PLEASE BE SURE TO HAVE EACH FORM COMPLETED IN ITS ENTIRETY BEFORE REGISTRATION DAY.  YOU WILL BE INFORMED OF THE REGISTRATION DATE AND TIME AT A LATER DATE.  WE STRONGLY ENCOURAGE YOU TO PUT THE PACKET IN THE MAIL BEFORE AUGUST 10, 2020.  THANK YOU!
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Student Information Form

	Student’s Name: 
	Gender:
	DOB:

	Address:

	

	City:
	State:
	Zip Code:



Parent/Guardian Information

	Parent/Guardian Information
Resides with: ☐    Can pick up: ☐
Can receive mail: ☐
	Parent/Guardian Information
Resides with: ☐    Can pick up: ☐
Can receive mail: ☐

	Name:
	Name:

	Address: Check here if same as student’s address: ☐


	Address: Check here if same as student’s address: ☐

	Email Address:

	Email Address:

	Cell Telephone:
	Cell Telephone:

	Home Telephone:
	Home Telephone:

	Work Telephone:
	Work Telephone:



Emergency Contact Names and Telephone Numbers/Student Pick Up
	Name
	Address
	Telephone
	Can pick up

	
	
	
	☐
	
	
	
	☐
	
	
	
	☐
	
	
	
	☐
	Visitation Restrictions (if any)

	I give my permission for my child to be photographed, interviewed, and/or videotaped for School/DPI Use, News Publications/TV Stations          YES□              NO □          Parent’s Initials ________

	Any religious objections/restrictions?


	
Print Parent/Guardian Name:


	
Signature of Parent/Guardian Name: 

	         Date:




[image: GMSBell]GOVERNOR MOREHEAD SCHOOL HEALTH CENTER



July 2020

Dear Parent/Guardian:

The GMS Student Health Center Staff are looking forward to the return of the students in August. It is time to start getting medical records together and making necessary appointments. Enclosed you will find the medical packet forms.  If your child is on daily medications, please have your child’s doctor fill in the Medication Authorization Form with medications (including over-the-counter), dosages, route, and times given.  
Also, please ask for a physician’s signature with all medication lists. Just a reminder, nurses cannot give a medication without an order signed by your physician. Children may not be allowed to stay on Registration Day if the medication is used to prevent medical problems (i.e. asthma, diabetes, allergies). Every medication must be in a pharmacy labeled bottle or package. The bottle/package itself is not accepted as an order. 

We do ask that if your child has been sick such as fever or vomiting in the previous 24 hours, please make arrangements to bring the child to school after the illness has subsided. In addition, due to the current Coronavirus pandemic, GMS is taking extra precaution to keep our students and staff safe. We will provide symptom screenings for students, staff and parents (upon returning to campus, at bus stops, etc.). 
Whenever you leave home please remember to practice the three Ws: 
Wear-a cloth covering over your mouth and nose 
Wait- 6 feet apart and avoid close contact 
Wash-your hands or use hand sanitizer 

In addition to nursing staff, I give permission for school staff to take my child’s temperature at any time during this school year.

__________________________________    ___________________________________       _____________
Student’s Name					Parent/Guardian Signature				       Date

IF SCHOOL TEAM SPORTS ARE OFFERED THIS SCHOOL YEAR, ALL STUDENTS PARTICIPATING ARE REQUIRED TO HAVE A SPORTS PHYSICAL EXAM BY THEIR PRIMARY PHYSICIAN ANNUALLY.  PHYSICALS WILL NOT BE DONE AT SCHOOL. No student will be permitted to participate in practice or events without a sports physical.  This physical is in addition to the physical examination recommended every two years for all students.  If it has been more than two years since your child has had a physical exam, you are strongly encouraged to have this completed.  It is important for the physician to keep up with the growth and development of your child and to ensure that milestones are being reached. Please do not wait to make an appointment as it will be more difficult to get your child scheduled as we get closer to the first day of school. 

When you bring your child for registration, please remember to bring a copy of your Medical Insurance Card or Medicaid card. We will have a copy machine available.  Again, please try to make a copy for your records AND postmark your Registration Packet before August 10, 2020.

Thank you,
Patricia Turner, RN
Phone Number:  919.208.6338, Fax Number:  919.715.0866  


Emergency Consent Form - 2020-2021 School Year


As the parents/guardian of  ______________________ a student at Governor Morehead School, I do hereby authorize GMS to act as my representative in giving consent for acute/emergency medical, dental, ophthalmology and/or optometry treatment as well as any psychiatric/psychological counseling necessary, during the school year.  In case of an emergency, prior to any major medical treatment, every effort will be made to contact me.  As parent/guardian, I will assume responsibility for all expenses involved in the treatment of my child not covered by the school or other insurance.  I assume responsibility for expenses incurred related to purchasing prescription medication for my child.  GMS will not be financially responsible for providing prescription medication to students.  I will provide a valid insurance card to GMS to be used for my student to obtain acute/emergency medical services and/or medication.

I authorize the release of any health care information from any health care facility or physician to the school physician or the school nurse.  I authorize the release of any and all health care information from the school physician or the school nurse, which in their best judgment is necessary for the health and well-being of my student.  

In the event of a medical catastrophic event (such as Bioterrorism or Pandemic Flu) I give permission for my child to receive services such as antibiotics/antiviral agents or vaccines.

I authorize the Student Health Center staff and school physician to:
· Provide acute and routine health care services to my student.
· Provide vision, health and dental screenings as required or recommended by the Department of Public Instruction and NCDHHS.
· Administer medications and treatments for my student as directed by the Student Health Center Physician.
· Transport my student to health care facilities such as Wake Med Hospital and Wake Radiology.
· Radiology for acute/emergency services deemed necessary by the school physician.
· Accept physician orders for medication, treatment regimens, and dosage adjustments to said physician order and I understand that if discrepancies exist between my dosage request and the written physician’s order that the nurse is obligated to administer medication as written on the physician’s order until a new order is obtained which concurs with my dosage request.
I agree to:
· Provide physician’s orders signed by the prescribing physician, and all medications, treatments, special dietary order/restrictions, alternative medication and therapy.
· Provide all medication in pharmacy labeled containers listing the name of the medication or treatment, the name of the prescribing physician, current dosage schedule, the date of the prescription and the number of refills.
· Provide update emergency contact information to the nursing staff immediately when such information changes.
· Be financially responsible for payment of all health care bills generated in health care facilities and pharmacies other than those stock health care supplies and the services provided by the nursing staff and school physician within the confines of the Student Health Center.
I understand that:
· My student is required to participate in curriculum required physical education.
· The NC High School Athletic Association requires my student to have sports physical within the previous 12 months before being allowed to practice or play in any interscholastic team sport.
· This authorization shall be effective upon the first day of school and shall end upon the last day of school.

Your child’s confidential medical/psychiatric record will be maintained at the Student Health Center.  The Student Health Center staff may use or disclose your child’s information to any referred physician, clinic, or hospital in order to provide, coordinate or manage his/her medical/psychiatric care.  This information may include allergies, medical problems (current and past), and psychiatric history summary, current information (i.e. behavior/ treatment plan), medications history and regimens.  This information may be provided to appropriate staff members working directly with my child on a one to one ‘need to know’ basis and only minimal information needed to assist with providing my child appropriate care will be released.  Information to be shared with other staff would include allergies, potential side effects of medications and care for medical conditions, physical disabilities and limitations, psychiatric history summary, current treatment plan and behavior plan so as to assure appropriate care is provided to my child.

Parent/Guardian’s Name  _________________________________                        _________________
                                                      (Signature)                                                                  Date
Witness  ______________________________________________                         _________________
                                           (Signature)                                                                             Date

Parent’s Consent for Medicaid
2020-2021 School Year

Information to be completed by Parent/Guardian for the Education Services f/t Deaf & Blind Medicaid Billing Program.  The disclosure form indicates by your signature that you are aware your child’s confidential educational and medical information will be disclosed to Medicaid.  GMS is allowed by current laws to file for Medicaid reimbursement if your child is eligible for Medicaid and receives services such as: Nursing Services, Physical Therapy, Occupational Therapy and Speech Therapy.


Student’s Name: ___________________________________

Student’s Social Security Number______________________

Student’s Medicaid ID Number______________________

Student’s Birth Date:  _______________                             Student’s Sex: _____________

Student’s Address: ______________				______________________
Street			City/State			Zip Code

Student’s Phone Number: ______________________

Name School Attends: The Governor Morehead School f/t Blind		USD#_______________

Parent’s/Guardian’s Name_________________________________________________________

Name of Student’s Doctor__________________________________________________________

Doctor’s Address_________________________________________________________________
			Street					City/State		Zip Code

Doctor’s Phone Number (____) ___________

Please allow the school to copy or send a copy of your child’s Medicaid Card with this form.  This form needs your signature and it will be placed in your child’s health file.  


Release of Information Authorization

My signature below authorizes the school district indicated above and the North Carolina State Department of Education to share with the North Carolina Medicaid Agency my child’s identification and IEP information.  This information is to be used to allow the school district to claim Medicaid funds for health related services delivered to my child.

I am aware that the Local Education Agency is responsible for providing special education and related services as listed on my child’s IEP at no cost to me.  My signature on this form will assist my school district in receiving funds to help pay for special education services.  I have signed and understand this information.

Parent’s/Guardian’s Name ________________________________ 	___________________
					(Printed)					Date

Parent’s/Guardian’s Name ________________________________ 	___________________
					(Signature)					Date

SPECIAL HEALTH CARE PERMISSION
2020-2021 School Year


(The Health Education permission is effective for the entire school year and terminates on the last day of school.)

Health Education Permission:

Student Health Services and health care professionals from the community conduct health sessions.  These speakers include health educators, local physicians, nurses and other health care professionals.  Each health care professional has specific expertise on the subject presented.  These speakers conduct similar sessions in the Wake County Public Schools.

All sex education curriculums are abstinence based.  All sessions are general session lasting one hour and do not include individual counseling.  These sessions are being conducted at the request of the students.  Students attend on a voluntary basis.  Students are separated into same sex classes.

|_|	My child, ____________________________ has my permission to participate on a voluntary basis in all Health Sessions listed below.

|_|	My child, _____________________________ does not have my permission to participate on a voluntary basis in all the Health Sessions listed below.

|_|	My child, ____________________________ has my permission to participate in all Health Sessions with the exception of the following:  Please list all discussions in which you do not want your student to participate.

_________________________________________________________________________________________

_________________________________________________________________________________________


List of Subjects:  Sexual Education/STDs, Dating, Date Rape/Sexual Assault Prevention, HIV/Aids Prevention, Tobacco Use Prevention, Substance Abuse Prevention, Abstinence Based Family Planning, Human Reproductive System, Life Cycle from Pregnancy to Birth, Personal Hygiene Tips, Breast Self-Exam, Testicular Exam for boys, Pelvic Exam/Pap Smear for girls, Mammogram, Hernia Exam for boys, Nutrition, Eating Disorders, Acne/pimples, Self Esteem, Healthy Weight Loss, Healthy Weight Training.

Please list any other subjects you would like to see discussed during our sessions.

_________________________________________________________________________________________

_________________________________________________________________________________________






Parent’s/Guardian’s Name: ___________________________________		_____________________
				(Print)						Date

Parent’s/Guardian’s Name: ___________________________________		_____________________
(Signature)					Date



GOVERNOR MOREHEAD SCHOOL FOR THE BLIND
STUDENT HEALTH CENTER
PERMISSION FOR PSYCHIATRIC CARE AND AUTHORIZATION TO PROVIDE PSYCHIATRIC ATTENTION

Student’s Name:  _________________________________				 Date of Birth: ______________

Consent is hereby given for my child to:
· Be evaluated and treated by the school Child Psychiatrist and to receive medications, treatments, and lab work as ordered.
· Be seen by the school Psychiatrist for evaluation, consultation, and counseling.  To receive medications prescribed by the school Psychiatrist.
· Be referred by the Child Psychiatrist, counselors, or nurse to the local mental health agency for consultation, evaluation, individual/group therapy and/or individual counseling.
· Be referred by the Child Psychiatrist for medical evaluation.
· Receive prescribed medications that I send from home.  These medications must be sent in the original containers and properly labeled.  I will notify nursing staff by letter or telephone for the reason for the medication.   I give my permission for the Student Health Center staff to contact the prescribing physician to obtain orders to administer this medication.
· Receive prescribed medications when my child is away from the Student Health Center on a field trip or activity.  I give consent for designated trained staff members to administer the medication to my child as prepared by the Student Health Center staff/pharmacy.
· Be referred by the Child Psychiatrist/treatment team for evaluation and counseling by the school’s behavioral specialist and the school’s counselors.
· Be transported by a GMS employee to and from a clinic, physician’s office, Mental Health Agency, or hospital as referred by the Child Psychiatrist/counselor/nursing staff.
· Receive any emergency psychiatric care when necessary whether the incident occurs at GMS, while participating in a school sponsored field trip/athletic event away from the school, during transportation of my child to and from that event, or during transportation of my child to and from home.  I hereby authorize the Governor Morehead School for the Blind to locate the necessary psychiatric attention and to sign on my behalf any required papers authorizing treatment.  I am responsible for any/all medical costs incurred for emergency treatment of my child.  I understand attempts will be made to reach me for all emergency/psychiatric care involving my child.  I will provide the Student Health Center with current medical/psychiatric history to include medication, food, and/or environmental allergies and past/current medical/psychiatric information that are necessary for providing appropriate care to my child.  I give permission for the treating facility to release treatment records to the Student Health Center following emergency psychiatric treatment.
· Your child’s confidential medical/psychiatric record will be maintained at the Student Health Center.  The Student Health Center staff may use or disclose your child’s information to any referred physician, clinic, or hospital in order to provide, coordinate, or manage his/her medical/psychiatric care.  This information may include allergies, medical problems (current and past), and psychiatric history summary, current information (i.e. behavior/treatment plan), medications history and regimens.  This information may be provided to appropriate GMS staff members working directly with my child on an one to one “need to know” basis and only the minimum information needed to assist with providing my child appropriate care will be released.  Information to be shared with other staff would include allergies, potential side effects of medications and care for medical conditions, physical disabilities and limitations, psychiatric history summary, current treatment plan and behavioral plan so as to assure appropriate care is provided to my child.
I have read and understand this permission form.  This permission form will be effective from August 16, 2020 to July 2, 2021.

	_____ I give approval.
	_____ I do not give approval.		

	Parent/Guardian Name: _________________________________________		_______________
      (Signature)						Date

	Signature of Nurse Reviewing: ___________________________________		_______________															Date



Governor Morehead School for the Blind
Eye Examination Report (or provide a document from the doctor)
Required of all New Students on admission, and every three years for current students



Patient’s Name: __________________________		Date of Birth: __________________

Address: __________________________	City: _______________________	State: NC	Zip: ______


	Ocular History (e.g., previous eye diseases, injuries, or operations)


	Age of Onset  ______________
	History ______________________________________

	

	Dilation this exam?   ____ yes     ___ no     
	




Visual Acuity

If the acuity can be measured, complete this box using Snellen acuities or Snellen equivalents, NLP, LP.  If indicating HM or CF, please specify distance.

	
	
	Without Glasses
	With Best Correction

	Distance
	O.D.
	
	

	
	O.S.
	
	

	Near
 (16 inches)
	O.D.
	
	

	
	O.S.
	
	

	Intermediate
(32 inches)
	O.D.
	
	

	
	O.S.
	
	



Muscle Function

	Normal   
	Abnormal   
	Describe   



	Intraocular Pressure Reading
	Right ______________
	Left ______________




Visual Field 

	   Type of test used:

	   There is no apparent visual field restriction

	   There is a field restriction
	Describe:  

	    The visual field is restricted to 20 degrees or less     

	



	Color Vision
	  Normal
	  Abnormal



	Photophobia
	  Yes
	  No



	Diagnosis (Primary cause of vision loss)

_______________________________________________________________________________________

_______________________________________________________________________________________




	Prognosis
	  Permanent
	  Recurrent
	  Improving

	
	  Progressive
	  Communicable
	  Can be improved




	Treatment Recommended (If any boxes checked, please specify):

	  Reading Glasses: __________________________

  Distance Glasses: ___________________________________________

  Absorptive Lenses: 
___________________________________________


	  Surgery:  _______________________________

  Short-Term Bedrest / Restricted Activity:  __________________________________________ 

  Long-Term Restricted Activity:  ___________________________________________

	  Patches (schedule)
	  Hospitalization will be needed for approximately
________ days

	          Right _________
	

	          Left _________
	

	
	

	  Medication: __________________________________________________________________________

	  Refer for other medical treatment / exam ___________________________________________________

	  Clinical Low Vision Exam


	  Other: _______________________________________________



Precautions or Suggestions (e.g., lighting conditions, activities to be avoided, etc.)

_______________________________________________________________________________________

_______________________________________________________________________________________

Scheduling
Date of next appointment: ______________________		Time: ___________________________

___________________________________________		________________________________
Print or Type Name of Licensed					Signature of Licensed Ophthalmologist
Ophthalmologist or Optometrist					or Optometrist
___________________________________________		__________________________________
Address								Date of Examination
								
___________________________________________		(___) _______________________________

City				State		Zip		            Telephone Number

2


Student Health Center Medication Authorization Form
2020-2021 School Year

	THIS PORTION TO BE COMPLETED BY A PHYSICIAN

	Student’s Name: 
	Date of Birth: 

	Please write each medication name, dose, route (by mouth, apply to skin, rectally), and the number of times to be given each day.

	
	

	Name of Medication
	Dose
	Route
	# of times to be given each day

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	______________________________________________________
Signature of Physician/Physician Assistant/Nurse Practitioner
	________________________
Date

	
	

	______________________________________________________
Print Name of Physician/Physician Assistant/Nurse Practitioner
	________________________
Area Code/Phone Number

	THIS PORTION TO BE COMPLETED BY PARENT/GUARDIAN

	I, as the parent/legal guardian of the above named student, do hereby give permission for my child to receive the following medication(s) regularly as prescribed by a licensed physician. I understand that:
· Medication is to be administered by GMS nursing staff or designated personnel, when prepared by the pharmacy/nursing staff. I hereby authorize Nursing Staff to delegate administration of medications to certified non-medical personnel. Initial _____
· Designated non-medical school personnel will be trained annually to administer medication to students when a nurse is unavailable. Medications given by non-medical personnel will include prescription medications and over-the-counter medications on field trips and weekend activities. Initial _____
· NO medications will be given without prior authorization from Student Health Center nursing staff.
· The medication purpose, potential side effects/adverse reactions, and any precautions or special directions regarding medication administration, have been explained to me by my child’s physician, nursing staff, pharmacist, counselor, or medication information sheet.
· As the parent, I may (at any time), revoke permission to have the medication(s) administered.

This permission is valid for the school year  2020 – 2021

I have read and understand the above information.
Parent/Guardian Signature:  ___________________________________________  Date:  _______________________



Physical Examination Form 2020-2021

This form is to be completed by a licensed physician, physician’s assistant or nurse practitioner.   Our Middle School and High School Student Athletes are required to have a Sports Physical within the previous twelve months in order to participate in interscholastic sports.

	Student’s Name: 
	DOB: 
	Date of Physical: ____/___/____

	VITAL SIGNS/LABS/ALLERGIES:

	HT:
	WT:
	Temp:
	Pulse:
	Resp:
	BP:

	PHYSICAL EXAMINATION: 

	Check if Normal:
	Describe Abnormalities:

	|_|Eyes
	

	|_|Ears/Nose/Throat
	

	|_|Head/Neck
	

	|_|Chest/Heart/Lungs
	

	|_|Abdomen
	

	|_|Genitalia/Hernia/Testes (Boys)
	

	|_|Menses/Breast Exam (Girls if age appropriate)
	

	|_|Skin
	

	|_|Extremities
	

	|_|Spine
	

	|_|Neurological
	

	Please summarize history or findings and/or elaborate on above if necessary:

	
_______________________________________________________________________________________________

_______________________________________________________________________________________________


	PHYSICIAN RESTRICTIONS: Students are required to participate in curriculum required physical education and are expected to meet athletic team responsibilities and commitments unless restricted by written physician order.

	☐YES  ☐NO   Must wear eye protection?
☐YES    ☐NO  Can participate in contact sports?
☐YES    ☐NO  Can participate in prolonged cardiovascular activities?
☐YES    ☐NO  Needs additional coverage with sun exposure (extra sunscreen, hats, additional clothing)?

	Please list any specific restriction and the duration of the restriction:







	




Signature of Physician					Phone Number				Date

__________________________________________________________________________________________
Printed Name of Physician				Address				City		State		Zip

Governor Morehead School for the Blind
2020-2021 Medical History Update

Student’s Name: _____________________________			Date of Birth: _____________

Parent/Guardian please complete the following information related to your child’s health and medical history.

[bookmark: Check3][bookmark: Check4]1.	Has your child been seen by a doctor in the past 6 months?		|_|Yes	|_|No
If yes, why was he/she seen and what was the approximate date?  ______________________________
[bookmark: Check1][bookmark: Check2]2.	Has your child been seen by the dentist in the past 6 months?		|_|Yes	|_|No
[bookmark: Check5][bookmark: Check6]3.	Has your child been seen by an eye doctor in the past year?		|_|Yes	|_|No
[bookmark: Check7][bookmark: Check8]4.	Has your child ever had any type of surgery?				|_|Yes	|_|No
5.	Was your child diagnosed with COVID19 within the last six months?	|_|Yes	|_|No
6.	Does your child have any problems with any of the items listed below? If yes, please explain.

	Ever had an eye injury
	|_|Yes
	|_|No
	
	
	Frequent ear infections
	|_|Yes
	|_|No

	Visual problems
	|_|Yes
	|_|No
	
	
	Ever had tubes in ears
	|_|Yes
	|_|No

	Seasonal allergies
	|_|Yes
	|_|No
	
	
	Frequent headaches
	|_|Yes
	|_|No

	Frequent sinus infections
	|_|Yes
	|_|No
	
	
	Frequent sore throats
	|_|Yes
	|_|No

	Ever had a head injury
	|_|Yes
	|_|No
	
	
	Diabetes
	|_|Yes
	|_|No

	
	
	
	
	
	
	
	

	Complaints of chest pain
	[bookmark: Check19]|_|Yes
	[bookmark: Check20]|_|No
	
	
	Ever had any bleeding problems
	|_|Yes
	|_|No

	Ever had any heart problems
	|_|Yes
	|_|No
	
	
	Anemia
	|_|Yes
	|_|No

	Heart murmur
	|_|Yes
	|_|No
	
	
	Frequent stomach aches
	|_|Yes
	|_|No

	Difficulty breathing
	|_|Yes
	|_|No
	
	
	Any problems swallowing
	|_|Yes
	|_|No

	Chronic cough
	|_|Yes
	|_|No
	
	
	Frequent indigestion
	|_|Yes
	|_|No

	Asthma
	|_|Yes
	|_|No
	
	
	Diarrhea/Constipation
	|_|Yes
	|_|No

	Does he/she use inhaler
	|_|Yes
	|_|No
	
	
	Problems controlling bowels
	|_|Yes
	|_|No

	Frequent chest colds
	|_|Yes
	|_|No
	
	
	Problems controlling bladder
	|_|Yes
	|_|No

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Permitted to play sports
	|_|Yes
	|_|No
	
	
	Ever had any broken bones
	|_|Yes
	|_|No

	Permitted to participate in PE
	|_|Yes
	|_|No
	
	
	Ever had any pulled muscles
	|_|Yes
	|_|No

	Ever had any back injury
	|_|Yes
	|_|No
	
	
	Complaints of bone pain
	|_|Yes
	|_|No

	Any serious joint/ligament injury
	|_|Yes
	|_|No
	
	
	Frequent ankle sprains
	|_|Yes
	|_|No

	Complaints of joint pain
	|_|Yes
	|_|No
	
	
	Ever had any orthopedic surgery
	|_|Yes
	|_|No

	Does he/she exercise regularly
	|_|Yes
	|_|No
	
	
	Does he/she lift weights
	|_|Yes
	|_|No

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Any problems sleeping
	|_|Yes
	|_|No
	
	
	Nightmares
	|_|Yes
	|_|No

	Bedwetting
	|_|Yes
	|_|No
	
	
	Frequent temper tantrums
	|_|Yes
	|_|No

	Problems paying attention
	|_|Yes
	|_|No
	
	
	Acting sad or depressed
	|_|Yes
	|_|No

	Acting anxious, panicky
	|_|Yes
	|_|No
	
	
	Ever tried to hurt or kill himself
	|_|Yes
	|_|No

	Physically aggressive
	|_|Yes
	|_|No
	
	
	Problems managing anger
	|_|Yes
	|_|No

	
	
	
	
	
	
	
	






































Please explain below any YES answers to your responses above:








7.  Please list any allergies (insects, medications, etc.):  ____________________________________________
_________________________________________________________________________________________

Parent/Guardian Signature: ___________________________________ 	Date: _______________

Reviewing Nurses’ Signature: _________________________________ 	Date: _______________
Student Health Center
Health Care Provider Information and Student Insurance 
2020-2021 School Year

	Health Care Provider Information

	Student Personal Information:

	Student Name: 
	Date of Birth: 
	Date: ___/___/____

	Student SS#: ___/__/___
	Age: 
	Gender: 
	Ethnicity: 

	

	Primary Care Physicians/Dentists/Other Physicians who serve your student:
(Note the school physician is not your student’s primary care MD)

	Student’s Home Doctor:
	Phone:
	Fax: 

	Student’s Home Dentist:
	Phone:
	Fax: 

	Student’s ENT Doctor:
	Phone:
	Fax: 

	Student’s Orthopedist:
	Phone:
	Fax: 

	Student’s Neurologist:
	Phone:
	Fax: 

	Student’s Psychiatrist:
	Phone:
	Fax: 

	Eye Doctor:
	Phone:
	Fax: 

	Student Insurance Information
(Attach copies of all health insurance cards, prescription cards and Medicaid card)

	Student’s Health Insurance Provider:
	Group/Certificate#:
	DOB

	Name of Policyholder:
	Relationship:
	

	Student’s Prescription Plan Provider:
	Group Certificate# 
	

	Name of Family’s Authorized Pharmacy:
	Phone:
	

	I certify that the information listed above is true to my knowledge.  I agree to inform the nursing staff of any changes to the above information.  I authorize the school director, medical director and nursing director to release the above information to any and all health care providers as well as to direct care staff members for the purposes of education, evaluation, diagnostic testing and follow up in compliance with the Health Information Privacy Protection Act.  I authorize the release of any and all medical and health information to the Student Health Center medical director and nursing director from any of the above named Physicians, dentists, health care providers and insurance companies in compliance with the Health Information Privacy Protection Act (HIPPA)

	
Parent / Guardian Name  _________________________________                        _________________
                                                              (Print)                                                                      Date

Parent / Guardian Name _________________________________                      _________________
                                                                (Signature)                                                            Date







DIETARY


Dear Parent/Guardian:  
 
Children need healthy meals to learn. Governor Morehead School f/t Blind offers healthy meals every school day.  
Here at the Governor Morehead School f/t Blind, we participate in 3 federally funded programs for our students.  The School Breakfast Program, the National School Lunch Program and the Community Eligibility Provision, known as CEP. 
As a participant in these programs our students received breakfast and lunch meals that meet the USDA criteria for Healthy, Hunger-Free Kids Act established in 2010. 
Below is a brief outline of the programs.
 
School Breakfast Program (SBP) 
 
National School Lunch Program (NSLP) 
 
Community Eligibility Provision Evaluation (CEP) 

 
If you have any questions or concerns please reach out to GMS Food Service Director, Mr. Jonathan White at jonathan.white@esdb.dpi.nc.gov or 984-292-3140. 
We look forward to another exciting school year!  Go Chargers! 


















PLEASE DO NOT RETURN THIS FORM.


Guidance for Completing the Medical Statement for Students 
with Unique Mealtime Needs for School Meals

	PART A - PARENT/GUARDIAN
The Medical Statement for Students with Unique Mealtime Needs for School Meals helps schools provide meal modifications for students who require them.  Schools cannot change food textures, make food substitutions, or alter a student’s diet at school without proper documentation from the healthcare providers.   Completion of all items will allow your child’s school to create a plan with you for providing safe, appropriate meals and snacks to your child while at school.  

Your participation in this process is very important.  The sooner you provide this signed and completed form to your child’s school, the sooner the School Nutrition Program and their staff can prepare the food your child needs.  Your signature is required for your school to take action on the Medical Statement.

Follow these steps to get started:	
1)	Complete all sections of PART A of the Medical Statement.
2)	Take the Medical Statement to your child’s pediatrician or family doctor/nurse practitioner/physician’s assistant and have him/her complete PART B.
3)	RETURN THE FULLY COMPLETED MEDICAL STATEMENT WITH SIGNATURES FROM BOTH PARENT/GUARDIAN AND MEDICAL AUTHORITY, TO YOUR CHILD’S TEACHER, PRINCIPAL, NURSE, SPECIAL EDUCATION CASE MANAGER, OR SECTION 504 CASE MANAGER, SCHOOL NUTRITION ADMINISTRATOR, OR THE SCHOOL STAFF PERSON WHO GAVE YOU THE BLANK FORM.
4)	Ask the school when a team, including you, the school system’s School Nutrition Administrator and others, will meet to consider the information provided on the form.  You may also invite people from the community who are knowledgeable about your child’s feeding and nutrition issues to the meeting.  These would be people who could help school staff design a school mealtime plan for your child, like your child’s pediatrician, nurse, speech-language pathologist, occupational therapist, registered dietitian or personal care aide.

PART B – RECOGNIZED MEDICAL AUTHORITIES 	(Licensed physician, physician assistant, and nurse practitioner)
A Recognized Medical Authority’s signature is required for students with a disability. Schools cannot change food textures, make food substitutions, or alter a student’s diet at school without proper documentation from the healthcare providers.  Meal modifications are implemented based on medical assessment and treatment planning and must be ordered by a recognized medical authority.
Please consider the following as you complete PART B of the Medical Statement:
1) Complete all sections of PART B. Completion of all items will streamline efficient care of the student at school.  
2) Be as specific as possible about the nature of the student’s physical or mental impairment, its impact on the student’s diet and major life activities that are affected.  In the case of food allergy, please indicate if the student’s condition is a food intolerance, an allergy that would affect performance and participation at school (e.g., severe rash, swelling, and discomfort), or a life-threatening allergy (e.g., anaphylactic shock).
3) If your assessment of the child does not yield sufficient data to make a determination about food substitutions, consistency modifications, or other dietary restrictions, please refer the child/family to the appropriate health care professional for completion of the assessment.  Schools do not routinely have instrumentation and/or staff trained for a comprehensive nutrition and feeding assessment and must partner with community providers to meet a student’s unique feeding and nutrition needs. 
4) Attach any previous and/or existing feeding/nutrition evaluations, care plans, or other pertinent documentation housed in the student’s medical records to the Medical Statement for parent/guardian delivery to the school.
5) Consider being available to consult with the student’s mealtime planning team as it implements the feeding/nutrition care plan. 

PART C – SCHOOL NUTRITION ADMINISTRATOR and IEP/504 REPRESENTATIVE		
Please consider the following as you complete PART C of the Medical Statement:
Signature of the School Nutrition Administrator and 504 Coordinator or IEP Case Manager/EC Program representative indicates the medical statement has been received, reviewed, and a plan to address the student’s unique mealtime needs is being developed/implemented.











PLEASE DO NOT RETURN THIS FORM.


Medical Statement for Students with Unique Mealtime Needs for School Meals

When completed fully, this form gives schools the information required by the U.S. Department of Agriculture (USDA), U.S. Office for Civil Rights (OCR), and U.S. Office of Special Education and Rehabilitative Services (OSERS) for meal modifications at school.  See “Guidance for Completing Medical Statement for Students with Unique Mealtime Needs for School Meals” (previous page) for help in completing this form.
	PART A (To be completed by PARENT/GUARDIAN)

	STUDENT INFORMATION
	Last Name:

	First Name:

	Middle Name:
	Date of Birth


	
	School:

	Grade

	Student ID#


	The school-provided meals and/or snacks in which this student will participate:
	                                                                                                                                                                             X School Breakfast Program     X National School Lunch Program  
X Dinner and snacks (non-reimbursable)  

	PARENT/GUARDIAN
CONTACT INFORMATION
	Printed Name of PARENT/GUARDIAN:

	
	Mailing Address:

	City: 

	State:

	Zip Code:


	
	Work Phone:

	Home Phone:

	Mobile Phone:

	Email:


	Please describe the concerns you have about your student’s nutritional needs at school: 
	

	Please describe the concerns you have about your student’s ability to safely participate in mealtime at school?
	

	Does the student already have an Individualized Education Program (IEP)?     
X YES        NO
	NOTE: Unique mealtime needs for students without an IEP, 504 or disability, but with general health concerns, are addressed within the meal pattern at the discretion of the School Nutrition Administrator and policies of the school district.

	Does the student already have a 504 Plan?     
  YES      X  NO
	

	PARENT/GUARDIAN Consent 
	I agree to allow my child's health care provider and school personnel to communicate as needed regarding the information on this form.  





Parent/Guardian Signature: 	Date: 

	Please return this fully completed Medical Statement with signatures from both parent/guardian and medical authority, to your child’s teacher, principal, nurse, Special Education case manager, or Section 504 case manager, School Nutrition Administrator, or the school staff person who gave you the blank form.



	
STUDENT’S NAME:    
	
	STUDENT ID#:     
	

	



PART B (To be completed by a RECOGNIZED MEDICAL AUTHORITY, i.e., Licensed physicians, physician assistants, and nurse practitioners)

	Describe the student’s physical or mental impairment:

	Explain how the impairment restricts the student’s diet:


	Major life activities affected:
Select all that apply. 
	  Walking	  Seeing	  Hearing	  Speaking 	  Performing manual tasks   
  Learning	  Breathing 	  Self-Care 	  Eating/Digestion 
	  Other (please specify):



	Is this a Food Allergy? 	 YES	 NO     

Is this a Food Intolerance? 	 YES	 NO 
	If student has life threatening allergies* check appropriate box(es):
*Students with life threatening food allergies must have an emergency action plan in place at school.
  Ingestion	  Contact	  Inhalation

	Specify any dietary restrictions or special diet instructions for accommodating this student in school meals:

	For any special diet, list specific foods to be omitted and the recommended substitutions. 
(You may attach a separate care plan)
	 Foods to be Omitted    
	
	Recommended Substitutions
	Foods to be Omitted
	
	Recommended Substitutions

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



	Designate safest consistency requirement for FOOD:
	Designate safest consistency requirement for LIQUIDS:

	  Pureed	  Mechanical Soft 
  Ground	  Chopped
	  Other (please specify):
	  Clear Liquid	  Nectar-thick	
  Full Liquid	  Honey-thick
	  Pudding-thick
	  Other (please specify):

	Other comments about the child’s eating or feeding patterns, including tube feeding if applicable:

	*NOTE* If your assessment of the child does not yield sufficient data to fully complete the above sections applicable to the student’s mealtime needs, please refer the child/family to the appropriate health care professional for completion of the assessment. 



	Signature of Recognized Medical Authority*

	Printed Name

	Phone Number
(           ) 
	Date


	* A recognized medical authority in N.C. includes licensed physicians, physician assistants and nurse practitioners.



	PART C (To be completed by SCHOOL DISTRICT ADMINISTRATORS)
	NOTES: (School Nutrition/other School Program staff)  

	School Nutrition Administrator’s Signature:  	Date:
	

	IEP/504 Coordinator Signature:  	Date:
	




RESIDENTIAL LIFE PROGRAM SKILLS CHECKLIST

Student____________________________________________Age_____________

LIVING SKILLS

Record the most appropriate number next to each skill listed below.  Next to each skill, list any adaptive materials the student uses to complete the task.

	1 - Independent with no supervision necessary
	2 - Independent with supervision needed for mobility or orientation
3 - Completes task independently but not adequately, and requires staff assistance to ensure thoroughness
	4 - Cooperates while staff completes task
	5 - Resists task

	Independent Living Skills
	1
	2
	3
	4
	5

	Bathing (circle preferred: tub bath/shower)
	
	
	
	
	

	Use bathroom/cleans self independently
	
	
	
	
	

	Brush Teeth
	
	
	
	
	

	Comb/Brush Hair
	
	
	
	
	

	Wash Face and Hand
	
	
	
	
	

	Eating (circle utensils used: spoon/fork/knife)
	
	
	
	
	

	Drinking and Pouring Fluids
	
	
	
	
	

	Dressing (Undergarments, Street Clothing)
	
	
	
	
	

	Zipping/Buttons
	
	
	
	
	




Please note any skills you would like to see improvement:
_________________________________________________________________________________________________

_________________________________________________________________________________________________

COMMUNICATION
Circle the most appropriate response.

	EXPRESSIVE COMMUNICATION
	RECEPTIVE COMMUNICATION
	RESPONSE 
TO CHANGE

	Engages in cooperative conversation
	Follows multi-step request
	Accepts change well and quickly

	Expresses only basic wants/needs
	Follows simple one-step request 
	Accepts change cautiously 

	Limited functional speech
	Does not respond to requests
	Requires assurances with change

	No communication
	
	Reacts negatively with change



LEISURE


List any preferred leisure activities and indicate if student works independently with the activity or requires assistance. 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________


GUARDIANSHIP




Parent(s)/Guardian(s):


If you have guardianship or any court ordered papers (restraining orders, termination of parental rights, adoption, etc.) for your child, please bring a copy to Registration Day.  It is vital that we have these documents so that the correct individuals are (or are not) involved in educational planning.  

Questions or concerns?  Feel free to contact me, 984.292.3033.  

Thank you and I look forward to working with you!



Shonny Williams, MSW
School Social Worker/Enrollment Coordinator










PLEASE DO NOT RETURN THIS FORM.


SOCIAL AND DEVELOPMENTAL HISTORY

Student’s Name:  ______________________________________


Mother’s Name:__________________________	Occupation:  ______________________
Stepmother’s Name:  ______________________ Occupation:  ______________________

Father’s Name:  __________________________  Occupation:  ______________________
Stepfather’s Namer:  ______________________  Occupation:  ______________________


Please list the name and ages of all people currently living at your child’s residence:

NAME				RELATIONSHIP TO CHILD		AGE
_____________________	__________________				___________
_____________________	__________________				___________
_____________________	__________________				___________
_____________________	__________________				___________
_____________________	__________________				___________
_____________________	__________________				___________

What are your hopes or vision for your child?  _____________________________________
_____________________________________________________________________________

What concerns do you have or about for your child?  _______________________________
_____________________________________________________________________________

Describe any complications/concerns, if any, during the pregnancy:  __________________
_____________________________________________________________________________

Describe any complications with the birth, delivery, or after delivery: _________________
_____________________________________________________________________________

Age your child:  Sat alone  ____	Crawled ____	Walked alone  ____	
Spoke first words  ____		Spoke in complete sentences  ____		Toilet trained  __ 

Are there conditions at home that may be influencing your child’s development and/or behavior (family illness, marital issues, etc)?  If so, please explain:  ___________________
_____________________________________________________________________________

How does your child get along with adults at home?  ________________________________
_____________________________________________________________________________
How does your child get along with siblings at home?  ______________________________
_____________________________________________________________________________

Describe your child’s friendships:  _______________________________________________
_____________________________________________________________________________

What are your child’s favorite activities?  _________________________________________
_____________________________________________________________________________

Unusual or Atypical Behaviors:  Check all that apply.
__  Intense preoccupation with specific subjects or objects 
__  Eccentric forms of behavior
__  Lack of awareness of sensitivty to the need or feelings or others
__  Difficulty understanding jokes/humor
__  Difficulty adjusting to change in plans/routines
__  Self injury or physical aggression towards others
Please explain any checked items:  _______________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Any other information you believe may be important for the school to be aware of:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________










Name of Person Completing this Form:  _______________________________ Date:  __________




GOVERNOR MOREHEAD SCHOOL STUDENT DIGITAL and REMOTE LEARNING AGREEMENT FORM
As a student, I understand that having access to digital and remote learning opportunities is an essential part of my education at GMS. I also understand that there are certain rules about what I am allowed to do online. Therefore, I agree to follow these rules:
I understand that my online activities are being monitored and will accept responsibility 
      for my actions.
I will not give my name, address, telephone number, school, my teachers’ names or parents’ names, addresses, or telephone numbers nor will I agree to meet in person with anyone from the Internet. 
I will not give out any school related passwords (email, Canvas, Teams, etc.) to anyone (even my best friends) other than my teachers/parents.
I will not send a picture or video of myself or others over the Internet without my teachers’ or parents’ permission. Teachers’ permission must be in writing.
I will not fill out any form or request online that asks me for any information about my school, my family, or myself without first asking for permission from my teachers or parents. Teachers’ permission must be in writing.
I will tell my teachers if I see any bad language or pictures on the Internet, or if anyone makes me feel nervous or uncomfortable online.
I will not use any articles, stories or other works I find online and pretend it is my own.
I will practice safe computing and only open email attachments from trusted sources.
I will be a good online citizen and not participate in any activity that hurts others, such as bad language, cyberbullying and harassment or is against the law or my school’s policy.
I will adhere to the Remote Learning Expectations listed below.
Remote Learning Expectations: You will be held to the same standards as in the classroom:
Be Prepared: Log-in early so that you have your equipment set up and can troubleshoot any connection issues. 
Dress appropriately according to the GMS dress code.
Minimize distractions and interruptions.
Participate and complete assignments.
Practice scholarly integrity: Do your own work to the best of your ability and never attempt to pass off others’ work as your own.

Prohibited Conduct
The prohibited conduct may include, but is not limited to, abusive jokes, insults, slurs, false rumors, derogatory comments, name-calling, hitting, shoving, spitting, intimidation, threatening or forcing to do things, and cyber-bullying (using the Internet, email, or text messaging to bully).

Bullying and Harassing Behavior:
Bullying and harassing behavior is any pattern of gestures or written, electronic, or verbal communications, or any physical act or any threatening communication, that takes place on school property, at any school-sponsored function, on the internet or on a school bus, and that:

a. Places a student or school employee in actual and reasonable fear of harm to his or her person or damage to his or her property; or
b. Creates or is certain to create a hostile environment by substantially interfering with or impairing students’ educational performance opportunities, or benefits.

Bullying or harassing behavior includes, but is not limited to, acts reasonably perceived as being motivated by any actual or perceived differentiating characteristic, such as race, color, religion, ancestry, national origin, gender, socioeconomic status, academic status, gender identity, physical appearance, sexual orientation, or mental, physical, developmental, or sensory disability, or by association with a person who has or is perceived to have one or more of these characteristics.

Agreement:
I have read the Governor Morehead School STUDENT DIGITAL and REMOTE LEARNING AGREEMENT. I pledge and agree to follow the rules contained in this policy. I understand that if I violate the rules, my account can be terminated, and I may face other disciplinary measures.

(If using a computer, typing your full name and the date below will be considered as your signature.)

Student’s Signature: ___________________________________________ Date: ___________

Parent’s Signature: ____________________________________________ Date: ___________
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Parent Access Form

The Governor Morehead School for the Blind (GMS) is committed to ensuring that all GMS students have the technology skills necessary to be successful in college, career, and life. Critical to this commitment is for students to have access to the internet, email, a learning management system, and digital resources and applications.  

1. The Internet.  It is critical that students learn how to use the internet to do research and to access educational tools that are integrated into instruction. 
2. A GMS email address.  Email is an effective communication tool for educational purposes. All addresses will end in @gms.dpi.nc.gov.  Student emails will be monitored for security.  Students will be provided training on how to appropriately use email for communication purposes.  
3. Canvas®, a learning management system.  Canvas will provide students access to courses that include course assignments and digital resources that are available anytime, anywhere there is internet access.  This will allow for additional practice and more remote learning.
4. [bookmark: _Hlk487017795]Other Digital Resources and Applications.  There are many online resources and applications that will help students better understand content including, Microsoft Teams, an online meeting platform that some teachers will use to connect with students during remote instruction;   Bookshare®  an online library of books, and Measures of Academic Progress® assessments that help monitor progress in reading, mathematics, and listening/reading comprehension. Most online applications require student identification numbers from PowerSchool and birthdates to accurately match data with the appropriate student records. GMS works with staff and vendors to ensure that the data is kept confidential and secure


I verify that I am the parent/guardian of _______________________________.  I understand that my child will have access to all these resources. I also understand there will be supervised access to ensure my child is only accessing the sites necessary for class assignments while in class or appropriate recreational use during non-class periods. Finally, I understand that when my child is using GMS equipment at home (complete the At-Home Access Survey below), I will assume responsibility for monitoring my child’s activities. 

__________________________          ________________________      ___________
Parent/Guardian Signature                         Parent Email                                         Date


AT-HOME INTERNET ACCESS SURVEY: 

Our home has reliable Internet Access:         ______ YES               ______ NO 
If YES, please list your Internet Provider: ___________________________________________ 
If NO, please explain: ___________________________________________________________ 
_____________________________________________________________________________


[image: GMSBell]






I hereby authorize The Governor Morehead School (GMS) to share information pertaining to my child with the American Printing House for the Blind (APH), for the purpose of registration to receive educational quota funds from APH.  The information to be released is specifically limited to:
· Student’s name
· Student’s date of birth
· Student’s grade placement
· Student’s primary reading medium
· Student’s secondary Reading medium
· Student’s degree of visual function
· Student’s area of eligibility as identified on their most recent IEP
This consent is for______________________________________________ (student’s name), and I certify that I am the parent/legal guardian for him/her.  I understand that I can revoke this consent at any time in writing by contacting GMS. 



_______________________________________			          ___________________
Parent/ Guardian Signature							Date 
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