
 

 

AUBURN ENLARGED CITY SCHOOL DISTRICT 

Universal Pre-Kindergarten and Kindergarten MEDICAL PACKET 

 

This packet contains the following forms: 

 

For your information . . . . 

 

*  Letter to Parents/Guardians from AECSD Nursing Supervisor 

*  District Medication Policy 

 

To be completed by Parent/Guardian . . . .  

 

*  Pre-Kindergarten and Kindergarten Registration Health Form  

*  Health Insurance Coverage Form  

*  HIPPA Form 

 

To be completed by Physician and Dentist and submitted by Parent/Guardian . . .  

 

*  Health Appraisal Form (Physical Form) 

*  Dental Health Certificate 

 

IF YOUR CHILD IS REGISTERING FOR UNIVERSAL PRE-KINDERGARTEN (3PK / UPK) 

 

Please complete the forms referred to above, and along with the items listed below, return to the District with 

your completed Enrollment and Registration Forms or at least prior to the first day of classes: 

 

Physical Exam 

Proof of Lead Screening 

Proof of Dental Screening 

 

 

IF YOUR CHILD IS REGISTERING FOR KINDERGARTEN  
 

Upon receipt of your completed Enrollment and Registration Forms, you will be supplied with information 

regarding the next step of the registration process, which involves a visit to your child’s new school.  You must 

present your completed Medical Packet to Health Services staff for review at that visit. 

 

The Medical Packet includes: the forms referred to above, along with the items listed below: 

 

Physical Exam 

Proof of Lead Screening 

Proof of Dental Screening 

 

 

 

 

 

 

 

 



 

 



 

AUBURN ENLARGED CITY SCHOOL DISTRICT 
School Health Services 

 

 

To:  Parent/Guardian 

 

From:  School Health Services 

 

Re:  Administration of Medication in School 

 

The policy for students receiving medication in school is as follows: 

 

1.  NO MEDICATION WILL BE GIVEN IN SCHOOL WITHOUT A 

WRITTEN PHYSICIAN’S ORDER.  This order must include the student’s 

name, name of medication, dosage, time and dates to be given.  The label on the 

medicine bottle is not sufficient. 

 

2.  A WRITTEN REQUEST FROM THE PARENT FOR THE SCHOOL 

HEALTH OFFICE TO ADMINISTER THE MEDICATION MUST BE 

PROVIDED. 

 

3.  Medicine arriving in school in unmarked containers, baggies, etc., will not be 

given.  The medication must be in its original container. 

 

4.  The medication should be delivered to the school by the parent/guardian. 

 

5.  Do not send aspirin or other single dose medication to school with your child.  

These medications will not be administered without fulfillment of the 

requirements stated above.  This also includes cough drops. 

 

6.   The medication will be kept in the school health office throughout the time it is to   

be administered.  

 

7.    Parents will be contacted to make arrangements to pick up discontinued or unused  

   medication.           

            

 8. Medications must be picked up at the end of the year or they will be discarded. 

 
9. New physician orders for medication administration are required for each school 

year. 
 

If, at any time, you have questions or concerns regarding the administration of medication, or 

this procedure, please contact your school health office. 

 

Thank you for your cooperation. 
Updated 10/2009 



AUBURN ENLARGED CITY SCHOOL DISTRICT 

SCHOOL HEALTH SERVICES 
Pre-Kindergarten and Kindergarten Registration Health Form 

 

 

Student Last Name: _________________________ 
 

Student First Name: _________________________ 

Date of Birth: 

_______________________________ 

Place of Birth: ______________________________ 
 

Sex:     M____      F____ Grade: (circle one)    3PK       UPK       K School: ______________________ 
 

Student Address:  ________________________________________________________________________ 
 

In case of accident or illness, it is mandatory that you provide the following information for emergency calls: 

Name Last First Address Home/Cell Phone Work Name Work Phone 

Mother       

Father       

Step Parent       

Step Parent       
 

List TWO persons (relatives/babysitter/neighbor) who will assume temporary care of your child if you cannot be reached: 

Name Relationship Address Home/Cell Phone Work Name Work Phone 

      

      
 

Physician Name: ______________________________  Dentist Name: ______________________________ 
 

MEDICAL HISTORY  

Has child, or any immediate family member (Parents/Grandparents) had a history of:      
 

Diabetes ________________________________________________________________________________ 

Heart Disease ____________________________________________________________________________ 

Seizures ________________________________________________________________________________ 

Sickle Cell Trait __________________________________________________________________________ 

Sudden Cardiac Death _____________________________________________________________________ 
 

Has child had: (Provide dates) 
 

RSV ______________________________________  Scarlet Fever ______________________________ 

Chicken Pox ________________________________ Rheumatic Fever ___________________________ 

Pneumonia _________________________________ Pertussis _________________________________ 
 

Surgery ____________________________________ Serious Injury _____________________________ 

Broken Bones _______________________________ Head Injury _______________________________ 

Loss of Consciousness ______________________________________________________________________ 
 

Does child have any problem with: 
 

Constipation ___________________  Diarrhea ________________  Bedwetting ______________  

Frequent Urination ______________  Is your child potty trained_________________________________  

 

Does child contract frequent: (More than 4-5 per year) 
 

Sore Throats/Strep Infections _________________________________________________________________ 



Earaches/Ear Infections _______________________________  Under care of Dr. ______________________ 

 Tubes in ears __________________________________ Date of insertion ______________________ 

Skin Rashes/Eczema _______________________________________________________________________ 

Headaches __________________________________________ Stomachaches ________________________ 
 

Does child have: 
 

Asthma/Wheezing ________________________________________________________________________ 

Under care of Dr. ___________________________________   Medication _____________________ 
 

Allergies: (circle all that apply) Food  Insect bites   Medications  Other 

Describe allergens/reactions: ________________________________________________________________ 

Has child ever been stung by a bee?  Yes ____ No ____   

If yes, describe reaction: ____________________________________________________________________ 
 

Heart Murmur ______________________________ Under care of Dr. _________________________ 
 

Seizure Disorder ____________________________ Under care of Dr. _________________________ 

 Medication __________________________  Date of last seizure _______________________ 
 

Vision Problems _________________________________________________________________________ 

 Under care of Dr. _____________________  Glasses: Yes ____ No ____   

 Last appointment _____________________ 
 

Hearing Problems _________________________________________________________________________ 

 Under care of Dr. _____________________  Hearing aids: Yes ____ No ____   

 Last appointment _____________________ 
 

Are there any other medical problems or concerns that the school should be aware of: ___________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 
 

Does child take any medication on a regular basis? _______________________________________________  

________________________________________________________________________________________  
 

In case I cannot be reached, I authorize the Auburn School District to render such treatment as may be necessary in an emergency for 

the health of my child.  I give my permission to the school official in charge to obtain the services of the nearest ambulance, rescue 

service, family physician on record, or other physician if my own is not available, to provide immediate and necessary care.  This form 

will be utilized for the current school year.  The information will be shared with appropriate instructional staff, the transportation 

department, and Health Services.  It will also be available on field trips and in the event of an emergency will be given to emergency 

personnel. 

 

Date: ____________ Signature of Parent/Guardian X _________________________________________________________ 

 
* If any of the above information changes during the course of the school year, please notify the School Nurse, as soon as possible.  NYS Education Law requires school 

districts to have on file signed instructions for emergencies from parents/guardians. 

 

For Office Use Only Reviewed by: (Nurse) ___________________________ 

Date of Interview/Form Completion:   _____________ If Kindergarten Registrant, did parent/guardian provide: 

Physical Exam   

Dental Certificate 

Immunizations 

___ 

___  

___ 

Date of Exam:_________________ 

Date of Exam: ________________ 

Up to date: ___________________ 

___ 

___  

___ 
___ 

Release of Information signed 

Renewed-Received Emergency Action Plan (date: ____) 

Reviewed and Received Medication Policy and Order Sheet 

Reviewed Immunizations, Physical and Dental requirements 

Revised: 01/24/2017 



RELEASE OF INFORMATION FORM TO ASSIST PARENTS IN OBTAINING
                        HEALTH AND DENTAL INSURANCE COVERAGE FOR THEIR CHILDREN ATTENDING

 AUBURN ENLARGED CITY SCHOOL DISTRICT

The purpose of this release is to allow the Cayuga County Health and Human Services (CCHHS) Department, Auburn 
Enlarged City School District (AECSD), and the Booker T. Washington Center (BTW) to better assist you and your 
children to get and maintain health and dental coverage through the Public Insurance Program (Medicaid).

By signing this release you will be allowing CCHHS, AECSD, and BTW to share the confidential information listed 
below.  This information may be further disclosed to the Cayuga County Health and Human Services Department and the 
local facilitated enrollers at BTW so they can also assist in ensuring your child(ren)’s uninterrupted coverage.  A 
facilitated enroller is someone who can assist you to enroll in a health insurance plan or dental insurance coverage.  The 
information will only be shared to the extent that it is necessary or helpful to achieve this goal.

The information disclosed will be limited to:
 My name and names of persons living in the household
 Dates of birth
 Address
 Phone number
 Gender
 Last four digits of Social Security Number for those applying for, or in receipt of Medicaid coverage
 Eligibility Status for Health and Dental Insurance, Temporary Assistance, Food Stamps, Day Care, HEAP 

Medicaid, including eligibility periods
 Status of School enrollment

Child’s name: ________________________ SS# *__________________DOB __________ School __________ 
(last four digits)

Child’s name: ________________________ SS# *__________________DOB __________ School __________ 
  (last four digits)

Child’s name: ________________________ SS# *__________________DOB __________ School __________ 
    (last four digits)
My child(ren) currently has health insurance with _________________________________________________ 
                                                                                                             (name of insurance company)
My child(ren) currently has dental insurance with _________________________________________________ 
                                                                                                             (name of insurance company)

  My child(ren) have NO health insurance at this time.    My child(ren) have NO dental insurance at this time.

RELEASE

I hereby give CCHHS, AECSD, and BTW permission to share the above information between themselves on my behalf.  I 
also give permission for AECSD to share this information to CCHHS and BTW, only to the extent of helping me get or 
maintain health and dental coverage.  I understand that any information released on my behalf may not be further 
disclosed without my express written permission.

I may revoke (cancel) this release at any time by writing to AECSD, Caren Radell, Nurse Supervisor, 78 Thornton Ave., 
Auburn, NY 13021.  Such revocation will not affect any previous actions already taken.

____________________________________________________   ____________________________________ 
       (Signature of Parent/Guardian or Student over 18)                                           (Date)

____________________________________________________  _____________________________________ 
                                (printed name)                                                                (relationship to student)

____________________________________________________  _____________________________________ 
                                     (address)                                                                         (phone number)

 I do not wish to participate in this insurance program.
*optional 2/19
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