
  

ENROLLMENT & HEALTH INFORMATION  

Student's Name: ____________________________________ Age:_____ Grade:_____ Birthdate:_________   
    (Last)               (First)    (Middle)   

Primary Mailing Address: ______________________________________________ Male ____ Female ____ 
   (PO Box, Street, etc.)      (City, State, Zip)   

Primary Physical Address: ________________________________________ Primary Phone: _____________   
(If different from mailing address)   

Family #1:   
 

Primary Guardian #1: ___________________________________Relationship to student: _____________   
Employed at: _____________________________ Work Phone: _______________ Cell Phone: ___________   

Email address: ____________________________________________________________________________   

Primary Guardian #2: ________________________________ Relationship to student: __________________   

Employed at: _____________________________ Work Phone: _______________ Cell Phone: ___________  

Email address: ____________________________________________________________________________   

Family #2 (if applicable):   
 

Guardian #1: ______________________________________ Relationship to student:___________________   
Employed at: _____________________________ Work Phone: ______________ Cell Phone: ____________   

Email address: ____________________________________________________________________________   

Guardian #2: ________________________________________ Relationship to student: _________________   

Employed at: ____________________________ Work Phone: _______________ Cell Phone: ____________   

Email address: ___________________________________________________________________________  

Mailing address: _________________________________________________________________________   

Other Children in the Home:   

Name                                             Grade (if in school)                         Birth date   

_____________________________________________________________________________________   

_____________________________________________________________________________________   

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 



Has your child attended another school previously?   YES ____   NO ____ 

 

School Name: __________________________________ City: ________________________ State: ______  

 

Laptop, Internet and Media Center Use:   

Do you have internet at home for eLearning or distance learning?   YES ____   NO ____   

Do you need a school issued computer/device for distance or eLearning?  YES ____   NO ____   

  I have read and agree to the stipulations set forth in the Technology section of the student handbook 

(Student handbook can be found online www.pelicanrapids.k12.mn.us) regarding the acceptable use policy.    

Media Release:   

I give my permission to use my child(ren)’s photo in media (newsletters, school website, local newspaper, 

Facebook) for purposes of public awareness, education or recruitment. Yes _____ No _____   

Alternate contacts:    

It is very important to have an alternate contact person in case your child needs to be sent home due to medical 
reasons and a parent is unavailable.    

Name: ___________________________________ Daytime Phone: ___________________   

Name: ___________________________________ Daytime Phone: ___________________  

Does your child have any of the following?  

   IEP         504 Plan         Neither 

Student’s Health Information:   

Physician's name: ______________________    Dentist's name: ______________________________   

Has your child been diagnosed with any of the following:    

Asthma_____     Allergy _____     Depression _____     Diabetes _____     Other _____   

If other, please describe: ________________________________________________  

List any major illnesses, injuries, or operations that have occurred in the last year:      

_______________________________________________________________________________________   

Does the student wear:    

Glasses: Yes _____   No _____     Contacts: Yes _____   No _____     Hearing aids: Yes _____   No _____                      

Does the student use equipment such as a wheelchair?    

Yes _____   No _____   Please describe: ________________________________________________________  

Has a physician placed any restrictions on the student's activities?     

Yes _____  No _____ Please describe: (ie: swimming, gym, dietary)  __________________________________   

Does the student's health condition require an emergency drug?    

Yes _____   No _____   



Does the student take a medication daily?    

Yes _____   No _____      As needed? Yes _____   No _____   

Name of medication: ______________________________________________________________________ 

Dosage: _________________________________________________________________________________ 

Will the student require medication during the school day?     

Yes _____   No _____   

 

Medication   

Parents are required to furnish all medication for their child. The administration of prescription and 

nonprescription medication in the elementary school requires a completed Medication Authorization form 

signed by the student’s parent and the physician prescribing the medication. The administration of prescription 

medication in the high school requires a completed Medication Authorization form signed by the student’s 

parent and the physician prescribing the medication.  Over the counter medication use for secondary students 

requires written parental/legal guardian authorization on file at the health office.  The school health office 

personnel should be notified of any change in the student's health status during the school year.           

Release of Information   

It may be necessary at times to share pertinent health information about your child with school staff in order to 

provide adequate accommodations to promote a positive learning environment.  Please notify the school nurse 

if you have any concerns or specific things you do not want released to staff members.  Only necessary 

information will be released.          

Emergency Information   

In the case of emergency, Pelican Rapids School personnel will contact the parent at home or at work. If parents 

cannot be reached, the above designated persons will be called.  When this is not possible, an ambulance or 

police will be called to transport your child to the nearest health care provider or your designated provider.    

Sharing Immunization Data with Registry   

Minnesota law allows for the sharing of immunization information between schools, health care providers, and public 
health agencies. One way we do this is by each of these entities contributing the immunization records we have to one 
computer system that is available only to us, called the Minnesota Immunization Information Connection. This system is 
operated by the Minnesota Department of Health and contains only basic name and address information plus vaccines 
names and dates. It is used solely to help prevent disease by improving immunization services in our community. The 
information can only be shared with those entities authorized by Minnesota law (Minn. Stat. §144.3351) to receive it.    

I authorize School District 548 to release my child’s immunization record to the public health immunization registry. I 
understand this information can only be used to improve the quality and timeliness of immunization services and to help 
schools enforce the School Immunization Law. This includes any immunization information the school currently has on my 
child plus any it may obtain during the school year.    

 I do authorize _____      I do not authorize _____   

  

   
  

  

  

  



  

Ethnic and Racial Demographic Designation Form   

Schools are required to report ethnicity and race to the state and to the U.S. Department of Education. Because of recent 

changes to Minnesota state law, Minnesota disaggregates each category into detailed groups to further represent our 

student populations. Parents or guardians are not required to answer the federal questions (in bold) for their children. If 

you choose not to answer the federal questions (in bold), federal law requires schools to choose for you. This is a last 

resort—we prefer if parents or guardians complete the form. State questions are labeled as “Optional” and schools will 

not fill in this information for you.   

This information helps improve teaching and learning for everyone and helps us accurately identify and advocate for 

students currently underserved. The information this form collects is considered private information. You can review the 

privacy notice to learn more about the purpose of collecting this information, how it will be used and not used, and how 

the detailed groups were identified. The privacy notice can be found in our Frequently Asked Questions: Ethnic and Racial 

Designation Form.   

Is the student Hispanic/Latino as defined by the federal government? The federal definition includes persons of Cuban,  

Mexican, Puerto Rican, South or Central American, or other Spanish culture or origin, regardless of race.1  

[You must select “yes” or “no” to this question.]  
 

o Yes  [If yes, go to Question A.]   o No  [If no, go to Question 1.]  

Optional Question A: If yes was chosen above, select all that apply from the list below (  this question will not be 

answered by school staff):  
 

      □ Decline to indicate    □ Guatemalan     □ Salvadoran              □ Other Hispanic/Latino 

      □ Colombian                  □ Mexican            □ Spaniard/Spanish/Spanish-American 

               □ Unknown                    □ Ecuadorian    □ Puerto Rican   

 Go to Question 1. 

  
 [Select “yes” to at least one of the Questions (1-6) below.]   

  

Question 1: Does the student identify as American Indian or Alaska Native as defined by the state of Minnesota? The 

state of Minnesota definition includes persons having origins in any of the original peoples of North America who 

maintain cultural identification through tribal affiliation or community recognition. [This question is needed to calculate 

state aid/funding.]  
 

o Yes [If yes, go to Question 1a.]  o No [If no, go to Question 2.]  

Optional Question 1a: If yes was chosen above, select all that apply from the list below (this question will not be 

answered by school staff):  

□  Decline to indicate
  

□
 

Anishinaabe/Ojibwe  

 

 

Go to Question 2.   

□  

□  
Cherokee  
Dakota/Lakota  

□  

□  
Other North American Indian Tribal Affiliation  
Unknown  

 
1 Federal Register, Vol. 72, No. 202/Friday, October 19, 2007/Notices/59274   



  

Question 2. Is the student American Indian from South or Central America?   

o   Yes [If yes, go to Question 3.]    o No  [If no, go to Question 3.]  

  
Question 3. Is the student Asian as defined by the federal government? The federal definition includes persons having 

origins in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent including, for example,   

Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.1  

o   Yes [If yes, go to Question 3a.]    o No  [If no, go to Question 4.]  

Optional Question 3a. If yes was chosen above, select all that apply from the list below (this question will not be 

answered by school staff):   

 □  Decline to indicate  

 □
  

Asian Indian  

 □  
Burmese  

Go to Question 4.   

□ 
□ 
□  

Chinese  
Filipino  
Hmong  

□ 
□ 
□  

Karen  
Korean  
Vietnamese  

□  
□  

Other Asian  
Unknown  

  

Question 4. Is the student black or African American as defined by the federal government? The federal definition 

includes persons having origins in any of the black racial groups of Africa.1   

o   Yes [If yes, go to Question 4a.]    o No  [If no, go to Question 5.]  

Optional Question 4a. If yes was chosen above, select all that apply from the list below (this question will not be 

answered by school staff):   

 □  Decline to indicate  

 □  
African-American  

 □  
Ethiopian-Oromo  

Go to Question 5.   

□  

□ 

□  

Ethiopian-Other  
Liberian  
Nigerian  

□  

□  

□  

Somali  
Other black  
Unknown  

  
Question 5. Is the student Native Hawaiian or Other Pacific Islander as defined by the federal government? The federal 

definition includes persons having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific  Islands.1   

o   Yes [If yes, go to Question 6.]    o No  [If no, go to Question 6.]  

  

Question 6. Is the student white as defined by the federal government? The federal definition includes persons 

having origins in any of the original peoples of Europe, the Middle East, or North Africa.1  

o   Yes             o No   

 

Parent(s)/Guardian Signature     Date __________________   



 A 

Appendix A: Minnesota Language Survey 

Minnesota Language Survey 

Minnesota is home to speakers of more than 100 different languages. The ability to speak and understand multiple 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 assessment. Additionally, the information you 
provide will determine if your student should take an English proficiency test. Based upon the results of the test, your student 
may be entitled to English language development instruction. Access to instruction is required by federal and state law. As a 
parent or guardian, you have the right to decline English learner instruction at any time. Every enrolling student must be 
provided with the Minnesota Language Survey during enrollment. Information requested on this form is important to us to be 
able to serve your student. Your assistance in completing the Minnesota Language Survey is greatly appreciated. 

 Student Information  
Student’s Name: 
(Last, First, Middle) 

 Birthdate or Student ID: 

 

blank  
Check the phrase that best describes your 

student: 

 
Indicate the language(s) other than 

English in space provided: 

 
1. My student first learned: 

   language(s) other than English. 

   English and language(s) other than English. 

   only English. 

blank 

 
2. My student speaks: 

   language(s) other than English. 

   English and language(s) other than English. 

   only English. 

blank 

 
3. My student understands: 

   language(s) other than English. 

   English and language(s) other than English. 

   only English. 

blank 

 
4. My student has consistent 

interaction in: 

    _ language(s) other than English. 

   English and language(s) other than English. 

   only English. 

blank 

Language use alone does not identify your student as an English learner. If a language other than English is 
indicated, your student will be screened for English language proficiency. 

 Parent/Guardian Information  

Parent/Guardian Name (Printed):   

Parent/Guardian Signature:  Date: 

* All data on this form is private. It will only be shared with district staff who need the information to best serve your student and for legally required reporting 
about home language and service eligibility to the Minnesota Department of Education. At the district and at the Minnesota Department of Education, this 
information will not be shared with other individuals or entities, except if they are authorized by state or federal law to access the information. Compliance with 
this request for information is voluntary. 



Are Your Kids Ready?
Child Care and Early Childhood Programs Immunization Law
Children are required to receive immunizations before enrolling in child care and early childhood programs in 
Minnesota or submit an exemption. This requirement applies to all licensed child care centers, family child cares, 
certified license exempt child cares, and early childhood programs such as preschool, school readiness plus, 
voluntary prekindergarten, and early childhood special education. Look for your child’s age group in the chart 
below and see how many total doses of each vaccine are needed for their age.

Required Immunizations 3-4 
months

5-6 
months

7-15 
months

16-23 
months

24 months to 
kindergarten

Hepatitis B (Hep B) 2 Doses 2 Doses 3 Doses 3 Doses 3 Doses

Diphtheria, tetanus, and pertussis (DTaP) 1 Dose 2 Doses 3 Doses 3 Doses 4 Doses

Polio (IPV) 1 Dose 2 Doses 2 Doses 2 Doses 3 Doses

Pneumococcal (PCV) 1 Dose 2 Doses 3 Doses 3 Doses

Haemophilus influenzae type b (Hib) 1 Dose 1 Dose 1 Dose 1 Dose 1 Dose

Measles, mumps, rubella (MMR) 1 Dose 1 Dose

Varicella (chickenpox) 1 Dose 1 Dose

Hepatitis A (Hep A) 1 Dose

Note: The number of doses may be different if your child is behind schedule. If your child has fallen behind on their 
vaccinations it is not too late to catch-up, talk to their health care provider.

Recommended but not required for child care or early childhood programs
Influenza (flu), COVID-19, respiratory syncytial virus (RSV), rotavirus and other vaccines are recommended for 
children to ensure they are fully protected. Talk to your health care provider about when your child should 
receive these immunizations. For more information visit CDC: Vaccine Schedules For You and Your Family 
(www.cdc.gov/vaccines/imz-schedules/index.html).

Tips for parents and guardians
 � Make sure your child has received all of the required immunizations before their first day of child care/early 

childhood program or submit an exemption.
 � Submit a copy of your child’s immunization record to their child care, early childhood program, or school. You 

can get a copy of their record from the clinic or find their record on Find My Immunization Record 
(www.health.state.mn.us/people/immunize/miic/records.html).

 � Please complete the reverse side if your child requires an exemption for medical reasons or if you are opting 
for a non-medical exemption due to personal beliefs.

Vaccines for Infants, Children, and Adolescents 
(www.health.state.mn.us/people/immunize/basics/kids.html)

Contact Immunization Program at 651-201-5503 or 1-800-657-3970 for alternate format. 
ID# 80154 (08/2024)
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CHILD’S NAME (FIRST, LAST):      CHILD’S DATE OF BIRTH:    

History of chickenpox (varicella) disease: If a child has previously had chickenpox, they are not required to receive 
the varicella vaccine. A health provider must sign this form if the disease happened after Sept. 1, 2010. If the child had 
chickenpox before Sept. 1, 2010, a parent or guardian may sign this form.  
My signature below means that I confirm this child does not need the varicella vaccine because they had chickenpox in the 
month and year ____________________________
Signature:______________________________________ Date:________________________
(of health care practitioner, representative of a public clinic, or parent/ guardian) 

Non-medical exemption: A parent/guardian must sign for a non-medical exemption and the form must be signed and 
stamped by a notary. A child is not required to have an immunization that is against their parent or guardian’s beliefs. 
Choosing not to vaccinate may put the health of your child or others they are around at risk. Unvaccinated children who are 
exposed to a vaccine preventable disease may be required to stay home from school and other activities for up to 21 days to 
protect themselves and others.
By my signature I confirm that this child will not receive the vaccines marked with an X in the table because of my beliefs and 
I understand that they may be required to remain out of school and other activities for up to 21 days if exposed to a vaccine 
preventable disease.
 
Signature:____________________________________________________________Date:______________
    (of parent/guardian) 
Non-medical exemptions must also be signed and stamped by a notary:

This document was acknowledged before me on 
  
  ________________________________ (date), 

by _________________________________________   
 (name of parent or guardian)
 
Notary Signature: 

 ___________________________________________

Notary Stamp

State of _____________________________________,
County of ____________________________________

Required Immunizations Medical Non-Medical

Hepatitis B (Hep B)

Diphtheria, tetanus, and pertussis 
(DTaP)

Polio (IPV)

Haemophilus influenzae type b (Hib)

Measles, mumps, rubella (MMR)

Varicella (Chickenpox)

Hepatitis A (Hep A)

Medical exemption: A health care provider must 
review and sign a medical exemption. A health 
care provider includes a licensed physician, 
nurse practitioner, or physician assistant. 
By my signature below, I 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.

Signature: ______________________________ 
(of health care practitioner)

Date:___________________

Medical and non-medical exemptions
Instructions for documenting medical or non-medical exemptions and history of chickenpox (varicella)
Follow steps 1 and 2 below to document a medical exemption, non-medical exemption, or history of chickenpox.
1. Place an X in the box to indicate a medical or non-medical exemption. If you are exempting your child from more than 

one vaccine, mark each vaccine you are exempting them from with an X. 
2. Obtain signatures for exemptions or history of chickenpox disease.

Minnesota Department of Health, Immunization Program  ID# 80154 (08/2024)




