MANITOU SPRINGS DISTRICT 14 STUDENTS DATA SHEET

Office use only:

Entry Date: Student #
Name (Legal) LAST FIRST MIDDLE (FULL)
Grade: Gender: M F

Siblings in District (name/grade):

Ethnicity (circle one): American Indian or Alaskan Native, Asian or Pacific Islander, African American, Hispanic,
Caucasian

Social Security Number: - - Birth Date: Home Phone: ()

Parent E-mail Address:

I would like the school newsletter e-mailed tome. Yes ~ No

Choice student: Yes  No  Ifyes, home school district:

Physical Address: Mailing Address: (If different from physical)
Have you at any time attended Manitou School District: If yes, which grades:
Lives with: Father Mother Other (specify relationship)
Mother’s Name:

Last First
Phone Number: W H C
Employer Name:
Father’s Name:

Last First

Phone Number: W H C

Employer Name:

Guardianship:

Parent/guardian, not living in home who needs mailings:

Name: Relation:
Mailing Address:
City: State: Zip code:

Phone Number: W () H( ) CC )




Student Name: Data Sheet Page 2

Emergency Contact (This should be someone other than yourself or spouse who would be able to pick up your child in
the event we could not contact you. In case of an emergency, please list order of contact.)

Name: Relation:

Phone Number: W () H( ) C(C )
Name: Relation:

Phone Number: W () H( ) CC )
Name: Relation:

Phone Number: W () H( ) CC )
Last School Attended

Name of School: City: State:
Date of Withdrawal: Phone: (__)

Special Programs
Please check if your student has had classes in any of the following programs so we may provide services if appropriate:

Special Education No Yes Gifted and Talented No Yes
Speech and language No Yes Section 504 No Yes
Title I Reading/Math No Yes

Student attended a public school for three or more continuous years in:

Manitou Springs School District 14 NO YES
Ute Pass Elementary NO YES
The state of Colorado NO YES
The United States NO YES

Bus Information
Transportation: (Circle one) Walk Bus Other

If your student were to ride the bus, please specify bus route and bus number student would be using based on bus
schedule given to you.

BUS ROUTE: am pm Bus Number: Bus Stop:

The McKinney Vinto Act requires schools to help support homeless children. I would like you to send me your Mckinney Vinto
materials. Yes No



Student Name: Grade: School Year:

MEDICAL INFORMATION

Doctor: Hospital: Phone:

Medical Insurance: Policy Number:

Dentist: Phone :

Health History

Does your child have any of the following:

Is there any limitation on activities? No Yes

Physical disability or needs physical assistance to access the school environment?

(Crutches, wheelchairs, prosthesis?) No Yes

Chronic health concerns?

If yes, please circle: diabetes, epilepsy, seizures, asthma, heart problems, behavior problems, depression, ADD/ADHD,
tourettes, autism, cerebral palsy, Infectious disease, or immune system weakness

Other

Serious Allergies to food, medicine or environment? No Yes

Immune system weakness or an infectious disease? No Yes

Vision or hearing concerns: Glasses or contacts? No Yes Hearing aids? No Yes
Other

A serious injury, illness, or hospitalization during the past year? No Yes

Require daily medication? No Yes

(Refer to your studentOsandbook for the Schaol District medcation policy if the medcation is neededduring the
school day.)
Is there an objection to notifying the staff about the health information on a need-to-know basis? No Yes

If you answered yes to any of the above, please explain.

EMERGENCY CARE PERMIT:When a child suffers any injury or illness while in school, an immediate and continuing
effort will be made to contact the parents. In case of serious injury or illness, first aid will be rendered and the local 911
Emergency response system will be called. (If medical care or ambulance service is necessary, parents must assume
financial responsibility.)

Colorado school districts are entitled by law to seek Medicaid reimbursement when health services are delivered to
Medicaid eligible students. School Medicaid reimbursement does not affect the family’s other Medicaid benefits in any
way. | give consent and authorize the Manitou Springs District to release to Colorado Health Care Policy and Financing
(HCPF) information related to Medicaid-eligible services delivered to my child, if/when my child is enrolled in the
Medicaid Program.

Signature Date



