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PERSONAL & FAMILY INFORMATION


Date: ___________________________________


First Name:




Initial:

Last Name:



_____
Student’s Date of Birth:




_Student’s Age:
__Gender:
____





(Month/Day/Year)
Parents/Guardians:










____
(Circle either of the above)
Parent’s/Guardian’s Address:









____
Home Phone #:


Work #:


 Cell # ______________________
Email Address:










____





Band Membership:



_____Treaty #:



__________
Names & Grades of siblings also attending school:






____
__________________________________________________________________________________













____
CUSTODY: Are there any legal restrictions to this child? 
Yes
No (A copy of legal documents must be on file at school)

Is this child in care of Child & Family Services? 

Yes
No 
Who is the CFS worker? ____________________________________
EDUCATION INFORMATION


Please indicate if student has received any of the following services:



Psychiatry 
   _____
Reading Recovery 
 _____


Psychology 
   _____
School Counsellor 
 _____


Social Work 
   _____
Occupational Therapy _____


Physiotherapy 

_____

Outside Agency _____
Child in Care of CFS 
 _____


Resource Teacher 
_____

IEP/BIP/IHP/ITP ____
Speech & Language Pathologist _______
Other __________________

(circle above that apply)









(list)


















Last School Attended:










_____
Last Classroom Teacher: ______________________________________________________________
Last Grade Completed:


Grade Placement This School Year:


_____

MEDICAL INFORMATION
In case of a medical emergency and parents/guardians cannot be contacted, the school should call:

Name:




Relationship:


Phone #:


 
Person(s) named above is aware that he/she is an emergency contact:  Yes:______    No:______

Name:




Relationship:


Phone #:


 

Person(s) named above is aware that he/she is an emergency contact:  Yes:______    No:______

Doctor’s Name:




Phone #:





6 Digit Family Medical #:


9 Digit Personal Medical #:




Please indicate and check the following information. Specify yes if diagnosed by physician.

Life Threatening Allergy

YES  
NO  
If yes, specify: __________________________
Prescribed an EpiPen


YES  
NO
Asthma



YES  
NO

Bleeding Disorder


YES  
NO

Heart Condition


YES  
NO

Seizure Disorder


YES  
NO

Other significant conditions that are physician diagnosed (i.e. permanent physical limitations, transplants, Crohns, spina bifida) _______________________________________________________

___________________________________________________________________________________


OTHER
Please list the people who are permitted to sign your child out of class (Note: Only those people listed will be allowed to sign your child out of class):













_____













_____
Office Use:


Date Registered ______________________________________
Grade Placement _______________________
Teacher:


________  ___________ ____
Bus Driver:



______________
Students in Care Intake Form Received ___________________ 
Release of Information Form Received _________________________
Cumulative File Requested:
  ______ _________ ________
Resource File Requested ____________________________________

Cumulative File Received:


_______ 
Resource File Received:


_________

Copy of Identification Received ______________________________________________________________________

Student Consent Form

First Name _______________________
Initial ___________
Last Name _______________________

I hereby give permission for the school to call my doctor, nurse, or any doctor/nurse in case of a medical problem or emergency for the above named child. 
 ______Yes
______ No

I hereby give permission to use my child’s photograph or photographs which include my child, in school sanctioned publications. 



______ Yes
______ No

I hereby give my permission for my child to be included in school sanctioned field trips. (I will inform the school if this is withheld for any specific trip). 


______ Yes  
______ No

I hereby give permission for my child to participate in all school activities that include cultural and land based activities/events. 




______ Yes  
______ No

Please inform the school immediately of any changes to the above information. (Phone numbers will be for school use only and not made public).

Provide copy of Student Identification (health card, etc)





Office Only: 	                                 If yes, have the CFS worker complete a Students in Care Intake Form





Office Only: 


If any items have been checked off have parent/ guardian complete a Release of Information form and inform Resource Teacher and Principal. 





Information is being collected under the authority of Manitoba First Nations School System and will be used for educational purposes. It is protected by the Protection of Privacy provisions of the Freedom of Information and Protection of Privacy Act. If you have questions about the collection, contact MFNSS at (204) 594-1290.





Medical information is being collected so that appropriate healthcare plans may be developed. The information is protected by the Personal Health Information Act and will be shared with appropriate individuals.








