Miracle Academy Private Christian School
	Student Registration Form


	Student ID     
	Assigned Sch
	Gr
	Rec’d By   
	CTR 
	Res  Verfied
	B’Date Verified
	SPED
	CNP

	Student’s Last Name
	First name
	Middle name
	SS#

	Other last name student has used (if any)


	Other first name student has used (if any)
	Other middle name student has used (if any)

	Home Street Address (Required)


	APT#
	CITY
	STATE
	ZIP CODE
	HOME TELEPHONE

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

    AREA CODE

	E-mail Address:
	SEX    FORMCHECKBOX 
   Male          

         FORMCHECKBOX 
  Female
	Ethnicity/Race
	BIRTHDATE

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
   FORMCHECKBOX 


 FORMCHECKBOX 
   FORMCHECKBOX 


 FORMCHECKBOX 

                     Year                      Month                Date
	Confidentiality

(If you do not wish to have 

this address/phone shared)                         FORMCHECKBOX 


	has student received special education services in the past 3 years:       FORMCHECKBOX 
 yes     FORMCHECKBOX 
No
	[image: image1.jpg]


Exceptionalities:

ADA Plan
	 FORMCHECKBOX 
 SLD    FORMCHECKBOX 
  MR      FORMCHECKBOX 
D/B   FORMCHECKBOX 
OHI    FORMCHECKBOX 
HI

 FORMCHECKBOX 
 ED      FORMCHECKBOX 
  SLI      FORMCHECKBOX 
 DD   FORMCHECKBOX 
TBI     FORMCHECKBOX 
MD

 FORMCHECKBOX 
 G/T     FORMCHECKBOX 
  AUT    FORMCHECKBOX 
OI     FORMCHECKBOX 
VI                  

 FORMCHECKBOX 
 504                         

	Estimated amount of time st udent                            FORMCHECKBOX 
 0 hours per week        FORMCHECKBOX 
 less than 6 hours per week                                              received special education services:               FORMCHECKBOX 
 6-21 hours per week     FORMCHECKBOX 
  Over 21 hours per week
	
	

	HEALTH QUESTIONS

During school hours, does your child require a non-oral medication?               FORMCHECKBOX 
 yes     FORMCHECKBOX 
No

  (Example: injected, eye or ear drops, application to skin, suppository, central line)

During school hours, does your child need help with a medical procedure?   FORMCHECKBOX 
 yes     FORMCHECKBOX 
No

(Example: blood sugar, NG feeding, sterile catheterization)

Does your child have a condition which causes the daily 

possibility of a life-threatening emergency?                                        FORMCHECKBOX 
 yes     FORMCHECKBOX 
No

(If you answered “yes” to any of these health questions pick up “Health Packet” and contact your school nurse at 231- 7950.)

CoMMENTS/NOTES:


	name of school last attended:



	
	Mailing address of former school (If not a Birmingham City School)(If known)

	
	City
	State
	Zip Code

	
	Last Grade  Attended                           Date last attended

       FORMCHECKBOX 
                            FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
     FORMCHECKBOX 
  FORMCHECKBOX 
       FORMCHECKBOX 
  FORMCHECKBOX 

                                                          Year                               Month                            Day

Was the student suspended or expelled from this school?      FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

	is student’s first learned or home language a

language other than english?                                                    FORMCHECKBOX 
 yes     FORMCHECKBOX 
No

IF YES,     FORMCHECKBOX 
Spanish     FORMCHECKBOX 
Other (please specify) ___________________

If yes, student must be evaluated by the ESL Department.
	COUNTRY OF ORIGIN

_____________________________________________

If country of origin is not U.S. A. give date of entry.

     FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
    FORMCHECKBOX 


 FORMCHECKBOX 

                  Year                                        Month
	TUITION: If student is out-of-zone, or from another district, tuition must be paid at local school prior to completion of enrollment.



	Discipline/Criminal History (If applicable)

Has the student ever been suspended or 

expelled from public or private school?                                             FORMCHECKBOX 
 yes     FORMCHECKBOX 
No

Does the student have any current

disciplinary actions pending?                                                                FORMCHECKBOX 
 yes     FORMCHECKBOX 
No

Has the student ever been convicted of any

offense, have any current criminal charges pending, 

or have a probation or parole officer?                                                FORMCHECKBOX 
 yes     FORMCHECKBOX 
No

If the answer to any of these questions is yes, you may need to complete an additional form and provide required documentation.
	Miracle Academy Private Christian School
Requires that a student attend school according to the legal residence of the person having custody of the student.
	Tuition due:    FORMCHECKBOX 
   Yes      FORMCHECKBOX 
  No

Tuition paid:   FORMCHECKBOX 
   Yes      FORMCHECKBOX 
  No


	Student’s Last name


	first name
	MI
	student’s SS#
	id

	Parent/Guardian #1


	last name


	first name


	emergency contact #1

_____________________________________            _________________________________

Last Name                                                                               First Name

___________________________________________             ________________________________________

Daytime Phone                                                                         Relationship to Student

	
	relationship to  student
	

	
	ADDRESS

 (The person listed as Parent/Guardian #1 must have the same address as the students’ home address as shown on page 1.)
	emergency contact #2

_____________________________________            _________________________________

Last Name                                                                               First Name

___________________________________________             ________________________________________

Daytime Phone                                                                         Relationship to Student

	
	Home phone                                  FORMCHECKBOX 
Check here if unlisted.    
	    cell phone                                                               


	physician/health care provider
	phone

	
	employer                                                        work phone (include area code)  Ext.


	*Who has legal custody

of this student?  (Check one box)

 FORMCHECKBOX 
  Both Parents

 FORMCHECKBOX 
   Mother

 FORMCHECKBOX 
   Father

 FORMCHECKBOX 
   Guardian(s)

 FORMCHECKBOX 
   Ward of Court

 FORMCHECKBOX 
   Grandparent (s)

 FORMCHECKBOX 
   Independent

 FORMCHECKBOX 
   Parenting Plan

       (Shared custody)

*Copy of Court documents may be required.   
	Student lives with(Check one box)

 FORMCHECKBOX 
  Both Parents

 FORMCHECKBOX 
   Father

 FORMCHECKBOX 
   Mother

 FORMCHECKBOX 
   Guardian(s)

 FORMCHECKBOX 
   Grandparent (s)

 FORMCHECKBOX 
   Agency/Social Service

 FORMCHECKBOX 
   Foster Parent(s)

 FORMCHECKBOX 
   Spouse/Partner

 FORMCHECKBOX 
   Alone

 FORMCHECKBOX 
   Other Relative(s)

	Parent/Guardian # 2
	last name


	first name


	
	

	
	relationship to  student


	
	

	
	ADDRESS


	
	

	
	Home phone                                FORMCHECKBOX 
Check here if unlisted.    
	    cell phone                                                               


	
	

	
	employer                                                        work phone (include area code)  Ext.


	
	

	Parent/Guardian # 3
	last name


	first name


	Transportation Information:

	
	relationship to  student


	Student rides a bus
	 FORMCHECKBOX 
yes

 FORMCHECKBOX 
no

	
	ADDRESS

 
	student rides a day care van
	 FORMCHECKBOX 
yes         list day care name and number.

 FORMCHECKBOX 
no

	
	
	is a bus/car rider only in inclement weather
	 FORMCHECKBOX 
yes

 FORMCHECKBOX 
no

	
	Home phone                                FORMCHECKBOX 
Check here if unlisted.    
	    cell phone                                                               


	walks home 


	 FORMCHECKBOX 
yes

 FORMCHECKBOX 
no

	
	employer                                                        work phone (include area code)  Ext.


	is a car rider


	 FORMCHECKBOX 
yes

 FORMCHECKBOX 
no


MEDIA RELEASE PERMISSION

Student _____________________ Grade ____________

School ___________________________________________________

I hereby give the Miracle Academy Private Christian School the right and permission to publish/use photographs or video and/or audiotapes of my child, a student registered in a Birmingham City School. 

I understand that such reproductions could be used to publicize/promote the school district though its own media productions or through the commercial media. 

I waive any right to inspect and/or approve the finished product and do release the Miracle Academy Private Christian School from any liability by virtue of distortion by processing. I further agree that items these may be used for publication, broadcast, or reproduction without limitation, or reservation or any fee. 

In addition, I accept responsibility, knowing that this release form is on file, to have it removed when and if I deem it disadvantageous or inadvisable to have my child featured in such a manner. (If you prefer your child not be involved in these types of activities, we will respect your wishes.) 


                    
      YES______   
NO ________


Parent Signature ____________________________


Date   ______________________

[image: image2.jpg]



We will not tolerate bullying, harassment, or intimidation that occurred on school property; at a school-sponsored activity or event off school property; virtually; on a school bus or any form of school transportation; or on the way to and/or from school in the current school year.  Bullying, harassment, or intimidation are serious and will not be tolerated.
Bullying, harassment, or intimidation means intentional conduct, including verbal, physical, or written conduct, or an intentional
electronic communication, that creates a hostile educational environment by substantially interfering with a student’s educational 
benefits, opportunities, or performance, or with a student’s physical 
or psychological well-being and is: 

· motivated by an actual or a perceived personal characteristic including race,  national origin, marital status, gender, gender orientation, gender identity, religion, ancestry, physical attribute, socioeconomic status, familial status, or physical 
or mental ability or disability; or

· threatening or seriously intimidating and
· occurs on school property, at a school activity or event, or on
a school bus; or

· substantially disrupts the orderly operation of a school.

Electronic communication means a communication transmitted by means of an electronic device, including a telephone, cellular phone, computer, or tablet.
WE (student & parent) agree to the above notice and policy

Student Name: ____________________________________

Grade: _____

Student Signature: ___________________________________

Parent Name: ________________________________________

Parent Signature: _____________________________________

Date: ____________________
To Parent or Guardian:

The purpose of this form is to provide the school nurse with additional information regarding your child’s health needs.  The school nurse may contact you for further information.  The information requested is essential for the school nurse to meet the health needs of your child.  

This information will be kept strictly confidential.

To be completed by parent/guardian.

 PLEASE PRINT.    Return to the School Nurse.
	Name of Student (Last, First, Middle)


	Birth Date
	Sex

	Address (Street)
	Race/Ethnicity

□ American Indian                                   □  White, not of Hispanic origin

□ Asian                                                    □ Hispanic/Latino

□ Black, not of Hispanic origin                 □  Other

	(City and Zip code)
	

	Home Telephone Number
	Cell Telephone Number
	School


	Grade



	Name of Parent/Guardian (Last, First, Middle)



	Transportation

□ Bus Rider                                  □ Car Rider                                  □  Special Needs Bus                          □ After School Program                                  


Part I – Health Information

	Place where your child receives regular health care:

□  Health Department
□  Hospital Clinic
□  Community Health Center

□  Private Doctor/HMO

□  Other _________________
□  No regular place

Physician’s Name:_________________________

Address: ________________________________

                ________________________________

Tel: _____________________________________
	Place where your child receives regular dental care:

□  Health Department
□  Hospital Clinic
□  Community Health Center

□  Private Doctor/HMO

□  Other _________________
□  No regular place

Dentist’s Name: _________________________

Address: _______________________________

                 ______________________________

Tel: ___________________________________


	Type of Insurance your child has:

□  Medicaid
□  No Insurance
□  Private Insurance

□  ALLKIDS

□  Other: __________________


Authorizations:

□ I authorize the school nurse, the registered nurse (RN) or licensed practical nurse (LPN), to talk with the physician(s) should a question come 

     up about my child’s medical conditions. 

□ I do NOT authorize the school nurse, the RN or LPN, to talk with the physician(s) should a question come up about my 

     child’s medical conditions. 

□ I authorize for my child to participate in all school health screenings, such as vision, hearing and scoliosis. 

□ I authorize the yearly review of my child’s Certificate of Immunization (Blue Slip) by the local Public Health Department.

	 FOR OFFICE USE ONLY

Acuity Scale:

	Level A 

Nursing Dependent
	Level B

Medically Fragile
	Level C

Medically Complex
	Level D

Health Concerns


Part II – Medical History

	□  NO KNOWN HEALTH PROBLEMS
( If no, please go directly to the bottom of the page and provide parent/guardian signature.)

	□ Attention Deficit Disorder (ADD)

OR

□  Attention Deficit Hyperactivity Disorder (ADHD)
	□ Requires medication? (Requires medication authorization from physician)

□ To be given while at school? 

	□ Allergies: Please Specify :
         □  Food    _______________________

         □  Insects   _______________________

         □  Environmental   _______________________

         □  Medications   _______________________     
	□ Hives/rash?  

□ Breathing difficulty? 

□ Epi-pen?  (Requires medication authorization from physician)

	□ Asthma:


	□ He/She uses an inhaler at school?(Requires authorization from physician)
□ He/She uses an inhaler at home?  

	□ Bleeding Problems:

(Hemophilia, Von Willebrand’s, frequent nosebleeds)
	□ Requires medication? Please explain:

    (Requires medication authorization from physician)

	□ Cancer/Leukemia:
	Please explain: 

	□ Cerebral Palsy:
	Please explain:

	□ Cystic Fibrosis:
	Please explain:

	□ Dental Problems:
	□ Braces?  OR Please explain: 

	□ Diabetes:(Requires medication and procedure authorization from physician)

         □ Type 1 Diabetic    
         □ Type 2 Diabetic      
	□ Monitors Blood Sugars while at school?
□ Requires Insulin at school?      

□ Glucagon order?    

□ Insulin pump?      

□ Managed with diet?  

	□ Emotional/Behavioral/Psychological: Please explain:

	□ Gastrointestinal/Stomach Problems: Please explain:

	□ Genetic Disorder: Please explain:

	□ Headaches: Please explain:

	□ Hearing Problems:
	□ Right Ear            □ Left Ear             □  Both ears        □  Tubes

□ Hearing loss?     □ Hearing aid?     □  Cochlear Implant

	□ Heart Condition: Please explain: Are there any activity restrictions? Any medications taken at home only?


	□ Hypertension (High Blood Pressure): 

	□ Juvenile Arthritis/Bone-Joint Problems: Please explain:

	□ Kidney Problems: Please explain:

	□ Scoliosis:
	□ No Treatment      □ Wears Brace       □ Surgery   

	□ Seizures/Convulsions: Please explain:

	Type of seizure: _____________________________________________

□ Diastat order 

	□ Sickle Cell Anemia:
	

	□ Spina Bifida:
	

	□ Special Diet: Please explain:

	□ Vision Problems:
	□ Wears glasses    □ Wears contacts   □ Other, ________________

	□ Other Medical Conditions:  Please include any medications taken at home only.









Part III – Medical Equipment /Procedures Required at School
	□  Catheter         □  Gastric Tube      □  Nebulizer Treatments     □  Oxygen Supplement            □  Tracheostomy 

□  Vagal Nerve Stimulator (VNS)      □  Ventilator                        □  Wheelchair                          □  Walker             


Required Signatures

	Signature of parent(s) or guardian:_______________________________ Date:__________________________________




Student Anti-Harassment / Anti-Violence Reporting Form








