
		Emergency Information 

Child’s name r Male  r Female Birthdate 

Updated 2017-12-18 

1. Emergency Contact Information
In addition to parent(s) who will be contacted first in case of emergency. 

Name Relationship to Child Phone Authorized Pickup? 

1 � Yes   � No  

2 � Yes   � No 

3 � Yes   � No 

4 � Yes   � No 

Is any parent/guardian or other person specifically not authorized for pick-up?  r Yes     r No

If yes, please list name, relationship to child, and any relevant details. If the non-authorized person is a parent, you must provide 
appropriate legal paperwork.  

Name ____________________________ Relationship to Child _____________________________________ 

2. Persons Authorized to Pick Up–in addition to parent(s) and emergency contacts listed above
Name Relationship to child/family Phone 

1 

2 

3 

4 

5 

6 

Parent name 
Emergency Info Form (CA ELMS only) 

Signature Date 

3. Physician and Insurance Information
Pediatrician or primary care provider Dentist 

Name 
Street address 

City, State, Zip 

Phone 

Insurance company Policy ID# 
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2. Essential Contact and Emergency Information Copied from Other Forms—This form goes with child on field
trip; below essential information needed for safety may be duplicated from other forms. 

Name Phone to call in case of an emergency 
Parent/Guardian #1 

Parent/Guardian #2 

Pediatrican or primary care provider 

Dentist or orthodontist 

Insurance company Policy ID# 

Parent name Signature Date 

3. Emergency Medical Release
I/we hereby authorize LePort Montessori personnel to seek medical attention for my child in the event of an emergency. I/we,
as parent/guardian(s) also authorize LePort Montessori personnel to transport my child to the appropriate medical facility in the 
event that urgent/emergency medical care is necessary, or to call 911. The hospital and its medical staff have my authorization to provide 
any treatment which a physician deems necessary for the well-being of my child. It is understood that every effort shall be made to 
contact me/us prior to rendering treatment to my child, but that necessary treatments will not be withheld if I/we cannot be reached. I will not 
hold liable LePort Montessori, its officers, staff, or volunteer parents for medical aid rendered during a field trip, at school, or at the 
hospital/medical provider office, and will reimburse LePort Montessori for medical or other expenses incurred in the care of my child. 
This authorization is given pursuant to Section 6910 of the Civil Code of California and remains in effect from the date of this form through 
August 31st, 2020.

1. Field Trip Permission and Transportation Release

I/we, the undersigned parent(s) or guardian(s) of __________________________________________, a minor, do hereby request that he/
she be permitted to attend LePort Montessori field trips and activities scheduled throughout the school year (from the date on this form�
through August 31, 2020). Said field trips and activities may refer to a range of activities, including but not limited to, the child being taken off 
campus for walks, hikes, parent-chaperoned going-out trips, and, for infants, buggy rides through the neighborhood. 

List any medicines your child requires at school and may need to take with him/her on field trips (to include but not limited to 
Epi-Pen or Inhaler/Nebulizer). List any medical conditions and developmental issues that must be known on field trips your child 
takes:

I/we understand that neither LePort Montessori, nor any of its officers, administrators, teachers, staff, or parent chaperones are 
liable for any accident or injuries that may occur to the above-named student as a result of any aspect of his/her participation in 
any school-sponsored field trip or activity. 

Parent name Signature Date 

Field Trip, Transportation & Medical Release 

My child has food allergies: r Yes     r No

If yes, the child’s food allergy form, allergy treatment plan, and (if provided) epinephrine auto-injector or other allergy 
medications must be taken on the field trip and stay with the child throughout the trip. A food allergy safety adult (child’s parent, 
teacher, or volunteer chaperone) may, at the parent’s request, be designated, be trained on the child’s allergies and treatments, and stay 
in the child’s field trip group for the entire time of the trip. The child may be asked to wear allergy identification to help keep him/her safe. 

My child does not eat certain foods due to personal or religious beliefs:  r Yes     r No
If yes, please describe your child’s food restrictions and any special dietary requirements: 

12.201� CA Updated 201�-12-�0

Child’s Name Gender Birthdate 
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Nutrition and Allergy Information

Yes No 

r r 

r r 

r r 

If you answered yes to any of the above questions, to enroll your child at LePort Montessori, you will need to either (1) provide an epinephrine 
auto-injector for us to keep at school, or (2) provide a written notice from your child’s physician that an epinephrine auto-injector is not required for 
your child to be safe.  You will also need to provide a written, detailed treatment plan provided or approved by your physician, for our staff to 
follow in case of an allergic reaction. 

Food RU (QYLURQPHQWDO Allergen
--e.g. peanuts, walnuts, egg, 
dairy, etc. or grass, pollen, 
dander, etc.

Description of Severity of Allergy� Expected Symptoms 	 
7UHDWPHQW— e.g., anaphylactic/life-threatening (may lead to vomiting, 
breathing problems…), or mild (hives, itching); and if Benadryl� inhaler�
nebuli]er or any other medication should be used as treatment

Epi for Treatment?  
Epinephrine required 
to treat this allergen? 

Yes No 
r r 

r r 

r r 

r r 

r Check here if 1) your child has more than four food RU HQYLURQPHQWDO allergies so we may discuss in person and prepare an
addendum to this form; or 2) regardless of the number of your child’s food�HQYLURQPHQWDO allergies, you would like to discuss in
person so we may better understand your child’s needs with respect to allergies.

3. Allergy Medication & Topical Products Consent and Administration Authorization—complete for every child.

This medication should be provided to my child as needed from the date of this form through August 31, 2020.  I authorize LePort Montessori to administer the 
above prescription(s) and/or over-the-counter medication to my child as indicated above. �I IXUWKHU DXWKRUL]H /H3RUW 0RQWHVVRUL WR DGPLQLVWHU DQ\ DQG DOO WRSLFDO 
SURGXFWV WR LQFOXGH EXW DUH QRW OLPLWHG WR� 6XQVFUHHQ� GLDSHU FUHDP� FKDSVWLFN DQG ORWLRQ� , understand that it is my responsibility to provide LePort Montessori with 
any and all medications�Dnd�toSicDO�Sroducts, and full treatment plan, as necessary to treat my child's allergies�Dnd�or�PedicDO�condition. It is also my 
responsibility to verify the expiration date(s) of any medications supplied to the school and make note of the date(s) to provide the school with replacement 
medications. I will inform LePort Montessori if I become aware that my child is allergic to any food(s) and/or if my child is no longer allergic to an item. I understand 
that all prescription or over-the-counter medications Dnd�toSicDO�Sroducts�must be provided in the original packaging with appropriate labels affixed. In addition, if I 
have provided an epinephrine auto-injector to LePort Montessori for my child, I must also provide a case that will maintain a proper temperature for the device, 
when stored indoors and carried outdoors. 

Parent Name Date Signature 

For School Office Use Only
r ProCare
r

Allergy list (classroom, office, emergency backpack &
snack cupboard)

r HOS informed

r Meeting not required
r Meeting required & scheduled:

Date ____________________ Time____________
r Allergy info & meeting notes provided to Head

Teacher/Homeroom Teacher
Updated 201�-12-�0

r Yes     r No

r Yes     r No

1. Nutrition Preferences, Restrictions & Food/Environmental  Allergies–complete for every child

My child does not eat certain foods due to personal or religious beliefs: 
If yes, please describe your child’s food restrictions and any special dietary requirements below: 

My child has food DQG�RU HQYLURQPHQWDO allergies:
If yes, you must complete the food�enYironmental allergy information (Section 2) below. If your child acquires a new 
food or enYironmental allergy, you must notify us immediately and provide an updated version of this form.

2. Allergy Information—complete for every child with allergies �dietary and�or enYironmental�

,n response to eating one of his/her food allergens or beinJ e[Sosed to his�her enYironmental allerJen, has your child ever 
experienced one of the following: 

He/she has had a systemic allergic reaction (e.g., hives over larger parts of his/her body, severe stomach pains, 
nausea or vomiting, breathing problems). 
He/she has needed medical attention during an allergic incident (e.g., has been taken to the pediatrician’s or 
allergist’s office, taken to urgent care or an ER, called 911, or had LQMHFWDEOH epinephrine administered).

He/she has been prescribed an epinephrine auto-injector (EpiPen, AuviQ, or similar). 

Child’s Name Gender Birthdate 

2019 CA
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State of C
alifornia—

H
ealth and H

um
an Services Agency 

D
epartm

ent of H
ealth C

are Services 
 

C
hild H

ealth and D
isability Prevention (C

H
D

P) Program
 

If your child is unable to get the school health check-up, call the C
hild H

ealth and D
isability Prevention (C

H
D

P) Program
 in your local health  

departm
ent.  If you do not w

ant your child to have a health check-up, you m
ay sign the w

aiver form
 (PM

 171 B
) found at your child’s school. 

PM
 171 A (09/07) (Bilingual) 

C
H

D
P w

ebsite:  w
w

w
.dhcs.ca.gov/services/chdp  

R
EPO

R
T O

F H
EALTH

 EXA
M

IN
A

TIO
N

 FO
R

 SC
H

O
O

L EN
TR

Y 
To protect the health of children, C

alifornia law
 requires a health exam

ination on school entry.  P
lease have this report filled out by a health exam

iner and return it to the school.  The 
school w

ill keep and m
aintain it as confidential inform

ation. 

PA
R

T I 
TO

 B
E FILLED

 O
U

T B
Y A

 PA
R

EN
T O

R
 G

U
A

R
D

IA
N

 
C

H
ILD

’S
 N

A
M

E
—

Last 
First 

M
iddle 

B
IR

TH
 D

A
TE

—
M

onth/D
ay/Y

ear 

A
D

D
R

E
S

S
—

N
um

ber, S
treet 

C
ity 

ZIP
 code 

S
C

H
O

O
L 

PA
R

T II 
TO

 B
E FILLED

 O
U

T B
Y H

EA
LTH

 EXA
M

IN
ER

 
H

EALTH
 EXAM

IN
ATIO

N
 

 
IM

M
U

N
IZATIO

N
 R

EC
O

R
D

 
N

O
TE:  All tests and evaluations except the blood lead test 

m
ust be done after the child is 4 years and 3 m

onths of age. 
 

N
ote to Exam

iner:  P
lease give the fam

ily a com
pleted or updated yellow

 C
alifornia Im

m
unization R

ecord. 
N

ote to School:  P
lease record im

m
unization dates on the blue C

alifornia S
chool Im

m
unization R

ecord (P
M

 286). 

R
EQ

U
IR

ED
 TESTS/EVALU

ATIO
N

S 
D

ATE (m
m

/dd/yy) 
 

 

VAC
C

IN
E

 
D

ATE E
AC

H
 D

O
SE W

AS G
IVEN

 
First 

Second 
Third 

Fourth 
Fifth 

PO
LIO

 (O
P

V or IP
V

) 
 

 
 

 
 

D
taP/D

TP/D
T/Td (diphtheria, tetanus, and [acellular] 

pertussis) O
R

 (tetanus and diphtheria only) 
 

 
 

 
 

M
M

R
 (m

easles, m
um

ps, and rubella) 
 

 
 

 
 

H
IB

 M
EN

IN
G

ITIS
 (H

aem
ophilus Influenzae B

) 
(R

equired for child care/preschool only) 
 

 
 

 
 

H
EPATITIS B

 
 

 
 

 
 

VAR
IC

ELLA
 (C

hickenpox) 
 

 
 

 
 

O
TH

E
R

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

 
 

 
 

O
TH

E
R

 
 

 
 

 
 

H
ealth H

istory 
______/______/______ 

P
hysical E

xam
ination 

______/______/______  
D

ental Assessm
ent 

______/______/______ 

N
utritional Assessm

ent 
______/______/______  

D
evelopm

ental Assessm
ent 

______/______/______ 

V
ision Screening 

______/______/______  
A

udiom
etric (hearing) S

creening 
______/______/______  

TB
 R

isk A
ssessm

ent and Test, if indicated 
______/______/______  

B
lood Test (for anem

ia) 
______/______/______  

U
rine Test 

______/______/______  
B

lood Lead Test 
______/______/______  

O
ther 

______/______/______  
 

 
 

PA
R

T III 
A

D
D

ITIO
N

A
L IN

FO
R

M
A

TIO
N

 FR
O

M
 H

EA
LTH

 EXA
M

IN
ER

 (optional) 
and 

R
ELEA

SE O
F H

EA
LTH

 IN
FO

R
M

A
TIO

N
 B

Y PA
R

EN
T O

R
 G

U
A

R
D

IA
N

 

R
ESU

LTS AN
D

 R
EC

O
M

M
EN

D
ATIO

N
S 

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

 
 E

xam
ination show

s no condition of concern to school program
 activities. 

 C
onditions found in the exam

ination or after further evaluation that are of im
portance to schooling or 

physical activity are:  (please explain) 

I give perm
ission for the health exam

iner to share the additional inform
ation about the health 

check-up w
ith the school as explained in P

art III. 
 

 P
lease check this box if you do not w

ant the health exam
iner to fill out P

art III. 

  
 

 
S

ignature of parent or guardian 
 

D
ate 

 

N
am

e, address, and telephone num
ber of health exam

iner 
    

 
 

S
ignature of health exam

iner 
 

D
ate 



State of C
alifornia—

H
ealth and H

um
an Services Agency 

D
epartm

ent of H
ealth Services 

 
C

hild H
ealth and D

isability Prevention (C
H

D
P) Program

 

S
i su niño o niña no puede obtener el exam

en de salud llam
e al P

rogram
a de S

alud para la Prevención de Incapacidades de N
iños y Jovenes (C

hild H
ealth and D

isability Prevention Program
) 

en su departam
ento de salud local.  S

i U
d. no desea que su niño(a) tenga un exam

en de salud, puede firm
ar la orden (P

M
 171 B

), form
ulario que se con

sigue en la escuela de su niño(a). 
 

C
H

D
P w

ebsite:  w
w

w
.dhcs.ca.gov/services/chdp 

PM
 171 A (3/03) (Bilingual) 

IN
FO

R
M

E D
EL EXA

M
EN

 D
E SALU

D
 PA

R
A

 EL IN
G

R
ESO

 A LA
 ESC

U
ELA

 
P

ara proteger la salud de los niños, la ley de C
alifornia exige que antes de ingresar a la escuela todos los niños tengan un exam

en m
édico de salud.  P

or favor, pidale al exam
inador de 

salud que llene este inform
e y entregelo a la escuela—

este inform
e sera archivado por la escuela en form

a confidencial. 

PA
R

TE I 
PA

R
A

 SER
 LLEN

A
D

O
 PO

R
 EL PA

D
R

E/LA
 M

A
D

R
E O

 EL G
U

A
R

D
IÁ

N
 

N
O

M
B

R
E

 D
E

L N
IÑ

O
/N

IÑ
A
—

A
pellido 

P
rim

er N
om

bre 
S

egundo N
om

bre 
FE

C
H

A
 D

E
 N

A
C

IM
IE

N
TO
—

M
es/D

ía/A
ño 

D
O

M
IC

ILIO
—

N
úm

ero y C
alle 

C
iudad 

Zona P
ostal 

E
scuela 

PA
R

TE II 
PA

R
A

 SER
 LLEN

A
D

O
 PO

R
 EL EXA

M
IN

A
D

O
R

 D
E SA

LU
D

 
EXAM

EN
 D

E SALU
D

 
 

R
EG

ISTR
O

 D
E IN

M
U

N
IZAC

IO
N

ES 
AVISO

:  Todas las pruebas y evaluaciones excepto el análisis 
de sangre para el plom

o deben ser hechas después de la edad 
de 4 años y 3 m

eses. 

 
Aviso al Exam

inador:  P
or favor dé a la fam

ilia, una vez com
pletado, o a la fecha, el R

egistro de Inm
unización de C

alifornia en 
papel am

arillo. 
Aviso a la Escuela:  P

or favor apunte las fechas de inm
unización sobre el R

egistro de Inm
unización de la escuela de C

alifornia 
en papel azul. 

PR
U

EB
AS Y EVALU

AC
IO

N
ES R

EQ
U

ER
ID

AS FEC
H

A(m
m

/dd/aa)  

 

VAC
U

N
A

 
FEC

H
A EN

 Q
U

E C
AD

A D
O

SIS FU
E D

AD
A

 
Prim

ero 
Segundo 

Tercero 
Q

uarto 
Q

uinto 
PO

LIO
 (O

P
V o IP

V
) 

 
 

 
 

 
D

TaP/D
TP/D

T/Td (difteria, tétano y [acellular] pertusis 
[tos ferina]) O

 (tétano y difteria solam
ente) 

 
 

 
 

 

M
M

R
 (saram

pión, paperas, rubéola) 
 

 
 

 
 

H
IB

 M
EN

IN
G

ITIS
 (H

em
ófilo, Tipo B

)  
(R

equerida para centros de cuidado para niños y centros 
preescolares solam

ente) 
 

 
 

 
 

H
EPATITIS B

 
 

 
 

 
 

VAR
IC

ELLA
 (V

iruelas locas) 
 

 
 

 
 

O
TR

A
  (e.g. prueba TB, de ser indicado) 

 
 

 
 

 

O
TR

A 
 

 
 

 
 

H
istoria de S

alud 
______/______/______ 

E
xam

en Físico 
______/______/______  

E
valuación de D

ientes 
______/______/______ 

E
valuación de N

utrición 
______/______/______  

E
valuación del D

esarrollo 
______/______/______ 

P
ruebas V

isuales 
______/______/______  

P
ruebas con A

udióm
etro (auditivas) 

______/______/______  

E
valuacion de R

iesgo y prueba Tuberculosis* ______/______/______  
A

nálisis de S
angre (para anem

ia) 
______/______/______  

A
nálisis de O

rina 
______/______/______  

A
nálisis de S

angre para el plom
o 

______/______/______  

O
tra 

______/______/______  
 

 
 

PAR
TE III 

IN
FO

R
M

AC
IÓ

N
 AD

IC
IO

N
AL D

EL EXAM
IN

AD
O

R
 D

E SALU
D

 (optional) 
y 

PER
M

ISO
 PAR

A D
IVU

LG
AR

 (D
ISTR

IB
U

IR
) EL IN

FO
R

M
E D

E SALU
D

 
R

ESU
LTAD

O
S Y R

EC
O

M
EN

D
A

C
IO

N
ES 

Llene esta parte si el padre/la m
adre o el guardián ha firm

ado el consentim
iento para divulgar 

(distribuir) la inform
ación de salud de su niño/niña. 

 
 E

l exam
en reveló que no hay condiciones que conciernen las actividades de los program

as 
escolares. 

 Las condiciones encontradas en el exam
en o después de una evaluación posterior que son de 

im
portancia para la actividad escolar o física son:  (por favor explique) 

Y
o le doy perm

iso al exam
inador de salud para que com

parta con la escuela la inform
ación adicional 

de este exam
en com

o es explicado en la P
arte III. 

 P
or favor m

arque esta caja si U
d. no desea que el exam

inador llene la P
arte III. 

   
 

 
Firm

a del padre/m
adre o guardián 

 
Fecha 

*de ser indicado 

  

 
 

Firm
a del exam

inador de salud 
 

Fecha 
 



Modification Request Form (v2025.11) 

STUDENT NAME: GRADE:  DATE OF BIRTH: 

Would your child need assistance and/or modifications in order to fully participate in this school’s programs and services? 
Check one:         No    (Please skip the Request section below, and sign/date the bottom of this form) 

 Yes    (Complete the rest of this form, sign and submit the form with supporting documents, if any)   

You may change your election on this form at any time, by providing written requests to Principal or Assistant Principal. 

Request – to be completed by Family 
If you responded Yes above, please describe any requests for modifications to our school’s programs and services. 

Describe the reason for each requested modification: 

Requested Modifications to School Policies or Programs: 

☐ Use a separate sheet of paper, if you need more space

Please provide any supporting documents to help the school understand the student’s abilities, needs, and any current or 
pending support services for the student, including but not limited to: 

 Documents from the student’s health care providers 
 Documents from a therapist or a public school district that evaluated the student (e.g. IEP) 
 Others:   

We only need information relevant to the requested modifications. 

_________________________________ _________________________________ _________________________ 
Parent/Guardian Printed Name           Parent/Guardian Signature                         Date  

To Be Completed by School 
School Name School Number Principal 
Date Received Person Received 

Modification Request Form


