Ortonville Public Sehool

‘Ensuring the future by creating lifelong learners.”

James Knoll Elementary Ortonville High School
200 Trojan Drive 200 Trojan Drive
Ortonville MN 56278 Ortonville MN 56278
Phone 320-839-6181 ext 302 Phone 320-839-6181 ext 400
Fax 320-839-2499 Fax 320-839-2499
rachelle.brown@ortonville.k12.mn.us lisa.merritt@ortonville.k12.mn.us

Records Request Form

Please send records for placement

Student first name: Student last name:

al 2
o P iy,

Birthdate: Enroll grade:

Previous school name:

Previous school phone number:

Previous school fax number:

Parent Signature:

Please send the following records by email, fax, or mail:

Identifying Information e Disciplinary Report

All State Standardized Assessment e All District Test Results

Results e Reports Cards

Health Immunization Records e Early Childhood Screenings

Attendance Records e Title I/Intervention Information (if

504 Plans, Evaluations, and IEPs (if applicable)

applicable) e Preliminary MCA scores during
e Honors/Enrichment Placement testing window

Information (if applicable)

Office Use Only

Date of Request: 1st 2nd 3rd

Name of school personnel requesting records:




Ortonville Public Sehoof

‘Ensuring the future by creating lifelong learners.”

First name: Birth date:

Middle name: Grade:

Last name: Sex: M F

Race: Hispanic/Latino Y N White Y N

(may circle Black/African American Y N Asian Y N

multiple Y's) Native Hawaiian/Pacific Islander Y N White Y N
Houcehold 1

Parent:

Spouse;

Address:

City: State: Zip:

Home Phone:

Parent Cell Phone:

Spouse Cell Phone:

Parent Work Phone:

Name:

Spouse Work Phone:

Household 2 (if applicable)

Spouse:

Address:

City:

Home Phone:

Parent Cell Phone:

Spouse Cell Phone:

Parent Work Phone:

Name:

State: Zip:

Spouse Work Phone:

Emergency Contact - (other than parents)

Phone:




Appendlx A: Minnesota Lenguage Survey

| _— ‘Minnesota Language Survey ' '
: Minnesota Is horne to speakers of more than 100 different languages. The abllity to speakand understand mulﬂple
languages Is valued. ' The Information. you provide will be used by the school district to see if your student is -
 multilingual. In Minnesota, students who are multilingual may qualify for a Multilingual Seal upon further’
" “asseéssment. Aﬂdlﬂonally, the information you provide:will determine if your studént should take an English "
) _proﬁclency test. Based upon the results of the test, your student may be entitled to English language development
Instruction, Atcessto instruction is requlred by federal and state law. As aparent or giardian, you havé the right -
_ todecline Engllsh Learner instruction at any time. Every enrolling student must be provided with the Mlnnesota
' Language Survey durlng enrollment. lnforrnatlon requésted on this form is lmportant to us to be able to serve .
- 'your student Your asslstance In completlng the anesota Lame Survay is greatly apprecuated

N - , . Studentlnformation L N
| Student’s Full Name: - N S s © 1 Birthdate or Student ID:
{Last, First, Middle) ' Co : : :
* Check the phrase that best describes your lndlcate the language{s) otherthan"
- ' student | : ' Engllsh ln space provided
. o o language(s) otherthan English
1My student first tearned:- -
o o English and language(s) other than Engllsh
__only Engllsh s
o language(s) other than English
2. My student speaks:

Engllsh and Ianguage(s) other than Engllsh
___only English. - ’

7 o P ___language(s) other than English.
3. My student understands: I R . o
_ : .| __English'and fanguage(s) other than English.

——only English.

| languege(s);other than English.
4. My student has conslstent Jlanau her th lish
interaction in: ____English an anguoge(s) other than Eng ish.

___only Engllsh

- Language use: alone does not identify. your student asan Engllsh learner ifa language other than Engllsh is indlated,
©_your student will be streened for English language proficlency. ‘

N . : Parent/ Guardlan lnformatlon

Parent/Guardian Name (Erlnted)

| Parent/Guardian Signature: | - S S - IDate

* All data on this form Is private. It will only be shared with dlstrlct staff who need the lnhrmatlon to best serve your student and for
legally required reporting about home language and seivice eligibllityto the Minnesota Oepartment of Education.. At tha dlstrfct and
at tha Minnesota Department of Education, this information will not be shared with othar Individuals or entities, except if they are
authorized by state or federal law to access the information. Compliance with this reques for information.is voluntary.
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Al owr Complefely with dates OR bring a opy of Mdid records’

Enter the dates for Immu nizaﬁon Form A et e Birthdate

each vaccine your child
has received to date.
Specify the month, day,
and year of each dose
such as 01/01/2010.

Vaccine

Polio

Measles, Mumps,
Rubella (MMR)

Meningococcal
(MCV4) :

Minnesota law requires children enrolled in chi
non-medically exempt.

Instructions for parent or guardian:
1. Fill out the dates in chronological order even if your child received a vaccine outside of the age/grade category that the box is in. Depending on the age of your child,

they may not have received all vaccines; some boxes will be blank.
e If you have a copy of your child’s immunization history, you can attach a copy of it instead of completing the front of this form.
« Your doctor or clinic can provide a copy of your child’s immunization history. If you are missing or need information about your child’s immunization history, talk

to your doctor or call the Minnesota Immunization Information Connection (MIIC) at 651-201-3980 or 800-657-3970.

2. Sign or get the signatures needed for the back of this form.
e Document medical and/or non-medical exemptions in section 1. m1 DEPARTMENT
OF HEALTH

e Verify history of chickenpox (varicella) disease in section 2.
s Provide consent to share immunization information (optional) in section 3. Immunization Program (2019)
www.health.state.mn.us/immunize

d



Instructions: Complete section 1 to document a medical or non-medical exemption,
section 2 to verify history of varicella disease, and section 3 t0 consent to share

immunization information.

1. Document a medical and/or non-medical exemption (A and/or B).

Place an X in the box to indicate a medical or non-medical exemption. If there are exemp

Vaccine

Medical
Exemption

Non-Medical
Exemption

Diphtheria, Tetanus, and Pertussis

Polio

Measles, Mumps, Rubella

Haemophilus influenzae type b

Chickenpox (varicella)

Pneumococcal

Hepatitis A

Hepatitis B

Meningococcal

A. Medical exemption: By my signature below, | confirm that this child
should not receive the vaccines marked with an X in the table for medical
reasons (contraindications) or because there is laboratory confirmation that

they are already immune.

Date:

Name

tions to more than one vaccine, mark each vaccine with an X.

B. Non-medical exemption: A child is not required to have an immunization that is against
their parent or guardian'’s beliefs. However, choosing not to vaccinate may put the health
or life of your child or others they come in contact with at risk. Unvaccinated children who
are exposed to a vaccine-preventable disease may be required to stay home from child
care, school, and other activities in order to protect them and others.

By my signature, | confirm that this child will not receive the vaccines marked with an X in
the table because of my beliefs. | understand that my child may be required to stay home
from child care, school, and other activities if exposed.

Signature: Date:
(of parent or guardian in presence of notary)

Non-medical exemptions must also be signed and stamped by a notary:
This document was acknowledged before me

on (date) Notary Stamp

by

(name of parent or guardian)

Notary Signature:
STATE OF MINNESOTA, COUNTY OF

Signature:
(of health care practitioner®)

P T S SO SU R SR BT L AR N

2. History of chickenpox (varicella) disease. This child had chickenpox in the

month and year

s s s s s s s eAamees s sEE RS EESTN S

My signature below means that | confirm that this child does not need

chickenpox vaccine because:

|:] | am a health care practitioner and this child was previously diagnosed
with chickenpox or the parent provided a description that indicates this

child had chickenpox in the past.

D | am the parent or guardian and this child had chickenpox on or before

September 1, 2010.

Date:

Signature:

(of health care practitioner*, representative of a public clinic, or parent/
guardian). Parent can sign if chickenpox occurred before September 2010.

*Health care practitioner is defined as a licensed physician, nurse practitioner, or

physician assistant.

Minnesota Department of Health - Immunization Program (2019)

.--o.-.oo--oo..-.o.--oo--.-.--o-.--.-.-'-.c.-..-----..q--c.---.o..-

3. Consent to share immunization information: This school is asking for permission
to share your child’s immunization record with Minnesota’s immunization information
system. Giving your permission will:

e Provide easier access for you and your school to check immunization records, such
as at school entry each year.

e Support your school in helping to protect students by knowing who may be
vulnerable to disease based on their immunization record. This can be important
during a disease outbreak.

Under Minnesota law, all the information you provide is private and can only be released
to those authorized to receive it. Signing this section of the form is optional. If you chose
not to sign, it will not affect the health or educational services your child receives.

| agree to allow my child’s school to share my child’s immunization documentation with
Minnesota’s immunization information system:

g Date:
of parent/guardian)

D BRI N B}
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