
Monticello Community Schools
Shannon Elementary I Carpenter Elementary

321 W. Scniili Si. / 615 N. Gill SL, Monticello, IA 52310
319) .}6S-5425 / (319) -[65—355 I

Dear Parents and Guardians,

Thank you for participating in Kindergarten Roundup Kindergarten Roundup is an important series of
events that helps ensure a smooth transition for our incoming kindergarten class. This yearly process is
made up of three parts: 1.) Pre-registration, 2.) Hearing, Vision, and Preacademic Checks, and 3.)
Parent-Student Night. All of these events take place at Shannon Elementary School.

Pre-registration (January 4-8, 2016) involves the exchange of important information and required
medical forms. The Medical Exam Form. Immunization Card and Dent& Exam Form will be handed out
at this time. According to Iowa law, we must have allot these completed medical forms on school
tile prior to your child attending school. The completed Immunization form is due by May 3.
201 6. the Dental and Physical can be returned at Registration in ALaus: or the first day of school (at the
latest). You may mail the completed forms to Sandy Flinriohs (schoo secretary) at Shannon Elementary
School, or you may drop them off to her during school hours. If you have any questions regarding the
medical forms, please call our school nurse, Jen Speltz. (Please note that the Kindergarten Roundup
Pre-registration does riot take the place of the Monticello Community School District registration in
Aug LIst.)

Hearing, Vision, and Pre-academic Checks (April 5,2016) provides Grant Wood Area Education
Agency staff and Monticello CSD staff an opportunity to check students’ hearing, vision, and pre
academic skills. Additional information (including an appointment time) will be mailed to you prior to this
event. (Please note: The purpose of these checks is to provide information... no to determine readiness
for kindergarten.)

Parent-Student Night (May 3,2016) is an event that allows children and their parents to meet staff and
explore the building. Please feel free to contact the teachers or me to learn more about our kindergarten
program - or better yet, we could arrange for you to visit a kindergarten classroom. Please call the school
office if you would like to arrange a classroom visit.

As you can see, Kindergarten Roundup allows families and school personnel to prepare for the following
school year. The more accurate our numbers are, the better we can prepare. Therefore, if you are aware
of someone with a child who will turn five on or before September 15, please encourage them to contact
Shannon Elementary School.

For more information and copies of required forms, please visit our district web site:
www.monticel{o.k12.ia.us. and click on Kindergarten Roundup and Registration Info.

Sincerely. A

Oenriy FoIkit
Elementãr’) Principal

January 4-8, 2016



Frequently Asked Questions by Kindergarten Parents

Q: Is my son or daughter ready for Kindergarten?

A: Our school staff tries to be ready for your son or daughter. We know that Kindergarten students come into
our school with a variety of skills, past experiences and different stages of development. We try to meet these
needs at a variety’ of levels and do our best to teach your son or daughter at his or her level — whatever that ma
be. It is very normal for kids to develop at different levels, but most often children “level out” after one or two
years of instruction. We also have several programs in place that help students who are struggling or achieving
at high Levels. If you have any specific questions or concerns, please contact Mr. Folken, Mrs. Hospodarsky, or
one of the Kindergarten or Multiage teachers.

Q: How will my son or daughter get to and from school?

A: If your child will ride a bus to school, bus routes will be handed out at Registration time in the Fall. The first
few days of school, several adults will be at pick up and drop off sites to ensure your child does get to where
they need to go. If your child lives in town, you can drop them oft or they may walk to school. Again, adults
will always be outside in the morning to watch children as they cross the streets. Shuttle buses will also be
available at each of the school sites so that students simply can walk to the closest school and ride a shuttle bus
to Shannon. Arrival and departure times will be available at registration.

Q: What if my child still takes a nap?

A: Again! teachers make every attempt to meet all students needs. As with all of us. it takes time to develop
habits. At the beginning of the year, more time will be devoted to play and rest. As the year progresses students
will start to do more academic tasks.

Q: Does my child need to know how to tie his or her shoes, letters of the alphabet, address and phone
number, etc.?

A. No. It is great if your child knows those things. but those skills are not necessary to enter Kindergarten.
Those skills will be taught or reinforced during the school year.

Q: What if my son or daughter gets sick at school and I work?

A: Our school nurse or building secretary will call parents/guardians or emergency contacts if your child is
injured and needs to be seen by a doctor, is running a fever or has vomited. Otherwise, we try to keep the
students in school. Of course, if parents/guardians cannot by reached we will seek medical help when necessary.
At registration time, you will fill out a form designating a doctor or a hospital of your choice for your child.

Q: Is there a Kindergarten format that is best for my child?

A: Each teacher and format offers a rich social and educational experience for all of our kindergarten students.
The best way for parents to decide if the’ have a format preference is to visit the classrooms. We welcome all
parents to call to set tip classroom visits.

Ii you have any further question. please call Mr. Folken, Mrs. [lospodarsky, or one of our teachers.

Thank you for coming today, and welcome to Shannon Elementary !!!!



NEW STUDENT REGISTRATION FORM (please print) Enrollment Fee:

Monticello Community Schools

Name Enrollment Grade Age
Last First Miadie

Gender Date of Birth Address

_______________
_______________

__

Parent/Guardian Email
Ciky 3idLU iJLuU

Was student born in the United States? YES NO If no, Country of Birth Date entered U.S

____________

List siblings (name & age)

Educational History: School last attended

Address of school
Street City State Phone

Does your student have an IEP (Individual Education Plan)? NO YES

Ethnicity: I) Is this student HispanidLatino? NO YES
2) What is the student’s race?

______Asian

ElacfrJAfrican Nnerican

______

White

Anierican Indian!Alaskan Native °acific Islander/Native Hawaiian

Student lives with (circle all that apply)

Mother Father Step Father Step Mother Guardian Self

Student Information Sent To (circle all that apply)

Mother Father Step Father Step Mother Guardian Self

Father: Name

_______________
_______________

______

Home Ph.

_______________
___

Cell Ph.
Last Fi-st

Address
Stiset Lily biate Zipcede

Place of Employment Business Ph.

Mother: Name Home Ph.

_______________
____

Cell Ph.
bitS[

Mdress
S:reet C;ty State Zioccde

Place of Employment Business Ph.

Other Guardian: Name Home Ph. Cell Ph.
Please specify relaticnship_

Last First
Address

Street City Slate Zipcode

Place of Employment Business Ph.



Emergency Contact Information: This should be someone that will be able to care for jour child in the event of illness or
accident at school and you are unable to be reached Please list the names and phone numbers ireferably someone living in

‘jour ne;hbotbood and!or in the school dislricti Iba vie ccuU contact

Name Phone Relal:cnsh:

Name

_______________________________

Phone

_______________________

Peialonsbip

_________________________

Medication Information
Medications taken daily at school At home

Any medication gi•ien at school including over-the-counteriTylenci ibuprcIen, cough !jr:.ps Nljdci etc 1 requIres parent Nr,iten autncnzation.
Oddit;cnal fonts icr daily medicaons are located in the nurses cfco
I give authohntcr. fc{ over-the-counter melicabon to be adalr,iste’ed.

parent Guardian Signature

Grades Vt throuah 4’ only can pancipate in a weekly fluoride nnse program to help in prctcci;ng their teeth agatnt .avil:es
I give authorization for my child to participte In the fluoride program. (Circle: YES NO)

FarenUuuardian Signature

Medical Injury
t-.epermisscnl:rnycri:o i_casecfar.;_r,c.orer;er.cy. zegi,ennro:a:J:.oao_ent icr:te yES NO)
Iie permissIon for n:y child to be t,acspcned b1 ambuacce to the hospra ‘1 boy: ri oh; as

______________________

ParenuGuardian Sigra:ure: Data:

FOR OFFICE USE ONLY

Ewoltment Date StO:1 Dale Sludent ID Lac No



MONTICELLO COMMUNITY SCHOOL DISTRICT

HEALTH INFORMATION FORM (please print)

MEDICAL INFORMATION

Family Doctor:

_______________
_________

Phone:

_______________
____________

Last Physical:

_______________
_________

Las: Tetanus:

_______________
___

Hepatitis B Series

_______________
___

Other mmurizaticns

_______________
___

(received this past year)

Dentist:

_______________
_____________

Phone:

_______________
_________

Last Appointment:

_______________
_______

Injuries or operatiers:

____________________________________________________________________________

Date:

_______________
_________

Insurance Information

Insurance Comoany:

ID 4:

_______ ___________________________________

P!on/Group 4:

___________________________________________

Special Needs

Specialist.

_______________
________

Phone: Las: Appointment:

_______________
_______

Health Diagnosis/Medical Alerts:

_______________

- —______________

_______________
_______________

________

{Asthma, Diabetes, Seizures, ADD/ADHD, Other (explain)]

Special D:et:

_________________________________________________

Allergies:

________________________________________________

Other needs:
[Glasses, Contacts, Orthodontics, Other (explain)]

Medications

Medications taken daily at school

__________________________________________

At home

_______________
__________

—

_____________

Any medication given at school including over-the counter (Tylenol, Ibuprofen, cough drops, etc) requires parent written

authorization. Additional for daily medications are located in the nurse’s office.

I give authorization for over-the-counter medication to be administered.

_______________________________________________________

Parent.’Gjajiai Sign:ue
. . I - .,.

Medical Injury

I give permission for my chfld, in case of an injury or emergency, to be given first aid treatment. ES NO

I give permissions for my child to be transported by ambulance to the hospital. My hospital choice:

_______________
______________

Parent/Guardian Signature

____________________________________________________________________
___

Date

_______________
_____



Dear Parents:

School districts are required to report 111L2 iitiinl’er ot cuter 14 kindergarten sttideuuts thatattended preschool.
This report is required by the Iowa I)epartnieiut ol Education.
Please hi! out, the hcjttoun ut this LijUlilii NP!fJ1’ Lth±S1Rl1IIIoLQWC.

If you have aity guieslions, iilease contact lue scluo ii it U,5—5 115.

Thank you tsr your cooperation

Child’s Name

Please mark:

_________

Yes, my child attended preschool ui the year

_________________

Nai ne oF preschool:

_________

No, my child did not attend preschool

Parent/Guardian Signature:



Grant Wood AEA
HOME LANGUAGE SURVEY

3tudent Name:

___________________________________________________

Oirth Dato: —___________________ 3’,x: a M&e J Fimafe
ParonwGuardian Name:

— - —

Address:

Hcme Felophone:

________________________________________________

Work rolephon:

_______________________

School:

_____________________________________________________

Grade:

_______________________

Dale: —

I, Was your child born In the United States? 2 ‘(as 2 No
II yes, In which state?

______________________

It no, In what other country?

2. Has your child attended any school in the United States
icr any three years during ihoir liletime? J Vos 2 No
It yes, please provide school name(s), state, and dales attended:
Name at School

___________________________________________

State

_______

Dates Attended
Name oF School

_______________________________________________

State

________

Da:es Attended_
Name of School

_______________________________________________

State

________

Dates Atterded
3. What language Is spoken by you and your family most of the time at home?

______________________

.3 ii available, in what language would you prefer to receive
communication From the schcol?

_____________——

S. P!ease check if your child s:
A. 2 Native American Indian C. 2 Native Pacific tslandor
S. 2 Alaska Native D. 2 Native U.S. Virgin Islander

5, is your child’s ¶Irst•learned or home language anything other than English? 2 ‘(as a No
It you responded ‘Yes” to question number 6 above, please answer the tallowtng questions:
7. What language did your child learn when he/she first began to talk?

____________

S. What language does your child most frequontty speak at home?

_____________

‘1 What ianguage do you most troquently speak to your chid? Father)

____________

(Mother)

IC. Please describe the language understocd by your child, (Check only one)
A. :J Understands only the home language and no English,
B. ;J Understands mostly the home language and some English.
C. 2 Understands the home language and English equally.
0. 2 understands mostly English and some of the home language.
E. 3 Understands only English.

Parent or Guardian’s Signature Date

OFFICE USE ONLY
SIudnt ID # Dete Distributed , Date Rcceiced

c1)NCLB.B La (Rev O5OS US) 14 Fxins AC Cui;iinuii ie .i ms. re
23 iS



R(1F/rn FN Cll’FY

IIIC cfl,t )tl\IiiiileIlt LI LLIIPL.1114)) is wiwiimig ilie Ioiioiiig iiihiriiiation he identified
CLICK year aiul kept on lie for a period ci three years.

liii.’ L)Ilfl\’vIIlL tv.o—part tIiJeSLiL)I1 sliotilc.i lie Ilissvered throtIs2ll sell’—i entilicatioti liv
parenif S ).

In the event thai a student aitI/or puieni(s) reilises to id’iililv an ethnicity anti/or race.
oliscrer identification nay he used as a last resort.

Is ibis student IlispaiiielLaiiiio? ((house univ one)

No, not I I ispanzc/Latiiio

- \es, Ilispanic/Latino (A person of Cubmi. Mexican. Puerto Rican,
(/uLni, South or Central American. or oilier Spanish culture or origin.
regardless of race.)

\hat is the student’s i-ace? (Choose one or more)

Am erican in tHan or Alaska Native (A person having origins in any of
the original peoples of North and South America tincluding Central
;\iIierict). and ;ho maintains tribal athliation or community
attachment.

:SiaI1 ( .•\ person ha; ing origins in an’ of the original peoples of the Ear
I LISt. Southeast. Asia. or the Indian subcontinent including, fin example.
Cambodia. Cli i. india. Japan. Korea. ialavsia, Pakistan. the
Philippine Is lands, lliai [and, and Vietnam,

lilac ii or African Am erican (A person ha; ing origins in any o 1 the
black racial groups of A Eric a -

Na five I lawalian orJ ) thcr Paci tie Islander (A person having origins
in any of the original peoples of I la;a. Guam. Samoa, or other Pacific
islands -

White (A person having origins in any of the original peoples of Europe.
the Middle East. or North Africi)

Student

____________________________________________________

ParentGuardian Signature

___________________________________________________

Date

__________________________



Monticello Community Schools
Shannon Elementary I Carpenter Elementary

321 W. South St. / 615 N. Gill Si., Monticello, IA 52310
(319)465-5425 /(319) 465-355!

Dear Parent / Guardian of Incoini ng RI nclergartners,

The Iowa Immunization Law states that for your child to attend a public or private school
in Iowa, he or she must be fully immunized against DVF. Polio, Chicken pox, MMR, and
Hepatitis B. This means that to be fully immunized your child will need to have had:

Polio: 4 doses — with one dose given after the age of 4
DPT (Diphtheria, Pertussis, anti Tetanus): 5 closes with one dose given after the age
of 4
MMR (Measles, Mumps, and Rubella): 2 closes (usually the second dose is given
after age 4)
Varicella (Chicken Pox): 2 doses (usuall the second close is given alter age 4)
Hepatitis B:3 doses

IT IS MANDATORY that a COMPLETED IMMUNIZATION
CERTIFICATE for your child be RETURNED TO SCHOOL by MAY
3,2016. Your child will not be able to attend school the first day if
immunizations are not completed.

If there is a problem with completing the above vaccines by the first day
of school, please call jen Speltz, School Nurse at Shannon Elementary
(319—465—S42Sext. 1327).

If you do not have insurance that covers the cost of the vaccines, you may be eligible to
receive them through Community Health. You can call and make an appointment with
them by calling 319-462-5539.

The state law has provided for religious, medical, or provisional certificates in the case
that your child, for some reason, cannot complete the required immunizations by August.
If you need one of these certificates, please contact your physician, the Community
Health Office, or Jen Speltz.

We are happy to receive your child’s immunization certificate as soon as it is completed,
but it MUST BE ON FILE AT SCHOOL by the FIRST DAY of CLASSES in AUGUST
of 2015. Your clii Id, accordinz to the state immunization law, is to be excl tided from
school it there is not one of the ceitihcates (completed immunization certiticate
psqyiEqnRI; llgips prmcdll.ili Ilk Uwfirst day schl in Au2ust 2016.

Sincerely,

Jen Spel z RN. BSi
Shannon Elementary School Nurse



Attached to this note you will find a Medical Exam Form with a copy of the Immunization Card
printed on back of Medical Exam Form! also attached is a Dental Form for your child’s dentist to fill
out at their next appointment. The Medical Exam Form, Immunization Card and Dental Form are
being given to you now to allow more time for you to get your child to the doctor, and dentist. The
doctor and dentist will know how to fill out each form. We must have completed Immunization
form by May 3, 2016 in order for your child to attend school. The Dental & Physical can be
returned at Registration in August, or the first day of school. When you have completed the forms you
may either mail them to Sandy Hinrichs, Secretary, at Shannon Elementary School, drop them off
during school hours or fax them to 319-465-3370.

**nlf there is a problem with completing the above exams by May 3, 2016, please call
Jen Speltz, School Nurse at Shannon Elementary (319— 465—5125 ext. 1327).

* Please let us know on the back of this sheet any additional information regarding your
child that the teacher or other personnel should be aware of (allergies, medications,
significant developmental history, etc.) or email Jen Spelti at
jennHt2r.spelLzcImonticeIlo.k12.ia.us

Thank you for your cooperation in getting the medical records completed and turned in ASAP.
If you have any questions, please call our school nurse, Jen Speltz at 319-465-5425 (ext. 1327)

Kin derga i-ten
Information to return to Shannon

D Preschool Attendance Sheet Return by January.
Student — Parent Information Return by January.

Q Home Language Survey Return hyJanuary.
Race/Ethniticity - Return by January.

Dear Parents/Guardians,
*

Tmrnunization-Dental- Physical-with LEAD screening date. (May3, 2016)



Monticello Community Schools
Medical Exam Form

Name______________________ Date of Birth____________
Parent/Guardian Name______________________________________
Doctor/Clinic Name______________________________________
Health History:

Condition: bate(s)
Hepatitis
Pneumonia

______________

Strep Infection

______________

Chicken Pox

_____________

Bladder/Kidney Trouble

_____________

Seizure Disorder

____________

Ear Infection

_____________

Major Injuries/Surgeries:
Allergies:

Physical Exam:
Ht.

________

Wt.

________

BP

________

P

________

Urinalysis
HGB

_______

General Exam:
Head

_______

Throat

_______

GU_______
Eyes

_______

Neck

_______

Ext.

_______

Ears________ Lungs
Nose

_______

Heart

_______

Mouth

_______

Abd.

_______

Conditions which could effect school work

_______________________

*** Lead TestinaL Results

__________

Date

__________

Immunization Plan: IPV #4

________

Dtap #5 4

________

MMR #2 4
Hep B

_________

Varicella Vac

_________

Please fill out Immunization form on back of Medical Exam Form, or
attach signed copy from IRIS.

Examiner’s Signature
bate:

__________
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- Iowa Department of Public Health
\IWPHJ) CERTIFICATE OF DENTAL SCREENING

This certificate is not valid unless all fields are complete.
RETURN COMPLETED FORM TO CHILD’S SCHOOL.

Student Information (please print)

Student Last Name: — StuclentflrstNarn Birth Date (M/D/YYYY)

Parent or Guardian Name: 1 Telephone (home or mobile):
• Street Address: Cay: County:

Name of Elementary or High School: r Grade Level: Gender:
H Male Fema a

Screening Information (health care provider must complete this section)

Date of Dental Screening:

__________________________________

Treatment Needs (check ONE only based on screening results, prior to treatment services provided)

H No Obvious Problems — the child’s hard and soft tissLies appear to be visually healthy and there
is no apparent reason for the child to be seen before the next routine dental checkup.

H Requires Dental Care — tooth decay1 or a white spot leson2 is suspected in one or more teetn. or
gum infection3 is suspected.

H Requires Urgent Dental Care — obvioos ccth da:aj’ is cresent none or more teeth, there is
evidence of injury or severe infection! or the child is experiencing pain.

Tooth decay: A visible cavity or hole in a tooth with brown or black coloration, or a retained root.
2 White spot lesion: A demireralized area of a tooth, usually appearing as a chalky, whito spot or white line near the
gumline. A white spot lesion is considered an early indicator of tooth decay? especially in primary (baby) teeth.
Gum infection: Gum (gingival) tissue is red, bleeding, or swollen.

Screening Provider (check ONE only):
H DDS/DMD H RDH H MD/DO fl PA H RN/ARNP çH oh school screen mLs: be provaso by DDS!DMD or RDH

Provider Name: (please Pr n:)

____________________—

Phone:

____________________

Provider Business Address:

_______________

—______________

Signature and Credentials
of Provider or

Recorder*:

_________________________ _____________-

Date:

Recorder; An authorized provider tDDS/DMD! RDH, Mo/DC PA! or RN’ARNRj may transfer mformation onto this form from anothar
health document. The other health document should be attached to this form.

A screenna does nc :epla:E: in exam cy a den:ist.
Children should have a complete examinatior by a cientist at least once a year.

RETURN COMPLETED FORM TO CHILD’S SCHOOL.

Iowa Department of Pub//c Health • Oral HcaiU Center
515-242-0383 • 866-528-4O2O V/LVW IIflI? staaja iS/fl/ldS/O[RIHltli cpx

A designee of the local board of health or Iowa Department of Publ;c Health nay review this certificate for survey purposes.

9/13/20 12


