TBenhaven

125 North Plains Industrial Road
Wallingford, CT 06492

(203) 793-1905

Fax (203) 793-1909

Dear Parent or Guardian:

Enclosed is a General Information Sheet and School Administration application, which
we need for our files and for the admittance of your child to Benhaven School. There
are a number of general consent forms that need your signature. You will also receive
an Emergency Individual fact sheet that needs to be filled out completely as part of the
application process and updated annually to keep the information current. If you have

any questions please feel free to contact me.

Important Medical forms that need fo be filled out completely:

Form Completed by
Authorization for Emergency-Medical Parent/Guardian
Treatment and/or Surgical Treatment

Health Assessment Form Parent/Guardian

Authorization for Administration of Medicine Parent/Guardian

Authorization for Nursing/Medical Services Parent/Guardian

Authorization for the Administration of Aspirin | Parent/Guardian (must provide medicine)
or Aspirin like Substances & over the counter

medicines

Insurance Information Parent/Guardian
Medical Evaluation Physician
Immunization Record Physician
Authorization for the Administration of Physician/Dentist
Medicines by School Personnel Parent/Guardian

If you have questions or are confused please do not hesitate to call for assistance.
Please note your child cannot attend Benhaven until we have all medical forms

completed and on file.

Thank you for your anticipated cooperation.

Regards,

Sarah Cyr

School Program Specialist
Benhaven School



Parent/Guardian Guidelines

‘When your child comes to Benhaven Schoel our goal is to create 2 supportive-
collaborative relationship between the family and Benhaven school staff, Our
experienge has taught us that students, Tamilies and staff all bemefit when we have
suceessfolly ereated such relationships. To assist in-creating that climate the
following are guidelines for a good foundation on which to establish expectations:

Communication

» Fstablish an agreement with your child’s teacher on the frequency and means
with which to communicate the general progress of your child,
accomplishments, concerns, behavior etc... Some options are; daily notebook, .
weekly phone calls, email, an individualized communication form.
Parents/gnardians are a critical member of your child’s team. Tt is important that

you participate in more formal meetings regarding your child’s progress these
include: PPT meetings, regular team meetings, behavioral overviews, fufures

plans.
Speak directly to your child’s teacher regarding important matters. The teacher

is the primary person responsible for your child’s program and will likely be the

one to best assist you. _
> If you have concern, please address it to the teacher and/or an administrator.

Critical feedback is certainly welcome when it comes to creating a positive
change for your child, However, a relationship based solely on critical feedback
creates stress and is not productive. Tt may be best to send that feedback in a

sealed envelope or communicate via phone to maintain ptivacy.

Visiting

» 'We welcome visits and observations in the classroom however scheduled visits
wwork best. Visits that have a specific purpose that yon and the teacher have
agreed can be helpfil. We also recognize that visits can be disruptive to your

child and other students unless planned ahead.
Youmay be asked to participate in events that are happening in your child’s

classroom or in the school building. Some of these inchude holiday events,
cookouts and music activities. That may mean coming to school and/or sending
a food or other necessary items in with your child. Your participation is
important for the success of the event and your child’s enjoyment.

Health and Medical

> Benhaven is approved by the State Department of Education and is
required to abide by its regulations. '



Upmm admission this includes:
o documentation of updated physical, and immunization recor ds.

Ongoing this inchudes: ,
o updated medication orders and written consent for PRN medications

(Tylenol, Motrin Benadryl, Epipen etc...)
Updated emergency information forms. These are required annua]ly and

o
updated as changes occur. Im an emergeney it is eritical we are able to

reach you.
Updated documented physicals at ages 11,14,and 18.

Communicating any medication changes to nurse/child’s teacher
Adhering to the guidelines established for illness. (see attached)

o]

Resourees available:

VVVVYVYYVYYy

Scheduled in-services on specific fopics of interest in the field of autisn.
A Tibrary of information on autism research and treatment

Guidance for guardianship '
Guidance on transitioning to adult services/post 21

Regular team meetings with a focus on improving your child’s quality of life
Participation in Functional Behavior Assessments

Participation in Futures Planning

A



Benhaven Admission Questionnaire

DOB

Student’s Name

Address
Telephone #

Home

Mother’s name

Occupation/Place of work

Worl #

Cell #

Email address

Father’s Name

Occupation/place of work

_ Address (if different than above).

Worlc #

Cell #

Email

Siblings

Name age
Name age
Name - age
Name age

Parents are: Married  Divorced Separated

Language spoken in the Home

Legal Guardian if not parents




In the event of an emergency list 2 people we may contact

Phonett

relationship

Name,

relationship

Describe student’s morning routine:

Describe student’s evening routine:

Describe student’s weekend routine:
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Skill Assessment

Please indicate whether your son/daughier can perform the following activities

Skill ' Does Does with help Cannot do Comments

independently

Uses the toilet

Washes hands

Brushes teeth

Shower/bath

Dresses self

Undresses self

Makes a snack

Feeds self

Watches TV

Uses
computer/iPad

Listens to music

Understands yes

understands no

speaks
Uses pictures to
communicate

Uses sign
language

Communicates
he/she is sick or
hurt

Makes request
known

Rides safely in
vehicles

Is able to wait for
short periods of
time

Can accupy free
time safely

Can swim

Does your child sleep through the night?



P

Does your child have any fears?

Are there any religious

restrictions?

Is your child aggressive? Describe effective response and situations that it is likely to occur.

Is your child self-injurious? Describe effective responses and situations that it is likely to occur.

Is your child destructive? Describe effective responses and situations that it is likely to occur.

What are the safety concern you have with your child (e.g. street crossing, wanders/runs away, hot

stoves, water safety)?

Does ﬂrour child have particular eating habits (e.g. special diet, picky eater, favorite foods, fast pace

eating, needs food cut)? Please describe:



Does your child have of Pica (eating non edibles)? Does he/she ingest non edibles or mouth them?
What kinds of things does he/she put in their mouth?

Daes your child have hehaviors that are of special concern? For example unusual sexual behavior
(disrobing, public masturbation, touching others, internet safety. Please describe:

List your child’s likes/preferences List your child’s dislikes/things that don’t work

What do you hope your child will achieve at Benhaven?



o
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Medical information

Physician phone #
Neurologist, Vphone #
Psychiatrist phone #
Dentist phone #

Insurance provider

Insurance identification #

Does your child have any allergies?

Does your child have seizures?

What type of seizure, describe?

How often and how long do the typically last?

List any chronic medical conditions; e.g. asthma, heart issues, Gl problems etc

Medication

List any medications your child takes regularly

Name of medication | Why is it prescribed | dosage

Time of day given
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State of Connecticut Department of Education

Health Assessmment Record

To Parent or Guardian: .
In order to provide the best educational experience, school personnel must understand your child’s health needs. This form requests information

from you (Part I} which will also be helpful to the health cere provider when he or she completes the toedical evalvation (Part TI).

Stale Jaw requires complete primary immunizations and a health assessment by a legally qualified practitioner of medicine, an advanced
practice registered nurse or regisiered nurse, 2 physician assistant or the school medical advisor prior to school entrance in Connecticit (CG.S.
Secs. 14-204a and 10-206). An immunizatios update and additional health assessments are required in the 6ih or 7th grade and in the Sih or
10th grade. Specific gradelevel will be determined by the local board of education. This form may also be vsed for health assessments required

every year {or students pariicipating on sports tezms.

Plzase prine

Student Name (Last, First, Micdle) Birth Date G Mszle O Female
Address (Street, Town and ZIF code)
Pareni/Guardian Name (Lasy, First, Middie) "Home Phaone Cell Phone
School/Grade Race/Ethnicity (8 Black, not of Hispanic om, gin

, LY American Indian/ . [ White. not of Hispanic origin
Primary Care Provider Alaskan Nativs O Aszan/Pacific Islander

T 0 Hispanic/Latine U Other

Health Insurance Company/Number* or Medicaid/Number*

Does your child have health insurance? Y fyour child does not have health insuiance, caii 1-877-CT-EUSK Y

N
Dees your child have dental insurance? ¥ N

* If applicable :
PartI-—To be completed by parent/gnardizn.

Please answer these health history guestions abont your child before the physiczal examinaticn.

ircle ¥ If “yes™ or ¥ if “no.” Explain all *yes” answers in the space provided below.

Please circle
Amy health concems Y N Hospitalization or Emergency Room visit ¥ N Conenssion Y N
Allergies to food or bee stings Y N | Anybrokenbones ordislocaiions Y N Faimting or blacking cut Y N
* Allergies to medication ¥ N | Any muscle orjoint injurjes ¥ N Chest pain v N
Any ciher aJIergiS . Y N Any neck or back injuries Y N Heart problems Y N
Any daily medications Y N | Problemsrunning Y N High hleod pressure Y N
Any problems with vision Y N | “Mooo” (pasli year) ¥ N Bleeding more than expected Y N
Uses contacts or glasses Y N Has only 1 Iddaey or testicle Y N Problems breathing or coughing Y N
Any problems hesring Y N Excessive weight gain/loss Y N Any smoking Y N
Any problems with speech Y N | Dental braces, caps, or bridges ¥ N | Asthmaireatment (past 3 years) Y N
Family History ' . Seizure treatment (past 2 years) Y N
Any relative ever have a sudden vnexplained death (Jess then 50 years old) Y N Diabetes Y N
Any immediate family members bave high cholesterol Y N ADED/ADD Y N

Please explain il “yes™ answers here. For Hlnesses/injuries/eic., include the year and/or your child’s age at the time.

Is there anyihing you want io discuss with the school nurse? ¥ N If yes, explain:

Please list any medications your
child will need io take in school: %
All medications taken in school require a separate Medicesion: Anthosimmiion Form signed by a

healih care provider oud porent/erardion,

Igive permission forrelease and exchange of information on this form

. berween the school nurse and health care provider for confidential
Date

usz In meeting my child’s health and educational needs in school, Signature of Parent/Guardian

HAR-3 REV. 472010 To be mainisined in the student’s Cumaative Echoot Healith Record
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| HAR-3 REV 42010
omplete ard sign the medical evaluation and physical examination
Siudent Name : BirthBate _ Dateof Exam
2 ¥ havereviewed the health: history information provided iz Part I of this form

C

e

Taysical Kxam
gfer ¥Mandated Screening/Test to be completed by provider under Connecticut State Law

e

=Heiph? in./ % FWeight lbs. / % BRER 7 % Pulse *Bload Pressure /

T Normmal Deseribe Abnormal Ortho Normal Bescribe Abnommal
Neurclogic Neck '
HEENT Shoulders
#*Gross Dental Arms/Hands
Lymphatic Hips
Heart Knees
Lungs Feet/Aukies
Abdeomen .| *Pestaral 3 No spinal G Spime abnommality:
Genitalia/ hemnia abnormality & Mald [ Moderate
Skin O Mearked R Referral made
. Screepings
*Vigionm Screeming *Auditery Seresning Date
Type: Right Leit Type: Right  Left Lead:
With glasses 20/ 20/ GPass [EPass . .
CFail O Fail THCT/HSEE:
Without glasses 20/ 20/ )
G Referzal made [ Referral made . Other:
TB: High-isk groep? 0ONe DO Ves PPD dateread: Resulis: * Treahmenti:
FIMMIUTNEZATIONS

¥ Up to Date or [ Catch-up Schedule:

*Chronlc Disease ASsessyrent: .

Asthoma ONo 0O Yes: O Intermittent (3 Mild Persistent O Moderate Persisteni O Ssyere Persisient 3 Exercise induece
ifyes, please provide a copy of the Astizra Active Plea io School

Asaphylazis ONo O VYes: [AFood Dilnsects Dlatex 0 Unknown source
ABlergies  Jyes, please provide o copy of the Fimergency Allesgy Pian io School
History of Anaphylaxis [0 No [ Yes - EpiPenrecuired [ONo O VYes

Diabetes ONe QCYess GTypel GTypeii Oiher Chironic Disease:

Sefzures ONo [ Yes, type:

[ This student has a develspmenial, emotional, behavioral or psychiainc condiiion that niay afiect his or her educational experience.
Explairn:
Daily Medications {specify):
This student may: O parsicipate felly in the sckosl pregram

[3 participaie im the school program with the fellowing restriction/adaptation:

This student may: [ participate fislly in athietie activitics and compefitive sperts
O participate in athietic activities and competitive sporis with the following residciion/adaptation:

[ Yes (3 No Based on this comprehensive heaith history and physical examination, ibis student has maintained his/her level of wellness.
Is this the student™s medical home? [ Yes T No [ would fike to discuss information in this report with the scheo! nurse.

Signature of health care provider MD/DO/APRN/PA Date Signed Printed/Starhped Provider Name and Phone Number




HAR-3 Rev, 412010
Dommumization Record 74 -
T the Health Care Provider: Please complete and inftial below.
Vaecine (Montle/Day/Yesr) Note: *Minimum requirements prior io school enrollment. At subsequent exams, nste booster shots only.
. Dosz 5 Mose s

Dose 1 . Bose 2 Dese 3 % osed

hd

BTR/T =P

bE/Td

Tdap :

IPV/OPV il : *
- MBAR

Measles

Memps

Rubelia )= .

HiB = ‘ Students imderage 5

Hep A .

Hep B ¥ =

Varicella e .

PCV . Pneumococeal conjugate vaccing

Memningoceeeal

eV

Tlu

Oilier

Disease Hx
of above (Specify) (Date) d (Confirmed by)
Exemption
Religious Medieal: Permanent Temparary Date
Recertify Date Receriify Date Receriify Date

7 7 Immynization Reauirements for Newly Enrolled Students at Connecticut Scheels

KINDERGARTEN DTaP: Al least 4 doses. Fhe Jasi dose must be given on or afer 4th birthday
Polio: At Teast 3 doses. The Jest dose must be given o or after 4th birthday

MMR: 1 dose on or after the Ist birfhday
Beasles: Second dose of mezsles yaccine (or MR}, given at lesst 4 weeks afier the first dose
Hiib: Children Jess than 5 yrs of age need 1 dose et 12 manths or older Children 5 and older do not need proof of Hib vaceiation

Tiep B: 3 doses ‘
Varicella: 1 dose on or after the Ist birthday or verification of disease

DTaP /¥d/Tdap: At least 4 doses. The Jest dose must be given on or after 4fk: birthday

Students who stark the series at age 7 or older only need a totz] of 3 doses
Polio: At least 3 doses. The last Gose must be given on or after 4th birtfiday

MMR:= 1 dose on or afier the Ist birthday
Ddeasles: Second dose of raeasles vaceine (or MMR), given at least 4 weelks alter the first dose

- Hep B:3 doses
Varicella: 1 dose on orafter the st birthday or verification of disease

given on or after 4th birthday. Students who start the series at age 7 or older

GRADES 1-6

GRADES 7-12 Td/Tdap: At least 3 doses. The tast dose must be

only need a totat of 3 doses
Polio: At Jeast 3 doses. The Jast dose must be Eiven on or afier 4th birihday

MDMR: 1 dose on or after the 1st bithday
DMeasles: Second dose of measles vaccine (or MMR), given at least 4 weeks after the first dose

Hep B: 3 doses
Varicella: 1 dose on orafter first birthday or verification of disease; .
VARICELLA VACCINE: For students <13 years of age, I dose given on or afier the Tst birthday, For students 13 years of

age or older; 2 doses given at Jeast 4 weeks apart
VERTFICATION OF DESEASE: Confirmation in writing by a MD, PA, or APRN that the child has a previous history of
disease, based on family or medical history - . )

Frt,
/

IS
Printed/Stamped Provider Name and Phone Number

LluItIaUSignamre of health care provider MD/DO/APRN/PA

Date Signed




Benhaven Guidelines for Keeping Students Home from School

When Not to Send Your Child o School
1. Runny nose with -green or yellow discharge.
2. Severe or worsening cough.
3. Headache that is debilitating.
4. Abdominal Pain

5. Vomiting has occurred within the last 24 hours
6. Conjunctivitis-child must be on antibiotics 24 hrs before returning to school.

7. Temperature of 100 degrees or more. Must stay home until at least 24 hours after
they no longer have a fever or signs of a fever without the use of fever reducing

medicine.
8. Impetigo-severely contagious skin malady.

9 Any childhood diseases-chicken pox, etc
10, Your child wants to sleep and is hard to keep him/her awake.
11. More than one loose bowel movement/diarthea has occurred within the last 24

hours.
12. Strep Throat-child must be on antibiotics for 24 hours before returning to school

13. Labored Breathing.
14. Fungal Rash

When Your Child Will be Sent Home from Sehool
1. Temperature of 100 degrees or more. Must stay home until at least 24 hours after

they no longer have a fever or signs of a fever without the use of fever reducing

medicine. _
. Conjunctivitis must be on antibiotics 24 hours before returning to school.
. Nausea or vomiting.

2

3

4. Severe headache.

5. Aches or pains due to accidents or behaviors.
6
7

Severe cuts or abrasions due to accidents or behaviors.

. If student cannot be kept awake.
. More than one loose bowel movement or diarrhea.

8
9. Shortness of breath.
10. Severe Cough.
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Studem-

Ipsuramce Company=

Policy #:

Doctor’s Name:

Address:

Telephone #:

Psyeh. Name:

Address:

Telephone #:

Demiist Name:
Address: :

Telephome #:

Demizl Tms.:

. Parent’s/Guardian Name:

. Sl

«ﬂﬁ’e_sf_-&:
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I Benhaven

14

125 North Plains Industrial Road
Wallingford, CT 06492

(203) 793-1905

Fax (203) 793-1209

Person: ' . -
Last name ' Pirst

Date of Bixrthe
.. Date of Last Tetanus Shet:

Allergies:
AUTHORIZATION FOR ENERGENCY-MEDICAL AND/OR SURGICAL, TREATHENT

This form will be used only in an em8rgency situation cnly when a parent

of guazdian cannck be readily contaeted:
IN CASE OF EMERGENCY, I HEREBY AUTHORIYE DOCTORS AT EITHER

fMéﬁﬁeal Eaéility (5h Pe;sonal-&hysician}

{and whomever theéy may designate as thelr assistants} TO PERFORM ANY

EMERGENCY PROCEDURE; OR TO ADMINISTER AMESTHESIA AND/OR TO ADMIT, IF

‘WECESSARY, MY DAUGHTER/SON.

Medical Insurance Co.:

'P@l%cy #: : - S SN

"Belicy Holdexs

- gl—a&égd O L P S S = ': % L g s
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AUTHORIZATION FOR THE ADMINISTRATION OF ASPIRIN
OR ASPIRIN LIKE SUBSTITUTES & OVER THE COUNTER MEDICATIONS

TO BE USED FOR PARENTAL/GUARDIAN REQUESTS FCR ASPIRIN AND ASPIRIN LIKE
SUBSTITUTES (ACETOMINOPHEN, IBUPROFEN) AND COLD OR ALLERGY MEDICAT TON

W]I‘I'HOUT A PHYSICIAN /DENTIST ORDER.

The state laws and regulations permit boards of sducation and schools to accept requests from
patenis/gnardians to give aspivin or an aspinin Hke substituies (acsiaminophen or ibuprofen) and over the
covmter medications including cold or allergy medication to a student. In such cases the order ofa

Ticensed physician or deniist is not required.

Informetion provided by pareat/guardian:

Name of student: Date of request:
Addreés: Date of bj'rth:
Town:
Reason Medication is to be given:
Name of Medication:
Amount and frequency:
Time of Adminisivation:
Medication to be administered from To
{Daie} {Daic) {Up 1o oiie year)

I hereby request that the medieation listed above be administered fo my child by the appropriate school
personne! in accordance with state regnlations. I understand that I must supply the schoo! with the
medication in the original container, properly labeled, and will provide no moxe than the supply of said
medication requested by the school. ¥ understand this medication must be picked up mtiun one week

following termination of the request.

Name: Relationship to child:
Signature: Daie:
Address: Telephone:




AUTHORIZATION FOR THE ADMINISTRATION-QE MEDICINES EEVSCHQDL PEHS0NNEL

The Connecticut State Law requires a physician's written order and the
parent or guardian's authorization for a nurse, or in the absence of 2
nurse, the principal or teacher to administer medical preparations,

exclusive of hallucinogens or narcotics, to any student.

Telelphone No.

Physician's Name:
P

=

Addresé:

Physician's Ofder - ) ) "
Date:

Name of child:

DOB:

Address:

Condition for which drug is being administered:

Name of drug:

Amount of drug:

Time of Administration:

t

Medication shall be administered:from

0
" (gate)

(date)

Relevant side effects to be obéerved{_if any:

If there are side effects:, plan for management:

Physician's signature:

Aunthorization Of A Parent or Guardian Concerning The Adminisration of
fhoyve Medicires by fchael Personnel ' :

PRt

To Date:
I hereby request that scirool personnel give my child -
o ) : (name of child
The médicine ordered above by the physician: .
" (parent s{gﬁgfﬁ?éf——A

- " {address)

(teléﬁﬁgﬁgf—if_“



AUTHOREZATION FOR ADMINISTRATION OF MEDPICATION

Name of Person:

Address:

I hereby authorize Benhaven School and the nursing and medical personnel to take those actions
necessary for adminisitation of medications in accordance with treatment and/or services

provided.

Parents and guardians will be kept informed of medical nesds and will be contacted as the need

aTISES,

Signature of Parent Date

Guardianship: complete if Benhaven resident/stndent 15 18 years or clder.

Parent is guardian. Check one: Yes No

If “no”, list name of guardian:

Address:

Telephone Nuzmber:



ol A

{ Benhaven, Inc | Revised 9/94

{— AUTL[ ORIZATION FOR NURSING/MEDICAL-S ﬁm uw_,

Name of student or resident . -
fast first

Daie of birth:

[ hereby authorize Benhaven, Inc., and the nursing and medical ]peusonnell io take those
— o ctioms that s professional staff deem appt ropriate for nursing and med ical :,er‘wces

(routire or of 2 montonng nature).

Guardizn

s will be kept informed of nursing and medical needs and will be contacted as the
need arises. -

Date

' Sigfhaﬁ:i‘n;;: of Legal Guardian
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" Benhaven Policy for Sunscreen and Insect Repellant Application

It is the policy of Benhaven School to apply sunscreen and/or insect repellant for students during
the spring/summer months prior to community outings.

Please note we only use vepellant that is deet free. The sunscreen application is especially
important for our students who are taking medication which makes them more susceptible to

sunburns,

S A



| Benhaven

125 North Plains Industrial Road
Wallingford, CT 06492

(203) 793-1805

Fax (203) 793-1909

1/29/2020

Consent Form for My Child's Photo tfo be used on the
Benhaven School Website

Benhaven would like fo be able to use your child’s photo on our website.
Please indicate below by checking the appropriate line if you will grant us
permission to do so. | understand that | can change this preference af any

fime by written notice. Please sign and date as indicated.

| give Benhaven School permission to use my child’s phdto on their website.
I do not give Benhaven School permission to use my child's photo on their
website. '

Signature of Parent or Guardian:

Date:

Thank you for your attention to this matter:

Greg Spector
Operations Coordinator
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| Benhaven -. |
125 Noxth Plains Tndustrial Road

D , Wallingford, CT 06492
e (203) 793-1905
. Fax (203) 793-1909
Benhaven Photo/Video Release Authorization
1 hereby give permission for my child _tobe photographed

or videotaped used solely for developing, monitoring and 1 improving programing for my
child. Tauthorize the following uses:

Please indicate yes or ne to the following use:

In the classroom

In the school building
Assessment of behavior to be shared with team members

Assessment of other programs to be shared with team members
Information to share with child’s physician

Please indicate any other specific criteria when you would or would not agree to have
your child photographed or video taped

Parent/guardian signature

Date




2 A

Benhaven L |
125 North Plains Industrial Road

Wallingford, CT 06492
(203) 793-1905

Fax (203) 793-1909

i

R et

Permission Slip

1 give my permission for official visitors of Benhaven to observe my child
with the understanding that the visitors will not reveal my child’s identity to individuals

not employed by Benhaven.

Parent/Guardian Signature Date

"
v
Yo,
S



arA

PARENT NOTIFICATION OF EMERGENCY MANAGEMENT PROCEDURES

have

I, , parent/guardian of
been notified of the laws related to the use of seclusion and restraint at Benhaven.

I know that I can speak with my child’s teacher and/or the school director at any time about this.

Signature Date



HLIA

125 North Plains Industrial Road
Wallingford, CT 06422

(203) 793-1905 -
Fax (203)793-1909

EARLY DISMISSAT,

Plegse complete Part A or Port B.
Part A: For Students Living Af Home

In case no one is home when you fry to reach me to tell ime you are sending my child
home early, I have made artangements with the person listed below. That person has
agreed, in wrifing, fo wait for and accept responsibility for my child until I pick np my
child.

Signed (Parent):

Alternate Name:
Person’s Address:

Phone Numbet: ATternate Number:;

il I agree to wait for and accept responsibility for at such time when the
parents cannot be reached. I will keep the child umntil the parent comes for him, provided

———— —the-sehool-has-eontacted me before sending the-child-to-rre-

Date:

Signed:

Pari B: For Students Living In A Group Home

Inthe event of an early dismissal, I agree to have staff presem to receive
Contact information for an early closing:

Name:
Phone Number:

Alternate Contact:
Phone Number;

Date:

Signed

Role:
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FTACT PER

EMERGIE

e 7

anies

Mo
Telepho

Name

e#

Telephon:

hone #:

cp.

Tel




