

| fuslber undaratand thal selthar the schoal aor the Board of Education of the Ty of
Chicago (Board) are supervising or pyniseelng any sonices {euch as an cye exam)

ar maiarials {such as sye giasses) (hal may ba fumishad 1o my child and hat tha
Board and 1he school will fave ne responsibilily for the quality of any such sarvices

or malerals,

i conalderation for e sendoes and malesisls that my chid will receive, | horely agres
o Incamnify, ralease and hold hammiess, and defand the Clly of Chicago, jis departmanis,
amployeas, olficers, confractors, volunlesrs, agenls, and rapresenlalives, 2nd tha Board
and its membars, truslaes, agents, officers, confractons, woluntours, representatives, and

If you DO NOT want your child to receive the follawing services, pleage
chieck the apprapriate box, f your child has an allergy, please consuit your
primary care physician befora selecling diation,

| undarstand that &8 part of (his eya exam, pharmaceutical agonls (eye drops) will e
wsed lor the purpozo of dilzling my chifd's eyes. These dops are 20 impartant par of
an eye exam lo aflow the Provider lo concisct a lhorough eyve health axam. | further
undesstan that the tamporary effeeis of these oye drops include blured vigion and
sensilivity 1o lighl, both of which could rastricl my child’s mobility imaking it unsaie for
hirnfher b travel unassisted er o operale 7 vehicle for tho st of the day,

At this Hime | DO consent for my child's ayes (o be dilated.

Al this fime | DO NOT consant for my chlld's gyes to be dilated.
Fundorstaid tial by rfusing difation | may il the doclor's ahiiy to
dindect and freal carfain condifiohs.

By signing below, | understand hat | am giving my sulhorization 1o live City of Chilcago
Department of Pubkic Health (COPH) and the Board of Educalion of the Cily of Chicago
(Baard) 1o release and furnizh informalion regarding past vision scooaning data in

iy child’s education record Lo Providers to ensure thal the Providars can effaclivaly
provide senvices. 1 authorize [he Providers Lo releagse and furnish repons fo iy chilld's
seiil, including wrilten and verbal reports concaming [he resuils of any ays exam,

far Inclusion in my child's edecation meeord. | also authorize COPH fo releass io the
Board, my child's informalion, Ihe dale and typo of vislon esnices provided, wheliker

***Please sign and date both signature lines. Complete the madical history on the second page of this form.

Thils adlhorization is valid lor one yaar. | may revoke this aulhorizatlon at any fine
by sending wrilles nalillcation to COPH, my chiid's school, ar the Board Oiflces of

Student Hoallh and Wellness, Revaking this aulhoriziion will nol have any effacl
o any infarmation used of diselosed before [he revacation. Infarmstbon dischoged

" DATE OF BIRTH " GROUP 1D i -

employees Irom any liahilily which may accius to ma or my child, for any and all clalms,
lossns, Injuries, damages 1o me or my thiks, bath known and uplnown, foressen and
unfeesean, arising in conneation with my child's receipl of 2ervices and malenals, whelher
of nol eaid claims, Inesas, injurics, deamages, or [labilles resul in whale ar In part fram

Iha nagigence of tha Cily of Chicage, ils departinents, amployees, oificars, conlracion,
volunlesrs, agents, of epeasentativas, o fom the negligonee of the Boasd, iLs membars,
frusleas, employons, oiflcers, confraclons, volunteors, Bgents, of represeniativea. | lorihes
agres lo raleass and hold hammless the Providers and Co-Sponsors, thair employees,
odficars, voluniesrs, agenks and represaniolives from and agast Smy and all clhiims,
demands, sctions, complainis, Buils or oiher forms of Rahility (hat will arse out of or by
reasen of. or bocumed by any porlormance of sevices provided by such Providers or

the qualily of e eyeglasses or sy other materals turnished by them undsr thi: Program,
undass ilribulsd to their willi or wanlon misconduct. [n e event thal one povision of this
form & held unenforceabile, that provisicn ehall ba seveied 2nd the mmainder of the form
sheall remnain in efleal.

| undarsiand that the Provider will bill any govarnment or private insurance Winoia
Departmont of Heallhcars and Family Services (HFS) or any olhier currently applicabie
private insurance far any reimbursabls sarvices andior materinis.

Please note services will be perlormed unless Indicated otherwise,

| undarstand [hat my child may be selecled lo e photographed, vidao tapod, audio
taped or inlendeved a5 parl of promotional decumantation fur Ihe Wigion Program,
| consenl 1 tha wea of my cilld's photogragh, voice or likeness by the Board or the
Prayider or GDPH, bul nél the use of nry chiid's last name, | undarsland hers Iz no
compengalion, monies, or reimburserment for my child's parlicipalion,

Al this time | DG NOT consant for my child to be photographed of intor viowed,

iy el was recommend for follow-up servicee, and ofher imformalicon the State of llinois
reqiieals fthe Board to reporl. | understand thal such records will be subject la the privacy
yighita fforded by siate and fedural B | furthoer aulborize Providers to disclose vislon
avam information and bifling information to fhe [Hinols Department of Healthcare and
Family Servicas (HFS), lor the purpose of Insurance Billing, COPH and Providars may nel
condiiion treatmenl, paymant, o eligihiiily for benefils on this aulharlzation or my refusal
1o elgn such withorization,

pursuant 1o this aulborization may be subject 1o re-disciosre by he reciplent, ParantiGuardian Skqnatura Data

| hesresdiyy gives my consand for this child to be examined by a Prowider for sn oy

gxam and prescriplion eyeglasees, if prostribed during he eye exam. This eansant

doea not aulhorize any freatmants or service beyond what |2 slated. | underatand -
rivy consent will be valid for one year from e dile of signaturo. ParaniiGunrdian Sipnatura jehiL]

RETAIN IM & BINDER FOR I YEARS
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Parents please sign the vision consent and medical history forms if you want your child to have an eye exam and return them to the school as soon as possik

plaase print or fppe:

STUDENT NAME

SCHOOL NAME

HTUDENT ID

HOW HD YOU FIND OUT ABOUT THE VISION PROGRAM? (Chack all that apply)

Schood Siaf Falled Vigion Screantig Ledler Frirned

Oilher

STUDENT'S DATE
OF LAST EYE EXAM

DOES YOUR CHILD CURRENTLY

" WEAR GLASSES/CONTACTS? YES

DOES YOUR CHILD HAVE ANY OF THE FOLLOWING CONDITIONS? (Check all that apply)

Asllima Dibetas Genitgurinary Probiems
Altenlion Daboll Digorde Enclocrine Problemms Glrucoma
Bahawvioral Froblams Gastroinlesllingl Proldems Heang/Far Praobinms
I8 YOUR CHILD TAKING ANY MEDICATIONS? YES [1{s]
Llat Medicalions:
DOES YOUR CHILD HAVE ANY ALLERGIES? YES (i[u]
Ll e e
DODES YOUR CHILD USE EYE DROPS? YES NO
Li=l Eye Drops=:
HAS YOUR CHILD EVER HAD EYE SURGERYT YES [ +]
IF yas, pleasa axplain:
HAVE THEY HAD ANY OF THE FOLLOWINGT
islon Thesapy Blumredioubds Vislon Teai g Wity
Eyn Pakh Lnses Place Whils Rearfing Light Sansllvily
Eyis Suirgaty Eyr Injury Radnass
Fain in Eves Eve Infigclion Deonping Lid
Diltzulty Tracking Izl Buridng Troubile Finishing Wk
Ollser

Add Details
Haar Disessa Muscuboekeletal Probleis
High Hiood Fressure Waurotogical Problens
fdrndad Hoallh linnss Dilhar Condiion

DificLlly Siling Sl Friestiges Easily

DOES YOUR CHILD HAVE AN IMMEDIATE FAMILY MEMBER WITH ANY OF THE FOLLOWINGT {Check all that apply)

‘Waars Glasses Glaucoma
Gilimdrinss Marular Cagenemation
Heuil Disaass Camdiovasrular Prohloms

Mugculosketalal Pobbams

DOES YOUR CHILD HAVE AN IEP {Individualized Education Plan or 504 Plan)?

15 YOUR CHILD PERFORMING AT; Albiave Grade Laval Girade kel

IF BELOW GRADE LEVEL, PLEASE SELECT THE CLASS (Check all that apply)

Raading fdalh Socls Soenoe Wriling Giher

YES

Auokds ReadinpMWising Lack 8 Confidalice
Utlicudy Paying Atteallon Ewa Dischargs
Rnards Aclow Grada Loval Lazy/Wandering Eya
Erar Hanswriling
Lasy Eye High Blead Pressure
Disbelas Wafening Cyo

Meurcionkesd Froblems Menlal Hasgl linass

O

Bl gradn lavel

15 THE CHILD CURRENTLY RECEIVING ANY OF THE SERVICES BELOW? (Cheock all that apply)

Special Educallo Tuilcring Spoech Therapy

LIST ANY OF YOUR CHILD'S HOBBIES OR SPECIAL INTERESTS:

15 THERE ANYTHING ELEE YO WOULD LIKE US TO KNOW ABOUT YOUR CHILD?

20
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Doctor must complete tha form. Parents,"please return the form
to your chifd's scheol or send fo healthformsi@eps edu

State of illinois
Eye Examination Report

Tlinois law reqoites that proot of an eye examination by an optotaetrist of physician (such as an ophthalmologist) who provides cye

cxpminations be submitted to the school no later than October 15 of the year the child is first entolled or as reqoired by the sehool for
other children, The examination nust be completed within oue year prior to the first day of ihe school year the child enters the Iitinols
scliool system for the first time. The pareat of any child wha i inahie to obtain 4 cxaminstion musl subrit 2 waiver fom to the school.

Student Mame

{Lust) T Pt ' (Middhe Gl

Birth Date Gender Uirade
(Tounth/E by Year)

Parent or Guardian

(Casl} h (Firat)
Thone

{Aren Cads)
Auldrag

{MNumber} (Seet) ’ (City} ' T {7AP Code)

County

Case Higlory

Date of caam .

Ocular histogy: O Movnmal o Positivetor e
Medical history: O Mormal  or Positive for —
Drug altergics: ONKDA orABepicto }

(iher information _ . .

Exanloatien
Bistance Near
Right et Roth Baih
i_f&nmccted visual sty 20 207 2y 20y
Bast corrected vigual acuity | 20 2 20 20

Was refraction performed with dilatioa? W Yes  WiNe

Normal Abnormal ot Able to Asscss Comments
External exam (fids, lashes, comea, ete.) a
Internal exanm (vitreous, lens, fundus, cte.)
Pupillasy reflex (pupils)
Binocular function (stereopsis)
Aceormmeodation and vergencs
Caotor vision
Glavcoma evaluation
Oculomotor S5SEESTIOR
Other ___
NOYTE: "Mook Able to Assess" refirs e ke inability of the child to complals e test, nut the inability of the doctor to provide the test,

oo

coccopoodo
cooppoCcCoQ
CeEcopooa

Biagnosis
QNermal D Myopia O Hyperomia Ll Astiymatism 3 Strahismus W Amblyopia

Other

Paget (Tariirreeed on dneek
21 RETAIN (4 THE STUDENT HEALTH RECOfRT



Doctor must complete the form. Parants, please raturn the for
to your child’s scheol or send to healthformsiicys.ed

State of lilinois
Eye Examination Report

Recommenedations
I. Corrective benses: Mo £ Ves, glasses or contacts shonld be worn for:

B Constant wear Ol Mear vision () Far vision

bl May be temoved for physical education

2, Preforential seating recommended: OMe OVYes

Comenents L

3. Recomunend re-eXammation: O3 months Ll Gmonths 0 12 months

4 Oiber
4' P -
S ——
Print name LicenseMwmber_
Optomeltrist or plysician {such as ea opbilwlmologist
whe provided the eye examination M2 OO0 DO
Consent of Parent or Guardian
T agvee to release the above information o oy child
Acddress or ward 1o appropriate schoal or health suihorifics,
T T (Farent ar Cheardion's Signanral
Phone {Doarkes)
Siguatore N Date
{Source: Amended at 32 1li. Reg. , effective )
Faoum 2
Printed by Antharity of b Stata o Nineis WICHEY % (G
i

22 RETAIN 1M THE RTUDENT HEALTH RECORE



For Students with Asthma

HEALTHY CPS

o || THEALTI R WILLHE R

Asthma is the most common chronic
iliness of childhood. Chicago has an
especially high number of children with
asthma, and children in some Chicago
neighborhoods suffer more than others.
All students, including those with
asthma, should feel safe and supported
‘at school.

Please use the forms in this packet to tell your school about your child's asthma. The school nurse or clerk
may have additional forms to complete. Heallh forms must ba updated each school year. They are reviewed by the school
nurse and relevant GPS staff and kepl on file for use during the school year.

You must turn in these forms each school year:
« Asthma Action Plan — signad by a medical provider.
. Request for Administration or Self-Administration of Medication

« Original {or clear copy) of asthma medication or pharmacy label with your child's information.

If your child has
a chronic health
condition, follow
these four steps:

CPS ANNUAL CHRONIC CONDITION
REPORTING & VERIFICATION PROCESS

Any student with asthma,
food allergies, diabetes; or
any other chronic condition
can have a Sectlon 504
Plan so they are supported
during the school day.

Complete the necessary forms.
Access forms at eps.edu/medicalferms

Have your medical provider complete and sign the forms.
Far assistance with aceessing or Using fmedical berefits,
please contact us at 773-553-KIDS orlvisit cps.edu/efou.

« A 504 Plan provides
the needed changes
the school must make
to help your child

Bring the signed forms and the student’s
medication (with prescription labels) to your

school for review hy the school nurse.

Contact your school nurse to set up a 504 plan.
A 504 Plan is a legal document that ensures fhat
1he student |s safe and supported at school,

¥ @ %
!-_IEALTH__‘E' GF_S

succeed In schoal,

For more information,
contact the Office of Sludent
Health and Wallness al

cps.edu/oshw or
{773) 553-KIDS (5437).

M Chicago
Public
Schools
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Il For Students with Asthma HEALTHY.CPS

T TR P TR T

FREQUENTLY ASKED QUESTIONS ABOUT ASTHMA CARE AT SCHOOL

Why is it important to tell the school about my child’s asthma?

= Your child's asthma may flare up at school. Knowing lheir meadical history helps staff know what to do if thera is
an emargency during the school day.

* The Information lets tha school know what medicine your child may need, so slail can be ready ta help If necessary,

Are school staff able to help a student manage their asthma?

Yes. School staff complete a training every year on asthma awareness, including how to recognize and handle
asthma emergencies.

Can a student self-manage their asthma?

Yes, CPS sludents are allowed lo carry and use their own “quick-relief" ar “rescus” asthma medicine if written parent
permission and a presception label and madication is providad to the schoal,

What is the school's asthma emergency response?

* In the event a sludent is experiencing respiratory distress and doas not have an Asthma Action Plan/504/1EP, or has
an Aslhma Actlon Plan/504/IEP but for whatever reason does nat have access to their inhaler, the slock inhaler will be
administered. Albutaral in the form of an HFA inhaler is slocked al ALL CPS and Charler schools.

= [f the medication 15 nol working, 911 will be called. Parents will he called after 911,

What if a student has an asthma attack but has no plan on file?

The school will follow CPS's stock inhaler profocol in lhe evenl a student withoul an Aslhma Action Plan has an asthma
attack. If symptoms do nol resolve, 911 will be called. Parents will always be notified if their student is treated with the stock
inhaler andfor I1 911 is callad.

Does the student need a Section 504 Plan?

+ A Saction 504 Plan must be offered. Speak to your child's school nurse and medical provider lo know whal is needed.

« A 504 Plan does nol mean the student has a disability. The 504 Plan will oulling any needed changes a school must
male so your student is sale at schoaol.

I would like more information about asthma care in school:

* Read the CPS Asthma Paolicy al cps.edulsites/eps-policy-rulesinolicles{700/704/704-121.
* Visit lha Office of Student Heallh and Wellness websile al cps.eduloshw.

« Talk lo your child's school nurse,

+ Contact the Office of Sludenl Heallh and Wellness al oshw(@cps.edu.

24



Healthcare Provider Statement

for Food Substitution

This form must be completed if a parent/student is requesting menu substitutions be made in the lunchroom for a
student's medical need (i.e. food allergy, intolerance, or other physical or mental impairment).

Under the Americans with Disabilities Act, a student with food allergies may be considered to have a physical or
mental impairment that substantially limits one or more major life activities.

Ghicago Public Schools (CPS) participates in federal Child Mulrition Ask your child's healthcare provider to complete this form and

Programs Lhat offer meals and milk to students. If a special distary return to your child's School Nurse with a Food Allergy Action Plan
need is documented by a healthcare provider, reasonable meal {eps aduhealthiorms).

modifications must be made,

DOES YOUR CHILD EAT OR PLAN TO EAT SCHOOL MEALS? YES NO

plaaze print ar fype:

SCHOOL NAME

SCDHOOL ADDRESS

STUDENT LAST NAME - | STUDENT FIRST NAME | STUDENT MIDDLE NAME
STUDENT BIRTH DATE PARENT/ GUARDIAN NAME == | PARENT/GUARDIAN EMAIL | PARENTIGUARDIAN PHONE

The section must be completed by a State Licensed Healthcare Professional (who is authorized to write medical perscriptions)
or a Registered Dietitian.

"1 DESCRIBE THE CHILD'S PHYSICAL OR MENTAL IMPAIRMENT AND HOW IT R

ESTRICTS THEIR DIET ANDMOR ACCESS TO MEAL PROGRAMS.

2, ARE THERE ANY FOOD ITEMS AND/OR INGREDIENTS THAT MUST BE AVDIDED? YES HO
1§ YES, please list the food llems and/or ingredients to e avolded.

2 LIST ALTERNATIVES THAT MAY BE PROVIDED FOR ANY ITEMS OR INGREDIENTS ABOVE,

4. LIST M.il‘l' ADDITIONAL MODIFICATIONS ANDIOR SERVICES NEEDED TO ACCOMMODATE THE CHILD'S [MPA

IRMENT OR DISABILITY DURING MEALTIMES.

5. SIGNATURE OF HEALTHCARE PROFESSIONAL DATE

SCHOOL USE ONLY:
# copy of this form must be shared with the school nurse and emailed to food@cps.edu with a school nurse's signalure,

Schaoal Murse Mame and Email

Sohool Muras Blgnalure Data reviewed " Date scanned ko foodi@cps.edu

THES IMSTITUTION 15 AM EQUAL OFPORTUNITY PROVIDER
CONTACT FOODR@MCPE EDU WITH QUESTIONT il RETAIN IN THE STUDENT CUMULATIVE FOLDER
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Request for Emergency

_']i and Health Information Form

PARENTSIGUARDIANS: The school must have on lite emergency Information thal cait be used to camact you. Please print elearly.
Whanaver there is b change in this Infermation, iImmedialely notily the =chool in wiiling,

SCHOOL MAME _|'smnm'rﬁ
STUDENT LAST NAME T FIRST NAME | MIDOLE HAME 5 =
== . = S M Do L e o peweeree
STUDENT HOME ADDRESS {include unil number if appicabl) Cily Sfale Zip
BIRTHDATE = ~ | HOMERGOM # - o T | HOME/PRIMARY PHONE o T T
i WU, N e e e e o -
COMFIDENTIAL INFORMATION BOX 1 GONFIDENTIAL INFORMATION BOX 2 —
i ripackizdl f mlabandenad building/subslantand housi chool Note:
Complate this box only if (1) it teligcts n & carfparkicilier publi placeiabandonad buildinglsubslandsed ROUSRG | 1o jeorg o cyrrent Qrder of Protection or Civi 11 =¥es, " follow
your child's current fiving situation; OR F] dpariiled-ug | Ko Contacl Order which concerns (his sludsmt? GRS Palicy 704.4
it raftscts your Bving sftustion if you ara a . YE o pracadures: Enter
youth nod fiving with & Famnl or Guardian, In & hetelimolelirsior paskfcarmping grounmd % " Irlfnrm;lr:: i Legal
[¥aur Bnswer will help schanl sl wilh in @ ehallar I 1here a cument Temporary Resiraining Crder Afer firkd and update
enoltment and may endble the student - . ¥ chiad, i Injunction which concemns (his studeni? tact mfonmetion,
o recaivg addilanal services.) in franaltional howsinyg ﬁﬁ'{:’iﬁ;ﬂ'ﬁ;ﬁ&ﬁlﬂ chactied, | @ thlﬁ i zgnm“;_l:‘ sl

Check ona box:

PARENT/GUARDIAN AND EMERGENCY CONTACT INFO RMATION: Add oxlra contacts on eddiionsl page, if puoilrd

PRIMARY PARENTIGUIARDIAN CONTACT | PARENTIGUARDIAN CONTACT \ PARENTIGUARDIAN GORTACT

[ DCFS Cantaol DOFA Conkacl OCFS Conlect

Contact Flrst
Mamm, Last Nams |
Relationship
Chach all that Lives Willy Gels Mallrgs ! Lives Wilh cints Malings Lives With Liels Mafngs

anply: Emargracy Parmigsion ba Fick up Emargency Primission to Pick up Emegarcy Pamiiszian fu ek up

Huwng Adddrass,
it diffarant from
siudent's {frcliide
arndl mamber {0
opplicalia)

Primariy Pliong

urmbar
Cell Heone Wark ) Caall Hama Wik Cell Hama Wieak

Secondary Phone
Humbar
Ll Hinmia Witk Cell Home Wk : Call  Hoae Wark

Third Phana
Humhar
Cell Home: Wark | ) I:_‘._QII Flains Work Gall Hama Wicak

E-rmail Address

* Communication i
Language

Ragulmes |
Tramslator |

YES N YES [2{e] YES MO

* GG cominunicalrs via phans calls. Sokect e lisiage thal alwiikd ke uned Lo cammunicaia willl you. Langusges svaliable for mess commuercsiion al b G ara Ergish aud Spanieh (noba: clliar languages wpea availabifily).

Llst the naome of a relative, neluhbor, lamily friend, or irusted aduil wito can alzo be notified In an emergency amd has permission o pick up tha studant:

MAME - | RELATIONSHIF I TELEPHONE #
ADDRESS T T o = = T
FAMILY DOCTOR'S NAME, ADDRESS, AND FHONE NUMBER: f atthorize pou fo csl my Gty doctor, if necessary, in an emergericy:  YES NO
HANE = = - ) ADDRESS (inchoon urill number f sppicabde) Gily Stata o -
TELEPHONE# o - T - '
STUDENT HEALTH INSURANGCE: (scloct anly ona of the Ihres) | CHILOREN OF MILITARY PERSGHNEL {optlonnl)
YES a
Ilinois Medica Cardindl KGds: provide studenty inedical [0 0 (G-l Aurber fcalad on baek of cam), | A5 the Parealor Guardian, gie you a memlied al 2 e
. I b A i T " bemnch of the armard nrces af e Unitod Sales?
] L b ey lur Qs linais | s L]
s s o 1 yes, are you sithar doployed lo sl duby ur sqnct YES HO
ErivataiCapioyer Haallh Insurance; no addilionl Infarmation reedal, fu b dapioyed Lo oty sy during (e schoal year?
S— =’ —_— — —_— —_— i 1 - —— —_— —_
EarenliGuardian Slgnature Date -

r RETAIM | YEAR AFTER BUPERSEDED STUDENT HAG PERMAHENTLY WITHD RARN
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| Public

Schools

Dear Parent/Guardian/Studant if age 18 or older:

Your schoal and the district will periodically want to send information regarding school or district events, updales
ar inithatives. Wa will utillze a phone messaging system to ramind you about these avenls, updates, and inifiatives;
including report card distribution, fisld trips, community events, pareni-leachar confersnces, announcements,
COVID-19 infarmation and screenings, and more. To ensure you receive periodic school- or diztricl-ralated
notifications and reminders, your consent i needed below.

In th evenl of an emergency, whether or not consent 15 on file, you will be informed through all contact information
provided, Emergency calls include weather closures, health risks, threats, unexcused absences, and other slluations
affecting the heallh or safely of students and faculty. Emergency calls will be senl to all phone numbers, including
cellular numbers, listad on the sludent's record. Pleasa make sure these numbers are updated wilh your school,

Please fill out and return this form to ensure you receive informational calls and texis.

By signing this form, you are authorizing Chicago Public Schools to use an automated system

to periodically deliver automated informational calls or text messages to the phone number(s)
provided below. If you change your phone number or no longer wish to receive automated calls
and texts, you agree to inform Chicago Public Schools immediately. By signing below, you agree
that this consent will remain valid and you will continue to receive automated phone calls and text
messages unless or until you revoke your consent. Standard messaging rates and data may apply.

| COMSENT as oulllned in the above seciion,

| DO HOT CONSENT as oullined in the above section.

plese grint o fype:

Student Lasl Name "~ First Hame Middle Hamo "~ Birlh Date {mm/ddiryeyy)

Mame of Parent!GuardlaniStudent if age 18 or older

School Name Grade Student 1D #
Slgnature of ParenliGuardian/Student if ags 13 or older ~ pate
PRIORITY #1
Last Name i Firsl N‘anl‘l-s
Primary Phons Cell Hnr:rr Wark i Secondary Phone Crd Homa ok Third Phone Call Hume Woark
PRIORITY #2
Lasl thn- = ?I&l Name T
Primary Phona Crll - Homsa Wark Sacondary Phone Cell Hoes Wneh Thjrhnnn Call Homa Wark =N
PREORITY 82
Last Masme s First Ha;{m -
Primary Phana Cell Hrema Work Sacondary Phone Call Homea Wil o Thivd Phans Cull Homa Wark

24 RETAIM I THE 3TUDENT CUMULATIVE FOLDER
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"‘E"m Media Consent and Release Form

Consent/Release

| hereby consent to have my child photographed, digitaily recorded, video taped, sudio taped andlor inleniawed by the Board of Education of

the Gily of Chicago (Ihe “Board™) or the news media when school is in session, sither in person or hosted remotely, or when my child is under the
supervision of lhe Board. Furlher, | consent for these photos, digital recordings, video tapes, audio lapes andfor interviews to be shared with third
partias who have received written approval from the Office of Communications, | understand in the course of the above described achivities thal tho
Board might lilke to celebrate my child's accomplishments and work, Therefore, | further consent for tha Board's releasa of information on my child's
name, academicirion-academic awards and information concarning my child’s participalion in school-sponsonad activities, organizations

and alhietics,

I also consent to tha Board's use of my child's name, photograph or likeness, voles or creative worlfs) on the Inlemet or on a CD or any othar
electronic/digital media or print media which may include honorary bannersfsigns displayed in, riear, or around the school building or communily.
| understand and agree thal the Board andfor ils authorized representatives relain the right to use any digital or peinl capture (ncluding video,
audio, photographs ar likeness) for any purposes stated or related to the above and may be usad by the District in subsequent years.

As tha child's parent or legal guardian, | agree to release, inctarnnify and hold harmiess he Board, its members, trustees, agents, officers,
conlractors, volurteers and employees from and against any and all claims, demands, actions, complaints, sults or othar forms of liability that
shall arise out of or by reason of, or be caused by the use of my child's name, photograph or likeness, voioa or crealive work(s), on lelevision,
radio or motion pictures, or on the Intemel, or any digital file, or any other electronic/digital media or print media or in connection with my child's
pariicipation In virual school events andlor celebratory activities.

It is further understood and | do agree that no monles of ather consideration in any form, including reimbursement for any expenses incurred by
me or my child, will become due to me, my child, our heirs, agents, or assigns at any time becausa of my child's participation In any of the above
achivilies or the above-described use of my child’s name, photograph or lilkeness, voice or creative wirles).

| understand that | may cancel this consent by providing written netice to the principal, | also understand that my consent is valid for one school
year, including the following summer. :

Instructions: Check Box #1 or Box #2

1. | consent as outlined in the above consent/release section.

2 | DO MOT consent as outllined in the above consent/release section,

FPlease print or lypa:

Student Last Name First Nama ' Middla Name " Birth Date (mmiddiyyyy)

Name of ParentiGuardian | Student if age 10 or older

School Name Grade Student ID §

Slgnature of Parent/Guardian | Student If age 10 or older Dale

| underetand thal | have the right Lo inspest and copy my student's rcards, challenge the confents of such records, and limil my cansent la tha deslgnated
records or designated portions of information within the records. Depariment af Education Palioy and Prooudurea 06.01.20.

ki UFPDATED MaY 5074 BETAIN 1M THE STUDENT OUMLILATIVE FOLKBER
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| Information Opt-Out Form

Department of Policy and Procedures

Complete this form only if you are opting out of any of the choices provided.

Dear Student, Parent or Guardian:

You have the right to inspect and copy your student's records, challenge the contents of such records, and fimit your consent o the designated
records or designated porfions of information wilhin the records.

If you DO NOT want directory information disclosed, complete this form and retumn iL Lo the school clerlk al time of anrollmentregistration. If you
do not submit a completed Opt-Oul Form, your child's directory informalion may ba provided Lo recruiters and extemal parfies by CPS upon Lheir
request. |F you subrril this form but do not check at least cne box, your child's direclory information may be provided to recruiters and external
parlies upon thair reguest. If you have morm than one chitd attending CPS, you must submit a separate requast for each child,

pleass prind or Type!

Student Last Name First Name Middie Marmme Stuctent 1D Number (3 digits):
Thig Is required

School Name Bl

FOR ALL ELEMENTARY, MIDDLE AND HIGH SCHOOL STUDENTS

DO NOT disclose my child's directory information to any external party without my prior consent.

FOR HIGH SCHOOL JUMIOR AND SENIOR STUDENTS OMLY

You may block the release of your contact information specifically to military recruiters, colleges and
universilies, or both by chacking lhe boxes below.

DO NOT disclose my child’s directory Information to military recruiters without my prior consent.

DO NOT disclose my child's directory infarmation to colleges and unlversities withoul my prier consent.

Last Narno Filrst Némé z T Middle Name
Ralationship to Student; Select one

BELF PARENT I GLARDIAN

Signature

a4 HETAIH 10 THE STUDENT COMULATIVE FOLDER



Opt-Out Information Sheet

it Department of Policy and Procedures

This Information Sheet for Students and Parents provides instructions on how you
can use the “Directory and Recruiter Information Opt-Out Form” to prevent the
release of your child's student directory information. An Opt-Out Form is enclosed
for your convenience.

The Family Educafional Rights and Privacy Act (FERPA), linois School Student Records Act (ISSRA),

and Chicago Board of Education Policy 706.3 Parent and Student Rights of Access to and Confidentiality

of Student Records require that Chicago Public Schools (CPS) obtain your written consent before disclosing
personally idenlifiable information from your child's education records, with certain exceptions. The Chicago
Public Schools may disclose “directory information” without written consent, unless you have advised
the District that you do not want the information shared by using the form attached.

This form is to be turned In at ime of enrolimeant or by Decamber 1st.

Who will have access to this directory information?

CPS may share directory information wilh third parlles {such as city agencies or educational service providers)
who have an educalional intarest in the information and request it. All requests from external parties related Lo
rasearch are reviewed by the CPS Depariment of Schonl Cuality Measurement & Research or the CPS Office
of College and Career Success to ensure the reguest |s In the interest of studanis.

What is directory information?

Diractory Information is information that is generally not considered harmful or an invasion of privacy if released.
CPS has designated the following as directory information: student's name; parents’ names; home address;
home telephone number; date of birth; grade level; dates of attendance; school photographs; and most racent
CPS achool attended,

How do | complete the CPS Directory Information Opt-Qut Program Process?

A parenliguardian or student age 18 or older must complete this form and return it to the school clerk
annually at time of enrollment/registration. Tha completed opt-out form must be returned to the school no
later than December 1 annually. If you have more than one child allending CPS. you must submil 8 separate
requast for each child. The Opl-Oul Form requires a student identification number. Please male sure you
record the 8-digit 1D number on the form accurately.

For parents/guardians of JUNIORS and SENIORS ONLY:

By law, if military recruilers request contact information (name, address, phone number) for 11th- or 12th-grade
sludents, CPS is required to provide that information unless you choose to block it. Colleges and universities
also may request sludenl information. Using the Chicago Public Schools Opl-Out form, you may block the
release of your contact information to military recrulters, or lo colleges and universities, or to both.

Having your name placed on the Opt-Out list does nol In any way limit your ability to request your schonol to
zend a transcript or any other material an your behalf to a college or unlversily, a military recruiter, or olhers,
upon radguast,

Questions or Concerns?

If you have questions about CPS polley related to the release of student informatlon o third parties, recruiters,
or universilies pleasa contact policyificps edu
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CPS Family Income

Information Form 2025 -2026

The purpese of this form is for CPS to ablain Information about families’ Incomes to determine Parenis—Please return form to scheol by Octobar 30, 2025,
school lunding. CPS and your schosl may receive additional funding bazed on the number of Schools—Please enter into ODA by November 20, 2025,
low-income families enrolled. Please complote this form and return it to the school's maln office.

please pant or fps:
STUDENT LAST NAME STUDENT FIRST NAME STUDENT MIDDLE NAME

_SI::HD-.CII. HAME = STUDENT iD DOES YOUR FAMILY HAVE INTERNET SERVICES AT HOME?  YES HO
an: 3 Hnu_s-;huld Infarmation — List all members of your household living wil.h yole. PART 2: SMNAP/TANF number of any mamber
'Fnsfe:' Eid_mn {hegral respanshilty 4.:r walfare agency o cour) ) of your household (go to pad &)
POSIER | omiine e AL HOEASHOLD "EMEEFF::MES i f DATECEBIRTH | DHS SMAP OR TANF CASE NUMBER [LAST B DIGITS)

PART 3: Homeless, Runaway Child, or child enrolled In Head Start

HOMELESS
RLINAKAY
HEAD START Homakess, Runaway or Head Start Llalson Slgnature Dale
PART 4: List Household Members With Income (SKIP THIS If you answered any of perts 2 or 3) OTHER INCOME can ke bul not
Enter the amount of income and how oftzn 1L s recelved for each household member. limited to Welfars, Child Support,
Frequency: Waekly, Every 2 Weeks, Twice Manthly, Monthly, Annuall e i, ol Sy Wt o
e LR R o gt _iy‘ ey Compensation, and Unemployment,
HOUSEHOLD MEMBER MAMES WITH INCOME RS Fee ‘*f ﬁ ETHER RGO ﬁ" f
fiare clealuictia 'P o
Firsl Last M, i PP P f vsﬁ Jﬁ & gﬂ‘# ﬁ
£ 3
§ 3
| s - s
_ s 5
i 8 5

PART 5: Opt in for information about other benefits,

YES! | am inlergsled in applying lor 2 walver of inslruclional fees.

YES! | am inlezested inapplying for the Supplemental Nulrilion Asslstance Program [SNAR)
andfor the Mediciid Progran. O call ¥ F3-553-5437

YES! Thiz studantihes: sludents fimve a parent whe is a veleran of aclive mlary momibaer
Siudlants with o parent wik iz a vetersn or aclive iy msy qusify for a fee wailor,

PART &

Signature: | ceslify that all shove information is rue and &l income is repordad. | understand that infarmalion galhesed from this form will be used to caleulate Fedara! funding and
seresn CPS sludanis for efgibity for ollver banefits and lhal schoo! officials may verfy (check) the informalien as being sccurate; and that 7] purposely give false Information, | may be
prasaculed. | consent i the district sharing sligibilly status in order to recaive benalils based on efighilily slalus.

Signaturs of adult houselold member Forent | Guardion First Hama Parent | Guardlan Last Hame

Addreas T Zip Code Data

a0 RETAIN M FIIF POl DER FOR 4 YEARS
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PART 7: Children's Racial and Ethnic Identities (Optional)

MARIK ONE ETHNIG IDENTITY:
Hizpanic f Lating Aslan

Ml Hispanis | Lating While

MARK ONE OR MORE RACGIAL IDENTITIES:

Black ! Alrican Amarican

Chiccao
| Fuplic
Schools

Maxlive Hanwailan |
Dthsr Pacific Islander

Amearican Indizn [ Akzake Nalive

Instructions For Completing Family Income Information Form

IF YOUR HOUSEHOLD RECEIVES BENEFITS FROM SNAPITANF,
FOLLOW THESE INSTRUCTIONS;

Part 1: List all of tha household membars and date of birth {for
sludenis). (Allach another application Il necessary.)

Part 2: List tha DHS case number (SMAP or TANF) of any housshold
member that corresponds with their name in Part 1. Do not use your
Medicare card numbar.

Skip to Part 5: If you are interesied in sharing application information
with All Kids ar SNAP agenclas, chacl the box and slgn.

Part 6: Sign the Form.

Part 7: Check the appropriate box to indicate your racial and
ethnis idenlities.

IF YOU ARE APFLYING FOR A HOMELESS, RUNAWAY,
OR HEAD START CHILD, FOLLOW THESE INSTRUCTIONS:

Part 1: List all of the household members and date of birdh
(for students).

Skip to Part 3: Check the appropriate box; obtain date and signature of
Homeless, or Runaway LialsonfCoordinator,

Ship to Part 5: If you are interested in sharing application information
with All Kids or SNAP agencles, check the box and slgn,

Part 7: Check the appropriale box o Indleats your raclal and
othnic identities.

IF ¥OU ARE APPLYING FOR A FOSTER CHILD, FOLLOW THESE
INSTRUCTIONS:

If all children in the household are foster children:

Part 1: List sludent's name, dala of birth and check the box for "Foster
Child" 1o the left of your fosler child's name,

Skip to Part 5: IT you are Interastad In sharlng application Informatlon
with All Kids or SMAP agencies, check the box and sign.

Part 6; Sign the Form,

SCHOOL USE ONLY

Initial Datermination: ELIGIBLE (Free or Reduced)

CONFIRMATION (Only for those applivations sefected for venfication)

Sighalure of Confirmting OMclal (e

5]

IF SOME CHILDREN IN THE HOUSEHOLD ARE FOSTER CHILDREN:

Part 1: List slidant’s name, data of binh and checl the box for "Foster Child™
to the left of your foster child's name.

Ship to Part 4: Follow the instructions under ALL OTHER HOUSEHOLDS
INSTRUCTIONS (Part 4) batow,

Part 5: If you are inferested in sharing application information with All Kids or
SMAF agencles, check the box and sign.

Part &: Sign the Form.

Part T: Chack the appropriato box to indicate your racial and
ethnic idenlilles.

ALL OTHER HOUSEHOLDS, FOLLOW THESE INSTRUCTIONS:
Part 1: List all of the housahold members and date of birth (for studenis).
Skip to Part 4: Follow these instructions to roport fotal household income:;

Column 1: Name

List the first and last name of each parsen In your housgehold who receives
income, related or not (such as grandparents, other retatives, or friends,
Altach anolher sheetl of paper if necessary. ).

Columns 2 & 3: Gross Income Amounts and Frequency

The Gross Income is the amount eamed bafore Laxes and other
deductions. It should be noted on pay stubs, This is nol the same a8
laka-homea pay, List fhae amount each person receivos from these sources.
Round to the nearest dollar, All other sources of incoms should also be
noted on this application. Mext to each amount fill in the circle that indicates
how often the person receives thelr staled incomea (waekly, every other
weel, twice a month, monthly, or annually). If you do not wish lo disclose
your income, pleasa note “declina to answer" in this section. Be aware thal
if wou are low-income, failure o share household Inoome information could
raduce the funds your school may othenwise receive.

Part 5: If you are interesied in sharing application information with Medicald
or SNAP agenclas, check the box and sign.

Part 6: Sign the Form.
Part 7: Check the appropriate box to indicate vour racial and ethnic idenlities.,

INELIGIBLE [Denied, NiA or 7]

Date

AETAIN IN FEIF FOLDEN FOR 4 YEARS



