
​Oasis Charter Public School​
​Re/Enrollment Form SY 2026-2027​

​CHILD’S INFORMATION:​
​Child’s Full Name​ ​_____________________________________​ ​________________________________________________________​

​Last                                                                                  First​ ​Middle​
​Child’s Nickname_______________________​ ​Birth date _____________________    Birth Place________________    Gender​ ​M     F​

​Grade Child will enter in SY 2026-2027 ______                  District of Residence_________________________________​

​Last School Attended_______________________________________​ ​Preferred Correspondence Language:  English/ Spanish/Other​

​Student Lives With:​ ​___ Both Parents    ___Father   ___Mother   ___ Joint Custody   ___Guardian   ___Foster​

​FAMILY INFORMATION​​:​
​Mother/Step Mother/Guardian​ ​Father/Step Father/Guardian​

​Full Name​ ​______________________________________​ ​__________________________________________________​

​Physical Address​ ​______________________________________​ ​__________________________________________________​

​Mailing Address​ ​______________________________________​ ​__________________________________________________​

​City​ ​______________________________________​ ​__________________________________________________​

​State & Zip          ________________________________​ ​__________________________________________​

​Phone​ ​(hm) __________________ (wk) _____________​ ​(hm) ____________________ (wk) ____________​

​Ethnicity: Is this​​student Hispanic or Latino?​​(Select​​only one)​
​_ No, not Hispanic or Latino​
​_ Yes, Hispanic or Latino​

​The above part of the question is about ethnicity, not race. No matter what you selected above,​​please​​continue to answer the following​​by marking one​
​or more boxes to indicate what you consider your race to be. MUST ANSWER BOTH QUESTIONS.​

​Race: What​​is the race of this student? (​​Select one​​or more​​)​

​__ American Indian or Alaska Native​
​Asian:​
​__Chinese __Japanese __Korean __Vietnamese __Asian Indian __Laotian __Cambodian __Filipino __Hmong __Other Asian​
​Native Hawaiian or Other Pacific Islander:​
​__Hawaiian __Guamanian __Samoan __Tahitian __Other Pacific Islander​
​__Black or African American​
​__White​

​Parent Education Level: Check the response that describes the highest education level of parent/guardian(s):​
​Parent/Guardian 1:______________________________________(Name)​
​___Not a high school graduate​ ​___Some College (includes AA degree)​ ​___Graduate school/postgraduate training​
​___High school graduate​ ​___College graduate​

​Parent/Guardian 2:______________________________________(Name)​
​___Not a high school graduate​ ​___Some College (includes AA degree)​ ​___Graduate school/postgraduate training​
​___High school graduate​ ​___College graduate​

​Has your child ever been evaluated for special education or received special education services?           ___Y    ___N​
​If yes, please answer the following:​

​1.​​Which class or service did your child attend? (Circle all that apply).​
​SPEECH, LH/SDC, ED/SDC, CH/SDC, ADAPTIVE P.E., OTHER​​.​

​2.​ ​Has your child ever attended a special education class?​ ​__ y __ n​ ​If so, when:    month___  year___​
​3.​ ​Was this in a public or private school (please circle one)?​ ​Name of School_____________________​

​Parent/Guardian Signature____________________________________________   Date ________________​
​OCPS will not discriminate on the basis of race, color, sex, national and ethnic origin, age, religion, or disability in the administration of its​
​educational, admission and athletic policies and other school-administered programs.​

​Office Use ONLY:​ ​Proof of Birth​
​Type: ____________​
​Verified by: ________​

​Proof of Immunization​​:​
​Type: ____________​
​Verified by: ________​

​Assigned​
​Grade:​

​Enroll Date:​ ​Notes:​



​Oasis Charter Public School​
​EMERGENCY FORM   SY 2026-27​ ​Teacher ______________ Grade______​

​Name​​______________________________________________________________________________________​ ​M__   F__​
​Last​ ​First​ ​Middle​

​Address​​_____________________________________Apt.​​No._____________ City/State ______________ Zip___________​

​Birthdate​ ​_____/_____/_____ Birthplace___________________________​​Language Spoken at Home_________________​
​City/State​

​Mother/Guardian/​
​Caregiver Name:​

​Father/Guardian/​
​Caregiver Name:​

​Employer:​ ​Employer:​

​Cell Phone:​ ​Cell Phone:​

​Work Phone:​ ​Work Phone:​

​E-mail​ ​E-mail​

​If my child becomes ill or injured at school and a parent or guardian cannot be reached, Oasis Charter Public School may contact the individuals​
​listed below. The individuals listed below, in addition to the parent/guardian, are authorized to pick up my child from school.​

​Name​ ​Relationship​ ​Home Phone​ ​Other/Cell Phone​
​1.​

​2.​

​3.​

​Other children in the family:​
​Name​ ​Relationship            Grade​ ​DOB​

​In an emergency, when we cannot be contacted, the school authorities or parent volunteers have our permission to use their best​
​judgment in the interest of our child’s health and welfare. The school assumes no financial responsibility or legal liability.  If​
​emergency service involving medical action or treatment is required and neither parent nor the family physician can be reached for​
​consent, the parent hereby consents to the rendering of such emergency medical service for the above named students as shall be​
​necessary in the opinion of the adult performing supervision.​

​I certify that my child is a resident of California.     Yes____ No____​

​Signature of Parent/Guardian_________________________________________________Date_______________​



​Oasis Charter Public School​
​HOME LANGUAGE SURVEY​

​DATE:​ ​____________________​ ​SCHOOL:​ ​Oasis Charter Public​
​The California Education Code requires schools to determine the language(s) spoken at home by each​
​student and the dates they first enrolled in schools in the United States.  This information is essential​
​for schools to provide meaningful instruction for all students.​

​Your cooperation in helping us meet this important requirement is requested.  Please answer the​
​following questions and return this form to the office. Thank you for your help.​

​NAME OF STUDENT:​

​Last​ ​First​ ​Middle​

​_________________________________________​ ​___________________________________​ ​_________________​

​BIRTHDATE OF STUDENT:​ ​MONTH: ____________________​​DAY: ___________ YEAR:​​____________​

​Age:​ ​Grade:​

​FIRST ENROLLED IN A CALIFORNIA PUBLIC SCHOOL:​

​MONTH: _________________ DAY: ____________ YEAR:​​____________​

​DATE FIRST ENROLLED IN ANY SCHOOL IN THE UNITED STATES:​

​MONTH: _________________ DAY: ___________ YEAR: _____________​

​1. Which language did your child learn when he or she first began to talk?​

​____________________________________​

​2. What language does your child most frequently use at home?​

​____________________________________​

​3. In what language do you most frequently speak to your child?​

​____________________________________​

​4. What language is spoken most often by the adults at home?​

​____________________________________​

​Signature of Parent or Guardian:​ ​________________________________________​

​Print Name​​: __________________________________​

​FOR OFFICE USE ONLY​
​Language Proficiency Designation:​

​English Only _____________________ FEP _____________________ ELL _____________________​



​Income Survey SY 2026-2027​
​Encuesta de Ingresos​

​We need the following information to qualify for certain funds through the California Department of​
​Education. We appreciate you taking the time to complete this form.​

​Name of Oasis Student:​

​_______________________________________________________________________________________​

​How many adults are there in the household?​ ​_______________​

​How many children are there in the household?​ ​_______________​

​For School use only,​​total monthly income​​:​ ​_______________​

​Please circle all services that you are receiving:  CalFRESH​ ​CalWORKS​ ​Kin-GAP​ ​FDPIR​
​This information is confidential and will only be used to determine eligibility for state funds through the​
​California Department of Education for the school year 26-27.  This information will not be divulged for any​
​other reason.​
​_​​____________________________________________________________________________________________​

​Necesitamos la siguiente información para solicitar fondos del Departamento de Educación del Estado de​
​California. Les agradecemos mucho su tiempo en completar esta forma.​

​Nombre del estudiante:​

​_____________________________________________________________________________________________​

​¿Cuántos adultos hay en la casa?​ ​________________​

​¿Cuántos niños hay en la casa?​ ​________________​

​Para uso de la escuela,​​todo el ingreso del hogar​​:​ ​________________​

​Por favor de marcar todos los programas que recibe: CalFRESH​ ​CalWORKS​ ​Kin-GAP​ ​FDPIR​

​Esta información en esta forma es confidencial y solo será usada para determinar la elegibilidad para fondos​
​del estado por el Departamento de Educación del Estado de California 26-27, Esta información no será​
​divulgada por ningún otro motivo.​

​_X_​​___________________________________________________​ ​__________________​
​Signature of parent/guardian filling out​ ​Date/Fecha​
​Firma de adulto/miembro del hogar quien llena está forma​
​*****************************************************************************​



​Oasis Charter Public School​
​STUDENT PHOTO, VIDEO, AND MEDIA PERMISSION FORM​

​SY 2026-2027​

​During the school year,​​Oasis Charter Public School​​may photograph, video record, or collect​
​examples of student work as part of classroom instruction, school activities, and school-sponsored​
​events. These materials may be used to celebrate student learning, document school programs, and​
​communicate with families and the community.​

​When images or materials are shared publicly,​​only​​the student’s first name may be used​​. The​
​student’s last name, home address, or other personally identifiable information will​​not​​be disclosed. No​
​compensation will be provided for the use of these materials.​

​Parents/guardians may​​opt out completely​​or​​choose​​specific areas​​where their child may appear.​

​OPTION 1 — FULL PHOTO / MEDIA OPT-OUT​

​If you​​do NOT want your child included in ANY photos,​​videos, yearbook images, school​
​displays, or media​​, please check the box below and​​sign.​

​☐​​I DO NOT GIVE PERMISSION​​for my child to be photographed,​​video recorded, or included in any​
​school media or promotional materials.​

​By selecting this option, my child will be excluded from:​

​●​ ​Class photos in the yearbook​

​●​ ​Activity photos in the yearbook​

​●​ ​School displays (such as the​​RCA​
​House Point Board​​)​

​●​ ​School website or social media or​
​ParentSquare​

​●​ ​School videos or presentations​

​●​ ​Promotional materials​

​Parent/Guardian Signature: __________________________________​

​Date: ______________________​



​OPTION 2 — SELECTIVE PHOTO / MEDIA PERMISSION​

​If you are comfortable allowing your child to appear in​​all or​​some school photos or media​​, please​
​initial the areas below where permission is granted​​.​

​Initial​
​Initial​

​______Class Group Photo (Yearbook) –​
​Student may appear in the official class​
​group photo included in the school​
​yearbook.​

​______Yearbook Activity Photos –​
​Student may appear in candid photos of​
​classroom activities, school events, or​
​assemblies included in the yearbook.​

​______School Displays & Internal​
​Platforms – Student photos may appear​
​on campus displays such as the RCA​
​House Point Board, classroom bulletin​
​boards, or the RCA House App, which is​
​accessible only to the Oasis school​
​community.​

​______School Website & Official​
​Communications – Student photos may​
​appear on the school website,​
​ParentSquare communications,​
​newsletters, or official school social​
​media accounts.​

​______School Videos / Presentations –​
​Student may appear in videos or​
​multimedia presentations used for​
​assemblies, school events, or​
​educational purposes.​

​______School Promotional Materials –​
​Student photos may be used in​
​brochures, flyers, presentations, or​
​materials promoting Oasis Charter​
​Public School.​

​STUDENT INFORMATION​

​Student Name: ______________________________________    Grade: __________​

​Teacher: ______________________________________​

​PARENT/GUARDIAN AUTHORIZATION​

​I understand and acknowledge the photo and media permissions selected above.​

​Parent/Guardian Name (PRINT): ______________________________________​

​Parent/Guardian Signature: ______________________________________​

​Date: _________________________​



​Family Participation​​AGREEMENT​​for 2026-2027​

​By enrolling my child at Oasis Charter Public School, in agreement with the school’s charter, I​
​commit to support the school and my child’s education by:​

​●​ ​Attending BOTH All Family Meetings.​ ​________​
​Initial​

​●​ ​Attending the parent-teacher conferences.​ ​________​
​Initial​

​●​ ​Participating in school wide events.​ ​________​
​Initial​

​●​ ​Having my child go to school on time and making every​
​effort to ensure my child attends school every day.​

​________​
​Initial​

​●​ ​Supporting the Oasis Charter Public School by​
​modeling appropriate behavior at school.​

​________​
​Initial​

​●​ ​Reading and holding my child accountable to the​
​Oasis Code of Conduct, understanding there is no​
​tolerance for unwanted physical contact between 2 or​
​more students, or a student against a staff member, at​
​any time, for any reason.​

​________​
​Initial​

​_______________________________________________________​

​Parent Signature​

​_______________________________________________________​

​Printed Name(s)​



​Homeless Children and Youth Services Program​

​Student Housing Questionnaire​

​The information provided below will help determine what services you and/or your child may be eligible to​
​receive. This could include additional educational services through Title I, Part A, and/or the federal​
​McKinney-Vento Assistance Act. The information provided on this form will be kept confidential and only shared​
​with the appropriate school district and site staff.​
​STUDENT INFORMATION​

​Student Name: _____________________________________________ Birthdate: _____________Grade: ______​
​Parent(s)/Guardian(s) Name: ___________________________________________________________________​
​Address: _____________________________________________________________City: __________________​
​State: ____________​ ​Zip: _________​ ​Contact Number: ___________________​
​PLEASE CHECK THE BOX BELOW WHICH BEST DESCRIBES YOUR CURRENT LIVING ARRANGEMENT​

​□​​Rent or own a home, mobile home, apartment, or​
​condominium.​
​□​​Sharing housing with other(s) due to loss of housing,​
​economic hardship, natural disaster, or lack of adequate​
​housing​
​□​​Temporarily living in a motel or hotel due to loss​​of​
​housing, economic hardship, natural disaster, or similar​
​reason​
​□​​Staying in a shelter (family shelter, domestic violence​
​shelter, youth shelter) or transitional housing​

​□​​Moving from place to place/couch surfing​
​□​​Living in car, RV, park, campsite, encampment, or​​on​
​the street​
​□​​Living in a residence with inadequate facilities​​(no​
​water, no heat, or no electricity), a shed, or unconverted​
​garage.​

​P​​LEASE LIST ANY ADDITIONAL CHILDREN LIVING WITH YOU​​– They qualify for services, too!​

​Name: _____________________________________ Birthdate: ________________________ Age: _______________​
​Name: _____________________________________ Birthdate: ________________________ Age: _______________​
​Name: _____________________________________ Birthdate: ________________________ Age: _______________​

​YOUR CHILD OR CHILDREN MAY HAVE THE RIGHT TO:​

​*Immediate enrollment in the school they last attended or the local school where you are currently staying, even if you do​
​not have all the documents needed to enroll.  *Continue to attend their school of origin.  *Receive transportation to and​
​from their school of origin.  *Receive special programs and services.  *Free school meals.  *Receive the full protections​
​and services provided under all federal and state laws, as it relates to homeless children and youth.​

​As the parent/guardian of the above-named child, I declare under penalty of perjury under the laws of the State of​
​California that the information provided here is true and correct.​

​Signature: _______________________________________________​ ​Date: _____________​

​FOR DISTRICT PERSONNEL ONLY​
​For data collection purposes and student information system coding.​

​□​​Student not covered by McKinney-Vento Act.​ ​□​​Student​​covered by McKinney-Vento Act​



​Kindergarten Acknowledgement & Agreement​

​Student’s Name: __________________________________    Date of Birth: ___________​

​I (we) acknowledge and agree to the Kindergarten program that Oasis will offer to my child for the​
​2026-2027 school year.  The program is based on the following:​

​❖​ ​An appropriate and well-designed play-based approach that supports children to develop the​
​following skills:​

​➢​ ​Social, Emotional, Cognitive, and Academic​
​Initials _______​

​❖​ ​Developmentally Appropriate Activities​
​➢​ ​Organized games and planned academic/learning centers​ ​Initials _______​

​❖​ ​Evaluations and Assessments​
​➢​ ​Observations, students’ work, narratives, and rubrics​

​Initials _______​

​➢​ ​Children born before​​September 1​​st,​ ​2021​​.​ ​Initials _______​

​**School Hours if your child is NOT ready for a full day of school:​
​8:30 am- 12:30 pm Monday through Friday.​​This determination​​will be made by teachers​
​and administrators with the collaboration of parents.  A meeting will be held before a​
​determination is made.​

​Initials _______​

​Parent’s Signature ________________________________  Date _______________​



​MEDICATION AUTHORIZATION FORM​
​School Medication Permission Form (CEC 49423). This form must be completed fully for schools to administer the​
​required medication. A new Medication Permission form must be completed each school year for each medication,​
​and whenever there is a change in the pupil’s authorized health care provider, or a change in the medication dosage,​
​method by which the medication is required to be taken, or date(s) or time(s) the medication is required to be taken.​
​*************************************************************************************​

​Health Care Provider (HCP) Authorization:​
​Student Name:______________________________Birthdate:________________Grade:__________​

​Medication Name: ______________________________________ Strength:______________________​
​[ ] Tablet/Capsule          [ ] Liquid           [ ] Injection         [ ] Topical​

​Required Dose: ______________________Time(s) to be given at school: _____________ [ ] AM [ ] PM​
​If PRN, frequency: ____________________ If PRN, for what symptoms:__________________________​
​Reason for giving medication:​
​____________________________________________________________________________________​
​Relevant side effects: ____________________________________________________________________​
​How soon can the dose be repeated? ______________________​
​Medication shall be administered from: ________________to_____________[ ] Remainder of school year​
​Additional Instructions:___________________________________________________________​
​Prescriber’s Name/Title:_________________________________________________________________​
​Telephone: __________________________________ Fax:_________________________________​
​Address:____________________________________________________________________________​

​Dr./Prescriber’s Signature: ________________________________________Date:_________________​

​*************************************************************************************​
​Parent/Guardian Consent:​​I give consent for school​​personnel to administer the above medication to my child​
​per the instructions of the above Health Care Provider (HCP). I give my consent for exchange of information and​
​communication directly between the HCP listed above or dispensing pharmacist and an Administrative Assistant,​
​regarding the HCP’s written statement or any other questions about the medication or medication administration. I​
​understand that I may refuse consent for this permission at any time by notifying the school principal in writing. I​
​understand and agree to the following responsibilities regarding medication administration: ● Prescription​
​medication must be in a container labeled by the pharmacist or healthcare provider. ● Non-prescription medication​
​must be in the original container with the label intact ● An adult must bring the medication to the school and pick​
​up any outdated or unused medication. ● Pill splitting must be done by the parent/guardian before providing​
​medication to school officials. ● Parents/Guardians provide all materials or necessary equipment (e.g., measuring​
​spoon, pill crusher) for medication administration. ● Parents will notify the school nurse or administrator and​
​provide new consent to any changes to the above authorization. ● Any modifications or changes to the above​
​authorizations may only be made after written notification is received from the​​HCP.​

​Emergency Contact Info. (Name/Phone # ):________________________________________________​

​Parent/Guardian Signature___________________________________________Date_______________​



​Student Technology & Acceptable Use Policy (AUP)​
​Agreement​

​To support student learning, Oasis Charter School provides students with school-issued technology​
​devices (including, but not limited to, Chromebooks) for educational use at school and, when​

​approved, at home. This Technology & Acceptable Use Policy (AUP) Agreement outlines expectations​
​for proper care, acceptable use, and responsibility.​

​1. Care and Maintenance​
​Students are expected to take proper care of all school-issued technology devices at all times, whether​
​being used at school and/or at home.​

​●​ ​Keep food, drinks, and liquids away from the device at all times.​
​●​ ​Do not place heavy objects on the device or close it with items inside.​
​●​ ​Keep the device clean and free of stickers, writing, drawings, and markings.​
​●​ ​Use the device on a flat, stable surface.​
​●​ ​Do not attempt to repair, modify, or alter the device in any way.​

​2. Storage and Security​
​Proper storage and security are essential to prevent damage, loss, or theft.​

​●​ ​When not in use, the device must be stored in a safe, secure location.​
​●​ ​Devices should never be left unattended in vehicles, public places, or unsafe areas.​
​●​ ​If a student borrows a device, it should be returned to school fully charged.​

​3. Acceptable Use​
​School-issued technology is provided for educational purposes only.​

​●​ ​Students must follow all Oasis Charter School technology, internet safety, and acceptable use​
​policies.​

​●​ ​Students must only use their school-issued account to access the device.​
​●​ ​School monitoring and filtering software may be used on all devices.​

​Prohibited activities include, but are not limited to:​

​●​ ​Accessing, creating, or sharing inappropriate or harmful content.​
​●​ ​Using the device for social media, gaming, or non-school-related entertainment unless​

​specifically permitted by a teacher.​
​●​ ​Attempting to bypass internet filters, security settings, or monitoring systems.​
​●​ ​Installing unauthorized software, apps, or extensions.​



​4. Consequences for Misuse​
​Failure to follow this agreement may result in one or more of the following:​

​●​ ​Disciplinary action in accordance with school policies.​
​●​ ​Temporary or permanent loss of take-home or device privileges.​
​●​ ​Financial responsibility for the repair or replacement of the device.​

​The minimum charge for damage is $50.00. Repeated misuse may result in the device no longer being​
​allowed to be taken home.​

​5. Damage, Loss, or Theft​
​Parents/guardians and students acknowledge responsibility for the device while it is issued to the​
​student.​

​●​ ​Parents/guardians are financially responsible for any damage, loss, or theft caused by​
​negligence or misuse.​

​●​ ​The replacement cost for a lost or irreparably damaged device is $300.00.​
​●​ ​Any damage, loss, or technical issues must be reported to the school immediately.​

​Acknowledgment & Agreement (Technology & AUP)​
​By signing below, we acknowledge that we have read, understood, and agree to follow the Oasis​
​Charter School Student Technology & Acceptable Use Policy (AUP) Agreement. We understand that​
​the student and parent/guardian are responsible for the care and condition of the device while it is​
​issued to the student.​

​Student Name:​​_______________________________________​​Grade: _________​

​Parent/Guardian Name: ________________________________​

​Parent/Guardian Signature: _____________________________ Date: __________​

​Office​
​Use​
​ONLY​

​Serial Number:__________________________________________________​

​School Number:___________________________________​

​School Representative: __________________________________________________​

​Date:______________________​



  
    

 

 
 

  
    

   
    
    

 
  

  
     
   
   

  
 

 
 

 
 
 

    
 

    
   

 

 
  

 

     
 

    
 

    
 

 Male   

 

      

    
    
    
    

 
  

California Department of Public Health 
July 2021– Page 1 of 2 

Oral Health Assessment Form 

California law (Education Code Section 49452.8) says every child must have a dental check-up 
(assessment) by May 31st of his/her first year in public school. A California licensed dental professional 
must do the check-up and fill out Section 2 of this form. If your child had a dental check-up in the last 
12 months, ask your dentist to fill out Section 2. If you are unable to get a dental check-up for your 
child, fill out the separate Waiver of Oral Health Assessment Requirement Form. 

This assessment will let you know if there are any dental problems that need attention by a dentist. 
This assessment will also be used to evaluate our oral health programs. Children need good oral 
health to speak with confidence, express themselves, be healthy and, ready to learn. Poor oral health 
has been related to lower school performance, poor social relationships, and less success later in life. 
For this reason, we thank you for making this contribution to the health and well-being of California’s 
children. 

Section 1: Child’s Information (Filled out by parent or guardian) 

Child’s First Name: Last Name: Middle Initial: Child’s Birth Date: 

MM – DD – YYYY 
Address: Apt.: 

City: ZIP Code:  

School Name: Teacher: Grade: Year child starts 
kindergarten: 

Y  Y  Y  Y  
 

 

Parent/Guardian First Name: Parent/Guardian Last Name: Child’s Gender: 

  Female 

Child’s Race/Ethnicity:     White  Native American

 Black/African American  Multi-racial
 Hispanic/Latino  Native Hawaiian/Pacific Islander
 Asian  Unknown
 Other (please specify)

Continued on Next Page 



  
    

 
   

   

    
 

  
  

 
  

 

         

 

 
 

   
   

 

 

  

 

 
 
 
 

    
 

     
     

 

  

         

       

 

             

 
 

   
   

   
 
 

       

   
 
 

     

California Department of Public Health 
July 2021– Page 2 of 2 

Section 2: Oral Health Data Collection (Filled out by a California licensed dental professional) 

IMPORTANT NOTE: Consider each box separately. Mark each box. 

Assessment Date: 

MM – DD – YYYY 

Untreated Decay
(Visible Decay Present)

Yes No

*Caries Experience
(Visible decay and/or fillings
present)

Yes No

Treatment Urgency: 

No obvious Early dental care recommended Urgent care needed (pain,
problem found (caries without pain or infection; or child would infection, swelling or soft tissue

benefit from sealants or further evaluation) lesions) 

MM – DD – YYYY 
Licensed Dental Professional Signature CA License Number Date 

*Check “Yes” for Caries experience if there is presence of untreated decay or fillings
Check “No” for Caries experience if there is no untreated decay and no fillings

Section 3: Follow-up to Urgent Care (Filled out by entity responsible for follow up)

Parent notified that child has urgent dental care need on: MM – DD – YYYY 

A follow-up appointment for this child has been scheduled for: MM – DD – YYYY 

 YesDid child receive needed treatment?  
 No (If no, entity responsible for follow-up will be

encouraged to check back in with parent)
 I don’t know

The law states schools must keep student health information private. Your child's name will not be part 
of any report as a result of this law. This information may only be used for purposes related to your 
child's health. If you have questions, please call your school. 

Return this form to the school no later than May 31st of your child’s first school year. 

Original to be kept in child’s school record. 



State of California—Health and Human Services Agency Department of Health Care Services 
 Child Health and Disability Prevention (CHDP) Program 

If your child is unable to get the school health check-up, call the Child Health and Disability Prevention (CHDP) Program in your local health  
department.  If you do not want your child to have a health check-up, you may sign the waiver form (PM 171 B) found at your child’s school. 

PM 171 A (09/07) (Bilingual) CHDP website:  www.dhcs.ca.gov/services/chdp  

REPORT OF HEALTH EXAMINATION FOR SCHOOL ENTRY 

To protect the health of children, California law requires a health examination on school entry.  Please have this report filled out by a health examiner and return it to the school.  The 
school will keep and maintain it as confidential information. 

PART I TO BE FILLED OUT BY A PARENT OR GUARDIAN 

CHILD’S NAME—Last First Middle BIRTH DATE—Month/Day/Year 

ADDRESS—Number, Street City ZIP code SCHOOL 

PART II TO BE FILLED OUT BY HEALTH EXAMINER 

HEALTH EXAMINATION  IMMUNIZATION RECORD 

NOTE:  All tests and evaluations except the blood lead test 
must be done after the child is 4 years and 3 months of age. 

 Note to Examiner:  Please give the family a completed or updated yellow California Immunization Record. 
Note to School:  Please record immunization dates on the blue California School Immunization Record (PM 286). 

REQUIRED TESTS/EVALUATIONS DATE (mm/dd/yy)  

 

VACCINE 

DATE EACH DOSE WAS GIVEN 

First Second Third Fourth Fifth 

POLIO (OPV or IPV)      

DtaP/DTP/DT/Td (diphtheria, tetanus, and [acellular] 
pertussis) OR (tetanus and diphtheria only)      

MMR (measles, mumps, and rubella)      

HIB MENINGITIS (Haemophilus Influenzae B) 
(Required for child care/preschool only)      

HEPATITIS B      

VARICELLA (Chickenpox)      

OTHER (e.g., TB Test, if  indicated)      

OTHER      

Health History ______/______/______ 

Physical Examination ______/______/______ 

 Dental Assessment ______/______/______ 

Nutritional Assessment ______/______/______ 

 Developmental Assessment ______/______/______ 

Vision Screening ______/______/______  

Audiometric (hearing) Screening ______/______/______  

TB Risk Assessment and Test, if indicated ______/______/______  

Blood Test (for anemia) ______/______/______  

Urine Test ______/______/______  

Blood Lead Test ______/______/______  

Other ______/______/______  

   

PART III ADDITIONAL INFORMATION FROM HEALTH EXAMINER (optional) and RELEASE OF HEALTH INFORMATION BY PARENT OR GUARDIAN 

RESULTS AND RECOMMENDATIONS 
 

Fill out if patient or guardian has signed the release of health information. 

 

 Examination shows no condition of concern to school program activities. 

 Conditions found in the examination or after further evaluation that are of importance to schooling or 
physical activity are:  (please explain) 

I give permission for the health examiner to share the additional information about the health 
check-up with the school as explained in Part III. 

 

 Please check this box if you do not want the health examiner to fill out Part III. 

 

 
  Signature of parent or guardian  Date 

 

Name, address, and telephone number of health examiner 

 

 

 

 

  Signature of health examiner  Date 


