Lee A. Tolbert Community Academy

3400 Paseo Boulevard, Kansas City, MO 64109

Tow

e N FW SCHOLAR CHECKLIST
School Year Applying For (Example: 24-25)

Scholar's Name: Gender:

The following items are to be completed for every scholar attending Lee A. Tolbert Community
Academy (LATCA). A checkmark indicates the item has been completed.

Provided by LATCA

Enclosed Enclosed

Required Item (®arent Check) | (CATCA Check)

<\

New Scholar Application

Authorization to Release Records

Immigrant Form

Media Release Authorization

Medication Authorization

Parent Assurances

Parent Portal Access Agreement

Safe Schools Assurance

NN ENENEENEN N R

Transportation Request

Two-Party Affidavit

(Required only if you and your scholar in the home of a district
patron. Residency verification of a current utility bill, lease, or
mortgage is required.)

*

4 DESE Parent Questionnaire

4 DESE Parent Survey Form Protocol
v McKinney Vento Services
Provided by Parent
v Birth Certificate or Copy Of
v Immunization Records
Proof of Residency
v (Current Utility Bill, Lease, or Mortgage

How did you hear about LATCA?
O Friend O Radio O Television O Newspaper O Relative O Church O Other:

Screening Date: Screening Time:

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Scholar's Name: Gender:

NEW SCHOLAR CHECKLIST - CONTINUE

Provided by LATCA

Required Item (@521?222% (L:E;g/!log;g@
v Health Information Form
v Food Allergy & Anaphylaxis Emergency Care Plan
v Food & Nutrition Service Instruction 783-2
v Asthma History
v Asthma Action Plan
v Diabetes Action Plan (2 Pages)

Medical Statement for Student Requiring Special

<\

Meals

CONTINUE IF 7™ OR 8™ GRADE

v Permission to Self-Carry Medications

Provided by Parent

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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NEW SCHOLAR APPLICATION

Demographic Information

Scholar's First Name Scholar's Last Name Scholar's Middle Name
Scholar's Gender Scholar's Date of Birth Grade Applying For | Does Student have IEP? | If Yes, Docs Attached?
O Male O Female

Scholar's Previous School Previous School's City, State

Scholar's Race / Ethnic Origin (check all that apply):
O Black O White O Hispanic O Asian O Indian O Pacific Islander O Multi-Racial

Is a language other than English spoken in your home? Language:
O Yes O No

Home Information

Scholar's Home Address Scholar's Zip Code | Scholar's Home Number

Scholar Lives With (check all that apply):
O Both Parents O Father O Mother O Grandparents O Guardian O Uncle O Brother O Sister O Other

Name of Person Scholar Lives With, If Other Than the Parent:

Are you sharing the home of another person due to O Economic Hardship O Loss of Housing O Other
If Other, please explain.

Are the scholar and family residing in a shelter? O Yes O No
Due to economic hardship, does the scholar and family have a temporary housing arrangement or reside in a hotel, motel, car,

or at a campsite? O Yes O No

Parents / Guardian Information

Mother's First Name Mother's Last Name Mother's Cell Number

Mother's Employer / Employer's City, State Mother's Work Number

Father's First Name Father's Last Name Father's Cell Number

Father's Employer / Employer's City, State Father's Work Number

Military Affiliation (Either Parent /Guardian)| Branch / Affiliation:
O Yes O No
Additional Scholars
Name Age Relationship | Current Grade Grade Applying For
Level
Emergency Contact
Name Relationship Address Home Number Cell Number

Parental / Guardian Consent

Parent's / Guardian's Signature Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Lee A. Tolbert Community Academy

3400 Paseo Boulevard, Kansas City, MO 64109

AUTHORIZATION TO RELEASE RECORDS

Please do not withdraw the scholar until notified by the registrar.

Scholar Information
Scholar's Name:

Address / City / State / Zip:

Date of Birth: Gender:

Scholar’s Name:

Address / City / State / Zip:

Date of Birth: Gender:
Former School Information
School Name:

Address / City / State / Zip:

School’s Telephone / Fax:

RECORDS REQUESTED
Cumulative Education Psychological
Assessment Scores Social
Attendance Special Education/IEP/Section 504 Plan
Discipline Outside Agency
Immunization

ENROLLMENT / ADMISSION/ READMISSION
In compliance with the Missouri Safe School Act, prior to enrolling or readmitting a scholar who has been suspended for more than 10
consecutive days, including expulsion. for an act of school violence. a conference must be held to review the conduct which resulted in the
suspension/ expulsion regardless of whether or not the conduct occurred at a public, charter, or private school.

AFFIDAVIT

Prior to enrolling, Lee A. Tolbert Community Academy (LATCA) requires a parent/guardian to execute a sworn affidavit including whether the
scholar has been expelled from any public, charter, or private school for violations of weapons, drug, or alcohol policy, and/or for the willful
infliction of injury to another. Executing a false affidavit is a Class B misdemeanor. By law, LATCA cannot enroll or readmit a scholar who has
been charged with, convicted of, or had petition(s) filed in court, or who has had a petition sustained that alleges any of the "acts of violence"
listed above.

| authorize the release of the records as indicated above.

Parent’s / Guardian’s Signature Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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IMMIGRANT / SEASONAL WORKER

Child(ren)’s Information
1. Child’s Name: Grade:
2. Child’s Name: Grade:

Please assist us in ensuring that your applicant receives all the educational benefits provided by the Lee A.
Tolbert Community Academy (LATCA) staff by answering the following questions:

1. Is there another language(s), other than English spoken in your home?  [J Yes J No
Primary Language: Secondary Language:

2. If you have moved from one school district to another within the last three years, your applicant may be
eligible for a special program of supplemental services. Please answer the following questions:

Yes No Before the move was either parent / guardian child or child’s spouse employed in
temporary or seasonal agricultural or agricultural-related work sch as: planting or
harvesting crops, vegetables, fruits, cotton, etc.): transporting farm products to market;
feeding poultry; gathering eggs; working in hatcheries; processing poultry, beef, hogs,
fruits, vegetables, etc; working in dairy or catfish farm; cutting firewood or logs to sell?

[1Yes [1 No Wasthe move from one school district to another made for the purpose of looking for
or obtaining any of the above jobs?

Yes [J No Is either parent/ guardian, child, or the child’s spouse now employed in any of the
above kinds of work?

JYes [1 No During the summer months only, have you moved away with your child or has the
child moved away to engage in crop harvesting or other seasonal agricultural work?

JYes [1 No Has the child ever been suspended from school for more than 10 days?

JYes [1 No Areyouhomeless? If yes, are you living ina: [ Shelter 1 Other
Please Explain:
3. Is the applicant currently expelled from the last school he / she attended? [ Yes 1 No
Please Explain:
4. Is the applicant currently serving a suspension of more than 10 school days? 7 Yes 1 No

Please Explain:

IMMIGRANT STUDENT SURVEY

1. The applicant wasn’t born in any state and was been attending school in one or more states for less than
three complete school years.

2. The applicant fits the definition of “immigrant” under the Immigrations and Nationality Act. As
amended. Immigrant children: will include the children of lawful permanent resident aliens, refugees,
asylees, parolees, persons of other immigrant status, and immigrant residents in the United States
without proper documentation.

3. They will exclude children from foreign diplomats. United States citizens, children who were born
abroad, and children of foreign residents temporarily in the United States for business or pleasure.

[ In the United States Less than One (1) Year ) In the United States One (1) to Two (2) Years
01 In the United States Two (2) to Three (3) Years [ Does Not Apply

Parent’s / Guardian’s Printed Name Parent’s / Guardian’s Signature

Parent’s / Guardian’s Telephone Number

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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MEDIA RELEASE AUTHORIZATION

Scholar’s Information

1.

2.

3.

4.

5.

Scholar’s Name: Grade:
Scholar’s Name: Grade:
Scholar’s Name: Grade:
Scholar’s Name: Grade:
Scholar’s Name: Grade:

In consideration of my scholar being allowed to participate in any way at Lee A.
Tolbert Community Academy (LATCA), in any official event and/or activity, the
undersigned agrees that LATCA is hereby granted the unrestricted and exclusive
right and permission, free from approval or review to copyright and/or use my
scholar’s likeness in all media now or hereafter known, including but not limited to,
pictures and videos of my child when he/she may be included intact or in part for
promotion or other commercial or organizational use.

] YES —I want my scholar’s name and photograph included in the school

directory, yearbook, social media, and all other print material.

1 NO — I do not want my scholar’s name and photograph included in the

school directory, yearbook, social media, and all other printed material.

| authorize the release of the information as indicated above.

Parent’s / Guardian’s Signature Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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MEDICATION AUTHORIZATION

Scholar Information

Scholar’s Name: QGrade:
Date of Birth: Gender:
Allergies:

Physician’s Name:

Physician’s Telephone Number:

| authorize that my scholar be administered the following over-the counter medications by the
Lee A. Tolbert Community Academy (LATCA) nursing staff who are qualified to administer
medication.

Over-the-Counter Medication (Check all that apply)

1 Children’s Tylenol 71 Ibuprofen
(Dose: 1 to 2 pills) (Dose: 1 to 2 pills)

[J Hydrocortisone Cream [ Neosporin Ointment
(Relieves itching) (Soothes cuts and scrapes)

Prescription Medication

Name of Medication;

Prescription Number: Time:

Method of Dispense (Pills / Drops / Liquid):

Dose: Start Date:

Reason for Medication:

AUTHORIZATION TO RELEASE MEDIAL INFORMATION

The undersigned parent/guardian/legal representative of the above named Lee A. Tolbert Community Academy
(LATCA) scholar hereby authorizes the exchange of health/medical information and records between LATCA and the
above named physician. Use and disclosure shall be for the planning and implementation of any health-related care that
is provided during school hours and at school-related activities.

| further authorize the LATCA nursing staff to share records and/or information that is pertinent to my scholar’s
academic progress with school personnel and/or other health care providers too which my child may be referred. By
signing this authorization. | am certifying to the LATCA nursing staff and the above named physician that | have the
lawful right to make this request and that | consent to the release of health/medical information. | understand and agree
that unless previously revoked, this authorization will expire one year from the date written below.

Parent’s / Guardian's Signature Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Lee A. Tolbert Community Academy

3400 Paseo Boulevard, Kansas City, MO 64109

PARENT ASSURANCES
Scholar’s Information
1. Scholar’s Name: Grade:
2. Scholar’s Name: Grade:
3. Scholar’s Name: Grade:
4. Scholar’s Name: Grade:
5. Scholar’s Name: Grade:

I understand that Lee A.Tolbert Community Academy (LATCA) is a public charter school and that the
following efforts will be part of my responsibilities as a parent/guardian of a LATCA scholar. Therefore, I
agree to the following assurances so that my scholar will be eligible to enroll:

1. I agree to participate and abide by the rules set forth in the Parent/Scholar Handbook.
2. 1 agree to purchase the uniform, which is required.
3. lwill:

a.  Help my scholar establish regular attendance and punctuality. (Scholars with irregular
attendance and excessive tardiness will not be guaranteed a spot for the following school
year.)

b.  Attend school activities, meetings, parent-teacher conferences, mandatory Parent meetings,
and all pertinent school functions.

c. Pay donations and classroom fees within the designated timeframe.

d. Follow through and see that my scholar does his/her homework assignments.

e. Participate and assist with Parent Board projects and functions.

4. 1 will monitor my scholar’s academic performance and agree to:

a. Instructors will identify scholars not meeting the requirements for promotion by the end of
first quarter.

b. A conference will be held with the administrator, teacher(s), and parent(s) to discuss academic
concerns.

¢.  Acollaborative plan will be devised for the scholar, with the understanding that | will work
with LATCA to bring the scholar’s performance to a satisfactory level.

d. Methods to assist the scholar may include tutoring, mentoring, peer tutoring, Saturday School,
and/or alternate methods of evaluation.

e. If Saturday School is needed for my scholar’s success, I will ensure that he/she attends.

5. Fundraisers:

a. Inan effort to offset expenses for activities and supplies, | agree to support any fundraising
activities. | agree to participate and sell $200.00, profit per family for the combined fall and
spring fundraisers.

b.  lunderstand that in lieu of selling or participating in the fundraisers, I may donate $200.00 to
the school. The donation must be paid the first day of second quarter or my family will be
expected to participate in the fundraisers.

6. In conjunction with the school, | agree to support community outreach events.
7. With a minimum of 20 volunteer hours per school year, I agree to participate in LATCA’s Parent Work
Service Program.

I understand that failure to meet the above expectations will cause my family to forfeit pre-enrollment
opportunities.

Parent’s / Guardian’s Signature Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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PARENT PORTAL ACCESS AGREEMENT
STUDENT INFORMATION SYSTEM

I understand that in order for me to have access to my scholar(s) electronic records. |
must have a signed and dated parent portal access agreement on file with the Lee A.
Tolbert Academy (LATCA) network administrator. Also, | understand that complete
Student Information System Parent Portal, username and password instructions will

be sent to me via email. Therefore, | am giving LATCA permission to send instructions
to the following email that | have provided. Furthermore, this email address will grant

me access to my scholar(s) electronic records.

Scholar’s Information

1. Scholar’s Name: Grade:
2. Scholar’s Name: Grade:
3. Scholar’s Name: Grade:
4. Scholar’s Name: Grade:
5. Scholar’s Name: Grade:

Parental Consent:
Primary Parent’s / Guardian’s Name (Printed):

Primary Parent’s / Guardian’s Email Address:

Secondary Parent’s / Guardian’s Name (Printed):

Secondary Parent’s / Guardian’s Email Address:

Parent’s / Guardian’s Signature Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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SAFE SCHOOLS ASSURANCE

Name: Date of Birth:

Social Security Number: Current Grade:

Please complete the following questions by checking yes or no. If you answer yes to any
guestion, an explanation must be provided.

1. Has the applicant ever been charged or convicted of a felony? [ Yes [1 No

Please explain:

2. Has the student ever been adjudicated (appeared before a judge) to have
committed an act, which if committed by an adult would be one of the following:

v’ First Degree Arson v" Felonious Restraint v’ Property Damage
v’ First Degree Assault v" Possession of a Weapon v’ Rape or Sodomy
v' Burglary v" Kidnapping v First Degree Robbery
v" Child Molestation v Manslaughter v' Sexual Abuse
v Dlstrlb_utlon of Drugs v First or Second Degree v Sexual Assault
to a Minor Murder
v" Sexual Misconduct

Please explain:

3. Isthe applicant currently serving a suspension of more than 10 days? [ Yes [1 No

Please explain:

4. Is the applicant currently serving a suspension of more than 10 days? [J Yes [ No

Please explain:

5. Is the applicant currently serving a suspension of more than 10 days? [] Yes [ No

Please explain:

SAFE SCHOOLS ACT, HOUSE BILL 1301

Prior to admission to any public school, a school board may require the parent, guardian or other person having
control or charge of a child of school age to provide, upon enrollment, a sworn state or affirmation indicating whether
the student has been expelled from school attendance at any school in this state or in any other state for an offense in
violation of school board policies relating to weapons, alcohol or drugs, or for the willful infliction of injury to
another person. Any person making a materially false statement or affirmation shall be guilty upon conviction of a
misdemeanor. The registration document shall be maintained as a party of the student’s scholastic records.

I understand this statement will be maintained as part of the applicant’s scholastic record.

Parent’s / Guardian’s Signature Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Lee A. Tolbert Community Academy
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» Boulevard, Kansas City, MO 64109

TRANSPORTATION REQUEST

Scholar Information

Scholar's Name

Scholar's Grade

Scholar's Name

Scholar's Grade

Scholar's Name

Scholar's Grade

Scholar's Name

Scholar's Grade

Scholar's Name

Scholar's Grade

Home Address

Scholar's Home Address

Scholar's Zip Code

Scholar's Home Number

Transportation Needs

AM — On most days, my scholar(s) will:

| Parent Drop Off (] Ride the Bus [1Walk []LINC []Other (Please explain)

PM — On most days, my scholar(s) will:
[ Parent Drop Off [ Ride the Bus 7 Walk [JLINC I Other (Please explain)

Transportation Address
(If different from Home Address)

Scholar's Transportation Address Trans. Zip Code Trans Phone Number

Parents / Guardian Information

Mother’s Name Mother’s Cell Number Mother’s Work Number

Father’s Name Father’s Cell Number Father’s Work Number

Emergency Contact
(In the event a parent cannot be reached)

Emergency Contact Relationship Home Number Cell Number

Parental / Guardian Consent

Parent’s / Guardian Signature Date

Transportation Department Use Only

Approved Reason Approved or Denied Start Date
[1Yes [1 No
Pick Up Time AM Bus Stop AM Route Number AM Route In SISK12
[1Yes [INo
Drop Off Time PM Bus Stop PM Route Number PM Route In SISK12
[1Yes [INo
Transportation Director’s Signature Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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1 New Scholar 1 Reprove
TWO-PARTY AFFIDAVIT OF RESIDENCE

For scholar / family living with a district homeowner / lease holder

L1 I understand that the following information will be fully investigated by Lee A.
Tolbert Community Academy (LATCA).

1/we, , am/are residing at
Parent / Legal Guardian Name(s)

with

Address / City / State / Zip Homeowner / Lease Holder’s Printed Name

In the LATCA school district. | have been residing there since A
Date

have no other residence.

List previous address(es) within the past year:

The scholar for whom I am applying for admission to LATCA is/are as follows:

Scholar’s Name(s) Grade School

I/we have provided accurate and truthful information to the best of my/our knowledge and belief. I/we have not
knowingly withheld, concealed, or misrepresented any information that would have material hearing upon the
eligibility of the above scholar(s) to attend the LATCA school district.

Further, I/we understand that persons making a false “Affidavit of Residence” are committing a Class A
misdemeanor. Violators may be charged with such, and, upon conviction, may be jailed and/or fined. In the event,
LATCA will recover costs of school attendance of pupil(s) who attend under a false affidavit. Therefore, 1/we
understand we will be obligated to pay any tuition monies then due and the scholar(s) will be removed from the
district.

Parent / Guardian’s Printed Name Homeowner / Lease Holder’s Printed Name
Parent / Guardian’s Signature Homeowner | Lease Holder’s Signature
Parent / Guardian’s Telephone Number Homeowner | Lease Holder’s Telephone Number

In addition to a signed affidavit, a current utility bill (in the homeowner’s / lease holder’s name) is
required as proof of residency. A current utility bill is within the last 30 days. A Two-Party Affidavit is
valid for one school year only.

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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MCKINNEY VENTO SERVICES

Student Name: Grade:
PLEASE NOTE:

The McKinney Vento Services are for Students/Families who are Homeless/In-
Transition. Please select the services that you need assistance with:

Uniforms: Please Include the Size

Transportation

Field Trip Fee Assistance

Field Trip T-Shirt

Mattresses

Referral to Dental, Medical, Mental Health or Other Service

If you have already provided your information to office staff please select this
box

N O B B

Please proceed to the next page to fill out Eligibility Questionnaire

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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MCKINNEY-VENTO ELIGIBILITY QUESTIONNAIRE

All information is confidential

This questionnaire is intended to address the McKinney-Vento Act, 42 U.S.C. 11435. The answers to these
questions will help determine services a student may be eligible to receive.

Is your current address a temporary living arrangement? Yes No
Is your temporary address due to loss of housing or economic hardship? Yes ~ No

If you answered “NO” to either of the questions above you may stop here.

Responses to the rest of this page are also voluntary and will tell us that you are interested in possible
services under McKinney-Vento. If you answered “yes” to the questions above, please complete the
remainder of this form. You may fill out one form for all children.

Name of Student: Date of Birth:
Age:  Gender: ___ Grade: __ School most recently attended:
Name of Parent(s) Legal Guardian(s)
Temporary/Physical Address:
Length of time at Address:
Phone Number:

1. Where is the student presently living? (Check on box)

1 Doubled up: Temporarily living with family or friends due to lack of adequate
housing or financials.

1 In atransitional housing program

1 In a motel: Living in hotels/motels for lack of other suitable housing — Please
list name and address of hotel/motel:

] In a place not considered traditional “housing”: Living on the streets,
abandoned buildings, in cars, trailers, campgrounds, public places, housing not
fit for habitation—Please provide information regarding area in which student
is living:

) In a shelter: Please provide name of shelter:
Address:

1 Moving from place to place

1 Abandoned at hospital

2. Do you also have pre-school children at home? Yes No

CONTINUE ON NEXT PAGE

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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MCKINNEY-VENTO ELIGIBILITY QUESTIONNAIRE
CONTINUED

All information is confidential

3. Are you a high school student who is currently living on your own due to
hardship? Yes No
Unaccompanied youth also qualify for services under this law
4. Avre there any pressing needs that could prevent your child from being
successful in school? Yes No

Yes....Please Explain:

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Grade Date of Buth

Student

Health Information

Physicdan™s Mame
Dentist's Mamee
Namee of healths wvsur a0 e prosies L) No Irsamance

Daes your chilkd take medications® O Na [ Yes Dagnoss/Reason

AMticat Do Fimes
Mechic Ao Dore Fimes,
Mochic aon oo Fimes:

Wl med<ation be given al school? LI No L Yes

OFaod O sedicaton Olirsect,
O Envirorsmental D) Othe

Reaction: [ Hives/rash [ Breathang dfficuity [ Swelling of lips, tonguee, thvoat J Other
Treatment of allergic reaction

If your child has an allergy which may cause difficulty breathing,

iu MUST iomde an EiiPen and an Emﬁe«i Action Plan from ﬁr health care iovider

Have yvou ever been told by a physccan or health care professonal that your child has

Asttyna  (Must complete back of form) Dorves) Heart condivon (specily) Dhovved
ADD/ADHD (owcle specific conditon] \U Migrane headaches D\k);\«‘r-v.n
Newologd concems Chiorved
Orthopedic problems D\k\"Y--uU

Phys<cal limtations {specify) _Qvn,'v.-x.o
E Sesrure disorder Cosves]
] Spoech concerns Chovyes

Blacoer incontinence

Bowel mcontinens. e

Lo bipaban

et al concerns

Diabetes lorclec ane) Type loe Tyoe il

Castrointestinal {circdle orne) Crohn's. UC, 1835 Visson Conceyns D\"\.:‘YE",D
Hhead! gLy /CoNcussion | Date Of ypury O‘I(u R | Weoars glasses/contacts ooy
Hearing problems D‘IU-‘ "'ESD 2

Meatl health ronceros (circke comstion] Anxiety. Autun, Bgpola . depression, OCD. QDO PTSD Siclde Cell . UN“"V"G

Olher (please specify)
Please mpiain YES answers here

AUTHORIZATION FOR CARE AND EMERGENCY MEDICAL TREATMENT

| understand Lhe informeation gven sbawve may be shared wath apprograce school staff to provide for the health and safety of emy Chid
icooeding to the Family Educational Rghts and Pravacy Act, If you prefor mfarmation not e shared please contact your school mvarse. 1
ether | OF a0 authonNzed eMargency Contact corson cannot be reached at the time of 2 medicl emargency. | autnorwe and drvect schoal
staff 1o send my child to the most easily accessbie hospital or prwsician, | understand 1 will assume full resgonsibibity for payment of any
LrarspOrt o eMerZency Mascal senvces rendersd. | venly the informaton orowded on thes form s xcourate andd ourrens

SEnature
X

i Parent/ Gasir dian/ Oty PRINTED Name of Parent/Guarcha Oy x

PLEASE SEE THE FOLLOWING PAGE FOR IMPORTANT INFORMATION

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Mame
Allergy to

Waght

FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLA

Atdacotnn

Ibs. Asthma: [

] Yes (higher risk for a severe reaction) |

PLACE
PICTURE
HERE

I No

NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE.

THEREFORE:

Extremely reactive to the following foods: __

[ ]1f checked, give epinephrine immediately for ANY symptoms if the allergen was likely eaten
[ ]1f checked, give epinephrine immediately if the allergen was definitely eaten, even if no symptoms are noted.

SKIN
Many hives over
body, widaspread

redness

swallowing

OR A
COMBINATION
GUT OTHER of symptoms
Repetitive Feeling from different

something bad is Dogy areas.
about o happen

anxiely, confusion

L 4L

vomiling, severe

digrrhea

L

INJECT EPINEPHRINE IMMEDIATELY.

2. Call 911. Tell them the chiid s having anaphylaxis and may
need epinephrine when they armve,

e Consider giving additional med:cations following epinephrine:
» Antihistamine
» Inhaler (bronchodilator) if wheezing

e Lay the person flat, rasse legs and keep warm. |If breathung 1s
difficult or they are vomiting, let them sit up or le on their side

. If symptoms do not improve, or Symploms return, more doses of
epinephrine can be gven about 5 minutes or more after the last dose.

* Alert emergency contacts

e Transport them to ER even if symptoms resolve. Person should
remain in ER for at least 4 hours because symptoms may return.

-
FOR ANY OF THE FOLLOWING M“.D SYM PTOMS
SEVERE SYMPTOMS :
@ @ @ @ NOSE MOUTH SKIN GUT
LUNG HEART THROAT MOUTH Itchy/runny tchy mouth A few hives, Mild nauseal
Short of breath Pale, blue, Tight, hoarse, Significant nosea, mueid 1ch discomfort
wheezing faint, weak trouble swelling of the sneeing
repetitive cough pulse, dizzy breathing/ tongue andfor lips

FOR MILD SYMPTOMS FROM MORE THAN ONE
SYSTEM AREA, GIVE EPINEPHRINE.

FOR MILD SYMPTOMS FROM A SINGLE SYSTEM
AREA, FOLLOW THE DIRECTIONS BELOW:

1. Antihistamines may be given, if ordered by a
healthcare provider

2. tay with the person; alert emergency contacts.

3. Watch closely for changes, If symploms worsen,
give epinephrine.

MEDICATIONS/DOSES

Epineptrine Brand

Epinepbainge Dese 1015 mg IM I 103 mgIMm
Antihiszamene Brand or Genenc

Antihustamune Dose.

Other (e.g , mhaler-bronchoditator if wheszing)

PARENT/GUARDIAN AUTHORIZATION SIGRATURE

JATE PHYSICIANSCF AUTHORIZATION SaCNATURS DATE

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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United States Department of Agniculture

Food and Nutnuon Service Instruction 783-2

7CFR PART 15b

“Handicapped person™ means any person who has a physical or mental impairment which substantially limits
one or more major life activitics, has record of such an impairment, or is regarded as having such an
impaimment,

“Physical or mental impairment” means (1) any physiological disorder or condition, cosmetic distiguration, or
anatormical loss affecting one or more of the following body systems:

Neurological, musculoskeletal, special sense organs, respiratory, including speech organs, cardiovascular,
reproductive, digestive, genitounnary, hemic and lymphatic skin, and endocnne or (2) any mental or
psychological disorder, such as mental retardation, organic brain syndrome, emotional or mental iliness, and
specific leaming disabilities. The term “physical or mental impairment” includes, but ts not limited 10, such
discases and conditions as onthopedic, visual, speech, and hearing impainments; cerebral palsy, epilepsy,
muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional illness,
drug addiction, and alcoholism.

“Major life activitics”™ means functions such as caring for one’s self], performing manual tasks, walking, seeing,
hearing, speaking, breathing, leaming, and working.

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Student

Please answer each question ONLY if your child has been diagnosed with ASTHMA

Is a daily medication used to control asthma? hosvesd

If yes, what medication:

Has he/she required emergency care due to asthma in the last 3 years? CNosyesd
Has he/she been hospitalized for asthma problems in the last 3 years? [No/Yes[Cd

Does he/she have symptoms more than 2 days per week? D\lo/YosD
Does he/she use a rescue inhaler more than 2 days per week? D\l()/Yr‘SD
Will you be providing a rescue inhaler to keep at school? Nosyesd

If you will be providing an inhaler to keep in the health room,
you MUST provide a current Asthma Action Plan completed by your health care provider.

If your child is to self-carry the inhaler, TWO self-administration forms must be completed:
One completed by your health care provider
One completed by a parent

Forms are available from the school nurse and are on the district website.
Completed forms will be kept on file in the health room.
All inhalers must have a prescription label.

NOTE: Health Rooms do NOT have over the counter medications available for students.

This includes Tylenol, ibuprofen, and antacids.
Parents must provide any medications and have a signed Medication Administration form.

Medications will only be administered according to package directions or
as directed by a health care provider prescription.
Medications in plastic bags, envelopes, etc. will NOT be accepted.
Medications must be brought to school by a parent/guardian.
Students may not bring medications to school.

Reviewed by Nurse:

Date:

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Asthma Action Plan

General Information:
W Name

Lee A. Tolbert Community Academy

3400 Paseo Boulevard, Kansas City, MO 64109

Phone numbers -

W Emergency contact

W Physician/ealthcare provider

Phone numbers

B Physician signature

Date

O Intermittent
O Miid Persistent O Severe Persistent

O Moderate Persistent

OCokds O Smoke O Weather 1. Premedication (how much and when)
O Exercise O Dust O Air Pollution

O Animals O Food

2. Exercise modifications
O Other

Green Zone: Doing Well

Peak Flow Meter Personal Best =

Symptoms

M Breathing is good

W No cough or wheeze

M Can work and play

W Sleeps well at night

Peak Flow Meter

More than 80% of personal best or

Yellow Zone: Getting Worse

Control Medications:
Medicine

How Much to Take When to Take It

Contact physician if using quick relief more than 2 times per week.

Symptoms Continue control medicines and add:
W Some problems breathing Madicine How Much to Take When to Take It
W Cough, wheeze, or chest tight =t
M Problems working or playing
W Viake at night
Peak Flow Meter IF your symptoms (and peak flow, if used) IF your symptoms (and peak flow, if used)
Batween 50% and 80% of personal best or return to Green Zone after one hour of the DO NOT return to Green Zone after one
to quick-relief treatment, THEN hour of the quick-relief treatment, THEN
O Take quick-rekie! medication every O Take quick-relief treatment again.
4 hours for 1 to 2 days. O Change your long-term control medicine by
O Change your long-term control medicine by
O Call your physician/Healthcare provider
O Contact your physician for follow-up care. within _____ hour(s) of modifying your
medication routine.
Red Zone: Medical Alert Ambulance/Emergency Phone Number:
Symptoms Continue control medicines and add:
M Lots of problems breathing Medicine How Much to Take Whan to Take it

I Cannot work or play
W Getting worse instead of better
W Medicine is not helping
Peak Flow Meter
Less than 50% of personal best or
o

Go to the hospital or call for an ambulance if: Call an ambulance immediately if the

O St in the red zone after 15 minutes. following danger signs are present:

O You have not been able to reach your O Trouble walking/talking due to shortness
physiclan/healthcare provider for help, of breath.

O O Lips or fingernails are blue.

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Diabetes Action Plan

Marme of Student DO Grade/Teachear: R
Bus®& = BusDwiver: AM: P

Date of Diagnosis Type 10 Type 2| Date of Plan

Meaads assistance: O Mona Whith:

Matify parenis in the following situations: R _ - _

Lacation of student's diabeles supplies

Blood Glucose Monitoring

Target ramge for bood glecoseis: Lisual times to chack blood glucosa are: O Bafore meals o
Beafore aftemoon snack O IF studant feals Tow” or il O Before exarcise O Aftar axarcese O Uthar

= For BG below before exercise, give 15 grams carbohydrate snack without insulin.

= For BG below gne 15 grams fast acting carbahwdrate and recheck blood glucose in 15 minutes.

o I BG s below _ treat again and call pasentiguarndian.

= I student has BG over with urirge katones, notify parenliguandian

Medications

o Oral Diabeles Medication Whaen Taken

Insulin to be given only with food unless otherwise directed by parent.

Types of ingulin O Humalog 0 Nowolog O Other . 1 Insulin Pan
Usual dose for carbohydrates coverage: unils for ewary grames al carbohnydrate.
Insubin for blocd glucass coraction: Formula: (BG minues ) divided by aquals numbsear of units ko give,

Other cormection: _ i - . _— -

O Student has an insulin pump Type of Pump

Type of insulin in pump: 0 Humalog O Mowoleg O Other _
Insuln o carbohydrate ralo and high blood sugar correcBon programmad inlo mealer par Sludents measds.

Other pump instrechons;

o W pump faillune occurs o f studant has blood sugar mora than with wnne katonoes, give Insulin per injection (o cover

high bleod swgar and notify parent/guardian.

Diat: o Regular 1 Orbhies

o1 Changes and updates to student’s diabotes medication and care may be communicated to thae school by the
parent'guardian in writing. Parent/guardian is responsible for communicating the level of supervision for their child
that is required by school personnel for blood glucose monitoring and insulin administration.

GLUCAGON: For savere hypogliveamic (low biaod sugar) reaction (loss of consclousness, selzura), ghee:

0 1.0 myg I 0 0.5 g 1M
Turn on side and observe for vomating, Whean aled, may treal low bBood sugar with 15 grams carbohydrate. If GLUCAGOM IS
REQUIRED, ADMINISTER IT PROMPTLY AND CALL 911 AND THE PARENT/GUARDIAM,

Fhysician's Signature Date:
Prinbt'Stamp physician name, addross and phono numbar:

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Diabetes Action Plan (con’t)

Name of Student: DO8:

School: Grade/Teacher

All medicaton for use at school will be furnished by parent or guardian in a container properly labeled by a pharmacist with
identifying information (e.g., name of child. medication dispensed, dosage prescribed, and the time it is to be given or taken).

Parent Permission

| nereby give my permission for my child to receive medication dunng school hours. This medication has been prescnbed by
a licensed physician, | hereby release the School Board and their agents and employees from all liability that may result from
my child taking the prescribed medication. This consent is good for one year, unless revoked.

I give permission o the school nurse and other designated staff members of  Tolbert Academy to perform and carry
out the 1asks as outlined by this Diabetes Action Plan. | also consent to the release of the information contained in this
Diabetes Action Plan 1o all staff members and other adults who have custodial care of my child and who need to know this
information in order 1o maintain my child’s health and safety.

EMERGENCY CONTACTS: Namea/Relation

1. - a) home b)work c) cell
2. a) home b) work c) cell
3. _a) home b) work c) cell

EMERGENCY PLAN
1 Recognize when the student = having & low blood sugar reachion  Some chidren with low DIOOa Sugser
Ty SXDOTOnce
Hungerappenars palenitabiily Crysngsweaatingtremblng Gz ziness mabdity 10 CONCHOETMLG . CONSImON

® Check the biood sugar, f possibée
® When in Joubt trest for ow DICOd Sugar

®  Observe vl Of CONRCIOUSNORS, If unconscious administer glucagon if ordered by the physician,
and call 911 for emergency assistance.
® I conscaoun . give 8 Tast SUgar” such a8 2 1Sasponns sugar rogular soft drink frull [usce with sugar (172
o 2/3 cup), small tube of cake froatng
=3 Aftar 15 munutes. rechock the blood sugar. M improved. grve protesn snack (cheoso, Deanu! Duttor
crackars. milk) Fast sugar Mmay be ropeated & bIOOd suUCAr Aoes NOI MPIoVE ‘within 15 minutes
® Adways notily parent/guardian of e low DIGOD SuQir opisode
® Aoditonal inforrmaton. = = -
2 Recognize whan e student & Navesg & hgh DIoOd sUgar reacton  Some chikdran with Mgh blood sugar
may experience
Thertfroquant urmationfatGua'SeeDNoR BN Croased HunNgor
Blumed wWsoNsLomach painsiack of concentratonsweet fruty Dreath
Steos 1o ke when a figh DICOd SUGaT S SUSpected

® Check bicod sugar. Nelones and give msulin as iIndcated
Aliow free use of he bathqroom
Encourage stucent 1o drnk waler

E xorcao

Acknowledged and received by:

Parent/Guardian Date
Parent Email address Parem Phone Numbers
Schocol Nurse's Signature Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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Aedical Statement for Student Requiring Special Meals

| Mame of Student: School District |
| Birth Date: School Attended: |
I Parent Name: Telephone: |
" Telephone: I

For Physicians Use

[dentify and describe disability, or medical condition, including allengies that requires the student to have a
gpecial diel. Describe the magjor life activities affected by the student™s disability (see back of fisrm).

D¥iet Prescription (choeck all that apply):
D Diiabetic (include caloric lewel or attach mcal plan) El Mlodificd Texture andfor Laguods
] Reduced Calorie [ Food Allergy {describe):
[ Increased Calorie [] Other idescrnibe):

Food ODmitted and Substitutions:
LUlse space to list specific food(s) 1o be omitied and food(s) that may be substituted. You may attach an

additional sheet if necessary.

OMITTED FOODE SUBSTITUTHONS

Indicate Texture:
[l Regular [ Chopped [ Ground ] Purced

Indicate thickness of liguids:
] Regular ] Nectar [] Honey [0 Pudding

[ Special Feeding Equipment

Aciditional comments:

[ certify that the above named student needs special school meals as descnbed abowe, duc to the student’s
disabdliny ar chronic mmedscal condition.

Physician's Sigmature Telephone Number Date

_Signaiure of Preparer or (viher Coniact Telephone ™umber Date

1 hereby give my permission for the school staffl o follow the abowve stated matrton plam,

ParenUGuardian IFate

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org
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FOR 7™ & 8™ GRADE ONLY

Permission to Self-Carry Medications

[, - o , e parenbfuardiin of -  astudent Lee A Tolbert
Community Academy, give miy permission for the student to retain in histher posséssion the following medications:

This permission shall be effective for the 30 -20___ school year and must be renewed annually. This medication will
be carried to and from school by the student and maintained in the student’s backpack or special carrying device during
schoal hours.

[ hawve provided the Disiriet with the following:

& A wrilten medical history of the Student’s condition for which the medication is eoquined on the Health
Information Form or other documentalion
& An Action Plan for addmessing an emesgency sitiwation tuat could reasonably eocur a8 o result the condition,

[ umderstand that the District and its employees or agents may disclose iInformation provided to administcators, school
nurses, teachers and other school employvess as may be necessary to protect the health of the Student and to establish
thast thes Student hies been authorkeed o self-camy the medication and shall incur no liability for the disclosure of such
information,

[ understand that the District and its employees or agents shall incur no Hability 23 a result of any injury arising (rom thie
sell-administration of medications by the Student, absent any negligence by the District, its employecs or its agents. |
shall indemnify and hold harmiess the District and its employess or agents against any claims arising out of the
sell-administrations of medicaion by the Student

Sigmature of ParentGuardian Drate

[ cerify that | am a licensed physician authorized by law to prescribe medication. | have prescribed the following

medication, Tor my patient, _ by treat or manage the Following

condition,

[ further certify that [ have instructed the student in the cormect and responsible use of this medication, attached a
treatment plan for managing the student’s condition and that the student is capable of self-administering the medication
in accordance with the reatment plan. The student has demonstrated o me or my designes the skill level necessary Lo
aelf-administer the medication.

Printed Name of Physician Signatune of Physician Date

Telephone: 816.561.0114 « Fax: 816.561.1015 < enrollment@tolbertacademy.org



