WEAVERVILLE ELEMENTARY SCHOOL
P.O. Box 1000, Weaverville CA 96093
(530) 623-5533

DOES YOUR CHILD GO TO A DAYCARE CENTER/BABYSITTER AFTER/BEFORE SCHOOL? If so, complete the following:

Name Phone

Address Relationship

LIST ALL BROTHERS AND SISTER UNDER AGE 18:

Name M/F Birthdate |School Name M/F Birthdate School

LEGAL ALERT

Is there someone who is not allowed to pick-up your child?
If so, we need arestraining order provided to you.

LEGAL DOCUMENT

NAME

RELATIONSHIP

Has your child ever been in a Special Education Program?

NO YES

— GATE

— SDC___ RSP __SPEECH & LANGUAGE _ TITLE |

Office Use Only

Inter district |_ Yes

No

Date Entered

Student I.D #

Does your child take any medication on a routine basis? Yes No During school hours

Name of medication:
Name of medication:

Purpose of medication:

Purpose of medication:

Please contact the school office regarding the "Medications at School" policies

if your child must take prescriptions or over the counter medications during the school day.

Please circle the item and explain if your child has a history of, or now has the following conditions or concerns.

Asthma Allergies
Mild Moderate Severe Mild Moderate Severe
Rescue Inhaler at home___ Bees/insects_____
Rescue Inhaler with student____ Foods
Rescue Inhaler in school office___ Seasonal Hayfever__
Seizures Allergic to Medication
As an infant Use medication Other
Use emergency plan if happens at school EpiPen at home EpiPen at school
Physical Limitations Not necessary to include Poison Oak/lvy
Special Equipment needed at home_____ Diabetes Typel Typell

Special Equipment needed at school

My child does not have any health issues at this time.




