Greenview Christian Preschool Registration

2020-2021
Please check the class you are enrolling your child in. 3’s and 4’s PreK
Child’s full name(no initials please)
Boy Girl
Child’s current age_ Date of birth
Mother’s Name
Father’s Name
Child lives with
Address(please include city and zip code)
Mother’s phone number
Father’s phone number
Do you attend church services?_ Where
Has your child attended preschool before?  Where

Please list any medical concerns including allergies

Please list any concerns you may have(speech, hearing, vision, behavior)

My child will be attending SACC (available to PreK students) Yes No

I give my permission to post pictures of my child on a secret Facebook page.

Yes No Parent Signiture

I give permission to post pictures of my child on the church and school websites.

Yes No Parent Signiture

$25 Registration Fee



Preschool Student Pick-Up Authorization Form

Student Name

I authorize the following person/persons to pick up my child from
Greenview/New Horizon Christian School. | understand that my child will be

released to only those listed on the form.

NAME RELATIONSHIP PHONE

Parent/Legal Guardian



Preschool Supply List
2020-2021
Backpack (large enough for a two-pocket folder)
1 Two-pocket folder
Jumbo Crayola crayons (3’s and 4’s)
Twistable or any other fun crayons (optional)
Elmer’s Liquid glue (small bottle please)
Glue sticks
Tissues (kid print only please)
Wet wipe refills
Disinfectant wipes
Water Color Paints (Crayola only please)

Extra clothes to keep in backpack (shirt, pants, shorts, underwear, socks)



FOR USE IN DCFS LICENSED CHILD CARE FACILITIES

State of Illinois
Certificate of Child Health Examination

Student’s Name 3irth Date Sex Race/Ethnicity School /Grade Level/ID#
Last First Middle Month/Day/Year

Address Streat Cin 7in Coda Parent/Guardian Teleohons £ Homa Work
IMMUNIZATIONS: To be completed by health care provider. Note the mo/da’yr for every dose administered. The day and month is required if you cannot

determine if the vaccine was given after the minimum interval or a
attached explaining the medical reason for the contraindication.

ge I a specific vaccine is medically contraindicated, a separate written statement must be

Vaccine / Dose

3
MO DA YR

2

1 2
MO DA YR

MO DA YR

3

S 6
MO DA YR

4
MO DA YR MO DA YR

DTP or DTaP

Tdap: Td or Pediatric

CTdapT TdT

DT | O TdapZ TdDT O TdapT TdS DT U TdapT TdTUDT | T TdapZ TdTI DT T TdapOTd2 DT

DT (Check sp

<cific type)

Polio (Check specific

IPV T OPV IPV I OPV IPV T OPV IPV T OPV IPV T OPV IPV G OPV

type)

Hib Haemophilus
influenza type b

Hepatitis B (HB)

Varicella
(Chickenpox)

COMMENTS:

MMR Combinad

Measles Mumps. Rubella

Measles Rubella Mumps

Single Antigen
Vaccines

Pneumococcal
Conjugate

Other/Specify
Meningococcal,

Hepatitis A, HPV,
Influenza

Health care provider (MD, DO, APN, PA, school health professional, health official)
to the above immunization history section, put your initials by dat

Signature

verifying above immunization history must sign below. If adding dates

e(s) and sign here )

Title Date

Signature

Title Date

ALTERNATIVE PROOF OF IMMUNITY

1. Clinical diagnosis is acceptable if verified by physician.

*MEASLES (Rubeola)

MO

*(All measles cases di + 1. 2002, must be confirmed by lat

D4 YR MUMPS »0 pa YR VARICELLA M0 ps YR Physician’s Signature

2. History of varicella (
Person signing below is ver:

Date of Disease

chickenpox) disease is acceptable if verifie

d by health care provider, school health professional or health official.

3. Laboratory confirmation (check one)

Lab Results

ing that the parent/guardian’s description of varicella disease history is indicative of past infection and is accepting such history as docum
Signature Title Date
O Measles O Mumps O Rubella U Hepatitis B O Varicella
Date MO DA YR (Attach copy of lab result)

VISION AND HEARING SCREENING BY IDPH CERTIFIED SCREENING TECHNICIAN

T I )
Date | i | I ! L Code:
w 1 T 1 T | T T
Grade | ‘ i | | | | ’:;’f’?j

' R L R | R I R L Py

| R L R L RL R Ll rR L |r L : L 3 U= Gitableifyitect
. | | | l | | | | ] i R = Referred
Vision | ! I 1 i i | ; 2 | | | GIC=

T ; T I | 1 1 | | | A <

Hearing | ; | | ! I | f [ | |‘ ‘ ‘\ : Glasses/Contacts

IL444-4737 (R-02-13)

(COMPLETE BOTH SIDES)

Printed by Authority of the State of Illinois



Birth Date Sex School Grade Level/ ID

Las First addiz Aonth/Das! Year
HEALTH HISTORY O BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER
ALLERGIES (roo MEDICATION (List all prascribed or taken on 2 regula

Ye No Yes No

Yes N
Birth defzcts? No Yes
Developmental delay? No

Yes No Vor No

Yes No Yes No
Head injury/Concussion/Passed out? Yes  No at)? Yes® No refer to local health
Seizures? What are they like? Yes  No Yes* No "
Heart problem/Shortness of breath? Yes No Yes No
Heart murmur/High blood pressure? Yes No Yes No
Dizzit hest pain with Yes No Yes No
exercise
Eye/Vision probl 3ridge O Piate Other
Other concem
Ear/Hearing pri
Bone/Joint problem/injury/scoliosis” Yes N -

R - RO : : Signature Date

PHYSICAL ENAMINATION REQUIREMENTS  Eutire section below to be completed by NID/DO/APN/PA

Result

HEAD CIRCUMFERENCE if < 2-3 years old HEIGHT WEIGHT BMI B'P
DIABETES SCREENING (NOT REQUIRED FOR DAY CARE)  BMI>83% age/sen No v two of the following: Family History Yes No &
Ethnic Minority YesT No © Signs of Insulin Resistance (hypertension. dyslipidemia. polyeystic ovanan syndrome hosis nigricans) YesZ No ' AtRisk Yes Z No
LEAD RISK QUESTIONNAIRE Reg perated day care, preschool. nursery school
and/or k rten. (Blood test requ

rroups including

CDC guidelines No test needed

travzl to or bom

SKin Test: : Result: Positive Negative = mm

Blood Test: Date Reported !/ Result: Positive —  Neaative T Value
LAD TESTS (Recommended) Date Results Date Results
Hemoglobin or Hematocrit Sickle Cell (wheni t
Urinalysis Developmental Scre
SYSTEM REVIEW Normal |Comments/Follow-up/Needs Normal |Comments/Follow-up/Needs
Skin Endocrine
Ears Gastrointestinal
Eyes An T Not Genito-Urinary LMP
Nose Neurological
Throat Musculoskeletal
Mouth/Dental Spinal Exam
Cardiovascular/HTN Nutritional status
Respiratory Mental Health

nist) Other

DIETARY Nee

¢ davice

SPECIAL INSTRUCTIONS/DEVICES eg safen

MENTAL HEALTH/OTHER

If vou would like to dis i

EMERGENCY ACTION
YesT No & Ifyess.p
On the basis of t} av. I app fis chil i a n)
PHYSICAL EDUCATIO es T NoT  DMlodified INTERSCHOLASTIC SPORTS YesT  NoZ  Limited O
Print Name (MD.DO. APN. PA)  Signature Date
> .
Address Phone

(Complete Both Sides)



