PETER CHRISTENSEN DENTAL CLINIC

128 Old Abe Rd Lac du Flambeau, WI 54538 (715)588-4269

PCDC Fluovide Varnish and Yearly Exam Permission Slip

Dear Parent/Guardian,

The Peter Christensen Dental Clinic is offering preventative dental programs for the Zaasijiwan
Head start, These programs are not meant to be a substitution of regular dental visits.

Fluoride Varnish Program (every three months at Head Start):
o  Oral health assessment by a licensed dental professional (dental hygienist or dentist)
o Fluoride Varnish application

Yearly Exam
* Dental exam by a dentist
*  Fluoride
If you elect to have your child participate in the yearly exam you will receive a letter
describing your child’s dental health status and what was completed, All procedures will

follow recommendations from the American Dental Association and Centers for Disease
Control and Prevention for school-based dental prevention programs.

Benefits: Fluoride varnish has a sticky consistency which helps adhere to tooth and allows
fluoride to stay in contact with the tooth for several hours.

Fluoride helps with remincralization of hypocalcified areas that are susceptible to decay and/or
cavities.

If you ave interested in your child participating, please sign and return the permission slip




PETER CHRISTENSEN DENTAL CLINIC

128 Old Abe Rd Lo du Flambeny, W1 54538 (715)588-4269

PCDC Fluoeride Varnish and Yearly Exam Permission Slip

n YES! X give permission for my child to participate in both programs

o NO. I do not want tny child to participate.
{optional) reason for deofining?

Child’s Last Name: First: DOR:

Teachet: Room;

Pavent/Guardian Name: DOB;

Responsible Party’s Mailing Address:

Phone Numbey: : Email;

Your insurance will be billed if applicable but no child will be refused services based on their
insutance covetage,

What type of DENTAL insurance does your child have?

o Forward Health/Medicaid/BadgerCare 1 Private Insurance (i.c. Dolts, Cigna) 0 No Insurance oOther

Is your child & member of a Federally Recognized Tribe? o YES or 0 NO What tribe?
If Burolled-Tribal Borollment #: I£ 1% Descendant;

Please answer the following questions about your child. Does yowr child:
1. Take medicine prescribed by a doctor? W/N If yes, what kind?
What are these medications taken for?

2. Any ongoing significant medical conditions that your child is being treated for? YN
If yes what conditions?
3, Have any allergies (i.e. inedications, food, latex) VIN
4. Has your child ever been seen by a dentist? Provider:
1 Yes, within one year o Yes, over one year ago 1 Never

PLEASE RETURN TO THE HEADSTART'S FRONT OFEICE

Signing this documant gives permisslon for ZHS and PCDC to share participant informatlon

PRINTED PARENT/GUARDIAN NAME SIGNATURE DATE




Zaasijiwan Head Staft0:5

N.ut,ritioh Assessment

Name: ‘ Date: .

What types of fluids does your child usually drinl?

o Whole Millk o 2% Milk o1% Milk  olulce

o Water o Soft: Drinks o Other:

Yes

No

Comments

Do you have concerns about your child eating hablts?

Does your child have a good appetite?

Does your child enjoy meal time?

Are you contcerned about your child's welght?

Have ther been any changes in your child's appetite in the
last month? '

Does your child take vitamin sypplements?

Does your chile have trouble chewing or swallowing?

Does your child eat or chew anything that isn't food?

Does your child have any food allergles?

Is your child on a special diet?

Does your child often have diarthea or constipation?

Does your child still drink from a hottle?

What are your child’s favorite foods?

What are thelr least favorlte foods?




|

How often does your child eat the followlng? . .

.

Never
or

Several
Times A |
Weelk °

Once A
Weelk

Once A
Day

Two or Viore
Times A Day

Dalry (cheesé, yogurt, milk). "’

Rarely

Meats (beef, chicken, fish, pork,

‘|letc.) .

Other Proteln (dried beans, eggs,
peanut butter, tofu

Gralns (bread, rice pasta, cereal,
tortillas; etc.)

Frults (bananas, oranges, apples,
berries, etc.)

Vegetables (corn, green beans,
peas, carrots, etc.)

Sweets (cake, cooltles, candy, soda,
etc,)

Fats (butter, margarine, mayo; etc.)

Parent's signature:

Date;




Zansljlwan LDF Head Start 0 to 5
* 2899 Hwy. 47
P.0. Box 67

Lac du Flambeau, WI 54588

Sunscreen / Insect Repellant Authorization

*If provided by the parent, the sunscreen or repellant will be labeled

- with the child’s hame, otherwise the program will supply both.

Student Name:

[ am this child’s legal guardian and | authorize Head Start staff to apply
sunscreen to my child.

Signed: __Date:

[ also authorize Head Start staff to apply insect repellant to my child.

Signed: Date:

This authorization will be valid for one year after it is signed.




Zaasijiwan Head Start
Blanket Special Event and Field Trip Authorization

During the school year, your child’s class may participate in special events such as family
socials and field trips. Please fill out the authorization below so that your child can participate.
This form will be kept on file for the duration of the school year.

Name of Special Event/Field Trip: Lac du Flambeau Zaasijiwan Head Start
Destination of Field Trip: School Year 2022-2023

Child's First and Last Name:

Child's Classroom Name:

Home Address;

Parent/Guardian Name:

Daytime Contact Number:

Emergency Contact Name:

Daytime Contact Number:

l, , the parent of , (“my child"), give
permission for my child to attend family socials, field trips, and other special events sponsored
by the Zaasijiwan Head Start program. In signing this agreement, | understand that | will be
notified of planned events in advance and that | assume any risk associated with the activity.
Should it be necessary for my child to receive medical treatment while participating in this
activity/field trip, | give my permission for Zaasijiwan Head Start personnel to use their judgment
to obtain medical services for my child and for the physician selected by Zaasijiwan Head Start

personnel to render any medical treatment deemed necessary.

Parent/Guardian Signature Date




[

GACFP ENROLLMENT FOP;lM

Wit .

GCAC

waEy? P Chlld Care Name:

Leaodu Flambeau Zaaslfiwan Head Starl

Parent/Guardlan Instructlons:
Thia form enn bo usad for up tothrao ehilldron perhousohold, Inthe apaces helow

lis! tha ohild's name, ourrent ago, tho days and hotws normally Incare, and tha meals
normally recalvad willo fn care, If tho child Is of echool aga repoit the houra In cara

both before and after scho

ol. Ghild and Adult Care Food Program (CACFP)

regulatlons requlre that the enroliment form be updated annually and slaned by the

dilli's parent or guardian, This form can ho usod for three Yoars for tiie samo
child{ren), to maot the annual updating roquiromonts,

HOURS AND MEALS WHILE IN CARE

| ]

Days Normally mmmmmrmummmfm
In Care AM PM Evenling

Chlld's Namo: (Check ) From Ta From Ta Broakfast | Snack | Lunch | 8nack | 8upper| Snaak
[ sunday [ O 0 [0 01 O
7] Monday 0:00am | 3:30 pm 71 ] /] /] ] ]
| Tuesday 0:00am | 8:80 pm 17l | /] [l ]
Dato of Blrth: Wadnesday | 8:00 am | 3:30 pm L] ] ] O
[/ tiwrsday | ©:00am [ 3:30pm /1 1 | ¥ | 7] [ [
| Fitday | | | L] L] ] L]
Salurday ] D E [] EI

Addillonal Informatlon (Yoar Ono):

Additional Informatlon (Year Two):

Additional Informatlon (Year Threo):

| HOURS AND MEALS WHILE IN CARE ]
Days Normally Moals Nonnally Racalvad While In Care (Ghock v)
In Care ; AM PM Evaning
Child's Name: (Check v') From To From To | Broakfast | Snack | Lunch | 8nack | Supper| Snack
[ sunday : ) Il 1 Cl 1 1
Monday 0;008m | 3:30 pm E | H | O o
Tuesday | 8:00am | 3:30 pm I/ a | K ||| g Cl
Dato of Blrth: Waednesday | 0:00am | 8:80 pm ; [/] || /] ] [
Thuraday 8:00am | 3:30 pm /] || ] 7] a O
1 Friday ol | (] il il ]
Salurday | | | || Ll ||

Additlonal

Informatton (Yoar Ono):

Additional Informatlon (Year Two):

Addittonal Information (Year Thrae):

HOURS AND MEALS WHILE IN CARE

o l
A

Days Normally Moals Normally Feculvod While In Care (Ghack v
In Care AM PM Evonlng
Chlld's Name: (Chack v) From To From To | Breakfast | Snack | Lunch | Snack | Suppor| Snack
[:I Sunday [ [l [l E[ il 1
1 g I Mondav 0:00am | 3;30 pm @ E{ E m E_
V] fyesday 0:00am | 3130 pm M ] v ] IC1 ]
Dale of Blrth: Wednesday | 8:00am | 8:30 pm [/l ] [l ﬁ lj
V] Thursday 8:00am | 8:30 pm M (] Z' [V ] Ll
Filday || 1 [ 1 m 1
I:I Salurday M| 1 D E [ 1
Additlonal Information (Yoar One): Additlonal Informatlon (Year Two): Additional Information (Yoar Thrao):
L PARENT/GUARDIAN SIGNATURE
Parenl/Guardlan Data Mo./Day/Yr. Paront/Guardian Dato Mo./Day/Yr. Parenl/Guardian Data Mo./Day/Yr:
Slgnalure (Yoar Ono): Infllols (Yoar i) Inlltals (Year Three):

“Tils Inslitullon Is an equal apporlunily provider,

Rev. 03/2020




Privacy, Parental Rights, and Sharing of Directory Information

Zaasijiwan Head Start, with certain exceptions, will obtain your wiltten consent prior fo the dlaclosure of
personally Identifiable Information (Pl) from your child’s records. As a parentiguardian, you have the
right to raquest Information from your child’s records as well as the right to obtaln coples of your child's
records and information on certain disclosures, Please be advised that discloswe without parental
consent may occur in sluations where officials at a prograim, school, or school district In which the child
seeks or intends to enroll or where the child s already enrolled so long as the disclosure is related to the
child’s enroliment or transfer in which case you will be notified and presented with the opportunity to
refuse, Disclosure without consent may also oceur in situations where the program is working with
officials within the program or acting for the program, such as confractors, and officlals from state,
federal, or other entities if the officials are providing services for which the program would otherwise use
employess, requesting information in connection with an audit, evaluation, or fo conduet studies Intended
fo improve oufcomes. Additlonal disclosures without consent may oceur to address a disaster, health or
safety emergency, or a serlous health and safely risk such as a serious food allergy, If the program
determines that the disclosure is necessary to protect the health or safety of chlldren or other persons or
{o address court orders andfor cases in which child maltreatment/abuse/neglest or child welfare Is a

conecem.

Although, Zaasljiwan Head Start adheres o pollcies and procedures governing the dissemination and
disclosure of personally identifiable Information (Pl1), the program may disclose appropriately designated
"directory information” without wrllten consent, unless you have advised the program lo the contrary.

The primary purpose of directory information Is to allow Zaasijiwan Head Start to include information from
your child's education records in cerlain school publications and notices. Examples include:

Photos showlng your child participating in program acfivitles:
Program publications;

Attendance or other recognition llsis;

Graduatlon programs; and

Soclal medla pages

Diractory information, which Is information that Is generally not considsred harmful or an invasion of
privacy if released, can also be disclosed to oufside organizations without a parent's prior written

consent.

If you do not want Zaasijiwan Head Starl {o disclose any or all of the types of infarmation deslgnated
below as divactory information from your child’s education records without your prior wiltten consent, you
must notify the program in writing within 30 days of your child’s enroliment into the program. You may
also opi~out by complefing the form provided with this notlte and returning to Zaasijiwan Head Start, The
following information has been deslignated as directory Information:

Studenf and/or Parent/Guardian name
Photograph

Date of hirth

Dates of attendance

Grade level

Participation in astivities

Honors andlor awards racalved

* & B o A b




I , have received information on Zassijiwan Head Start’s prooceduyal
approach to privacy, parent rights, and divectory information. Iam choosing to opt ont of sharing the
following directory information with regard to my child(ren):

Student andlor ParenYGuardian name
Photograph

Date of birth

Dates of altendance

Grads level

Participation in activities

Honors andfor awards received

COoOoo oo

Pavent/Guardian Signatuse Date




1

Medication Consent Form
Zaasliiwan Head StartOto &

(For prescn;&tion and non-presctiption medications)

Name of chlld; Dafe of birth,___

Name of parent/ guardlan:

Chlld's home address:

Name of Physlcian prescribing this medicqtlun:

Physician's phons #:

Name of medication 8 dosage:

Time(s) this med is fo bs given:

For how long:

The reason for this medlcation is:

I give my penmission fo the Head Start Health Service staff, or designas, fo give

the medication(s) to my child according to the directions wiltten above and
authorize them to contact the chlld's physiclan. | agree fo hold the Head Start
program. and its employees who are acling within the scope of thelr dutles
harmless in any and all claims arising from the administration of this medication.

\ | agree fo notify the Head Statt program staff in writing when any change in the
above order is necessaty. - ‘ )

Signature of Parent / Guardlan Date’

medcallon conasnl fean T0M7120460k
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_ At B]E;’ARTA;BNT 0 E H{S{\LTH SERVICES SmTuﬁv J(ms\imts;:gsn?sgi
. 1 Plvlsfon of Publle Hoellh &, Sial, 2
S A P02 Row, 212017) GHILD GARE IMMUNIZATION RECORD

" GOMPLETE AND RETURN TO CHILD CARE CENTER. Stale (aw requires il children fn chitd cars cenlers lo present evidence ofimmunlzation ageinst
cerlaln diseases wilhin 30 school days (6-salendar waoks) of adntigston fo {ho shild oave venfen These requiiements oan he walved oaly If a propedy
alaned hoatih, religlous, or personat convicion watvar [a fited with {he efilid care canter, Sso "Waivers” halow, If yout hava any questfons about immumizeiions,

or how to complele tils form, pleass oontact your cilid's ohild eare provider or your logs! health depailment,

PERSONAL DATA PLEASE PRINT
STEP 4 { Ghild's Name(Last, First, Middie Initll} Dalo of Bith (Monlh/DayfYear) , Aror Code/Yelephonae Nunsher

Address {Sfreet, Apartment ntmber, Gily, State, Zip)

Nrine of Paren!Guardiani.agal Guslodian (Last, Firet, Middle {nliial)

IMMUNIZATION HISTORY
s1EP 2 | ListUihe MONTH, DAY AND YEAR the chiid racelvad pach of the follevang Immutitzallons, RO NOT USE A () OR (x& excapt to Indicale whather
{ha child has had chickenpox, If you do no! have an immunlzation recard for thls child, conlact your doalor of foos! public haalh dopariment to

obtalp Ihe records, :
‘lref Dosze Sezond Dose Third Dose Fourh Dose Fifth Dose
TYPE OF VAGGINE MonthiDay/Yesr { MonlwDayfYear | MonlhiDay/Year | MonlhiDay/Year |  Month/DayfYear

Diphtherla-Telanus-Porlussls
QSQIBBEW DTR, DTal, or DT}
Palio

Hib {(Haemophilys Influenzae Type B}
Premnacoceal Conjugalo Vacehe (PCV)
Hepatills B

Manasles-Mumps-Rubella (MMR)

Vailcalia {alickenpox} vacclng
Vaecine i¢ regulred aply if the child has

nol had chickenpox disease. .
Has the ehitd had Varisalla {chickenpox] disease? Chock Hie appropriate hox and provide the yeay if kitowa.
1 ves year,_.. {Vareine s notsenlrad)
{1 Mo orUnsure {Vacolne Is required)
REQUIREMENTS
aTEp g [ The folloWing are the minlmuws raqufred immunfzaifons for e chfid's age/grada alenlry, Al oiifdren WIln (he range mustmeel these -
raquirernents at ohlld care enlrance. Childien who reach a new egolarado leval wille aflendlng this chiid care merslhave ihelr records updated
with datas of addilionsl required duses.
AGE LEVELS NUMBER OF DOSES

8 monlhs through 18 months 2 DTPIDTaPIOT 2 Polie 2 Hib AP0V 2 HepB N
16 months fhrough 23 months 3 DTPIDTar/OT 2 Polla 3 HP 3PGV" 2 HepB 1 MMR®

2 years {hrough 4 yoars 4 DTRIDTaPIDT 9 Pollo 3 HI 3 PCV° 3 HepB T MMRT 1 Vaileglla
At Kindergarlen enlance 4 DIPIDTaPIDT® 4 Polio 3 HepH 2 MMRT 2 Varleslin

B the chilif bagan the Hib seiles at 12-14 months of &g, only 2 dosas are réqu!red. if tho ehlli recelved one dose of Hib al 16 months ofege of
after, no addillonat doses are requirad, Minlmum of one dose must e recelvad afler 12 months of ags (Nole! a dose 4 days orless before ihe

first bidhday Is also acceptable).
. 4IFho child bagan e PGV settes at 12-23 months of age, only 2 doses are requlred, If the ciilid recelved the first dose of PGV ad 24 monlhs of
N age or after, no additlonsl doses are requlred. '
MR vacelne must have besn recelverd on or affer te first biliday (Nole: a dose 4 days or Jess belora fe 17 bitlday Is also accaplabla),
dargarien must have racelved one dose afler the 4™ birthday (skher the 4%, 4 or 57 to be compliant (Note: a dose 4 days

“Chiidren onfering K
or [ess belore {hie 47 bidhday Is also acceplable),

COMPLIANGE DATA AND WAIVERS
STEP 4 [ 1 THE GHILD MEETS ALL REQUIREMENTS (slgn at STEP B and return this fori fo the chlid cars confer), OR

{F (HE CHILD DOES NOT MERT ALL REGUIREMENTS {chack lha appropriale box below, sign and retura ihis fomi te child sare cantar).

I:] Althouph he chiid has not recelved allrequlred doses of vacelne for his or her age group, nl fsast the first dose of each vacelne has hean
racalved, 1, underslend {hat it Is my responsiblllly fo oblaln lie remalolng raqefred deans of vaceines for thie oblld WITHIN ONE YEAR nind

to notly the ohild care senter Inwiillng ne cach dose is received,
NOTE: Failura fo slay oh schadole or veport irmunizatlons to flio child care venter may result Ia court acllon against the parente and a
fine of up to $25.00 per day of viclalion.

l:l For hoaith reasons fhis chiid shotld nol racelva the foflowing iminitlzallons
recolvad)

(Listin STEP 2 any Immunizafions afready

Physiclan's Slgnaturs Requlrad
E] For rallylous raasans this ehlld should nol be immuntzed. {List in 8TEP 2 any Immuntzallons afready recelved)

!:| For persenal genviclion ressens (hls child should apt be immuiized, (Lis in STEP 2 any lnmiunizallons already racolvad):

SIBNATURE
STEPE |y 1o hast of my kiowledgs, Ihis form Is complate end accurale,

SIGNATURE ~ Parent, Guardlan or Lagal Guslodian Date Slgned
S—
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. %‘?lfw oV
Authorjzatlon to Scyesn, Obtaln, and Releass Information
2009 Highway 47 = Laodu Flambeau o Wi 64638 o 716-580-9201 Fax 746-608-95678

' . Name ofChiid Date of Biith,__/ _/

FiFPh - Gomplintauthodealion fo serosn, obtoly, oxchongo, o roloaso lroahh, odueallon taformullon oadior tito ofchld's pholepraphides r.;rﬂls neliyhilos:

Zaaslfiwan Hend Start 0 to & Pragram PO Box 67, l.aadu Ffalnha‘att, Wi 64530

Bl Heallh/Oral Hoalth Scrasning and Resulls O oter
Cl Montal Heallh and Developmental Sorasning and Resulls ’
Cl' BloodiLeb Soresning and Resulls

Poter Giiatonaan Haalth Genter PO Hox 67, Lao du Flambeau, Wi 64538
El Heallh Rasoxds end Examination Rosulls a Reforral follow-up
a A Soreoning/Rescreanhy and Rasulls . O Qlher

Poter Ghilstensen Dental Gllnle PO Box 128, Lac du Flambeau, Wi 54538

Q1 Dentel Scrasning and Resulls W Refaralifoliove-up
B Donlal Examination/Trantment and Rosulls £ other

Marshfleld Glinle ~ Viinoatua Gonter and FHG 9801 Towline Read, Minostua, Wi 64548

L1 Honlth Records and Examinaflon Rostills a an Soreening/Resoreaning and Results
« L1 lmmuntzation records LI oler

(2" Reforral follow-up

" Human Sorvice Gonter 706 E Timber Drivs, Rhinelander, W 64501
0 Dovelopmental screenliy and rasuills 0 Refers! follow-up
B Individuat Family Sorvies Plane (iFSP) Q other

Lac du Flambeau Public Schoo! 2600 Highway 47, l.ac du Flambeau, Wi 645638
0 Al olola) student racords and raports C1 Al Heallh Records and Sereaning Resulis

O Individuatized adticatlon plans (IEP) and relalad repoils Q other

" Family Resource Genter PO Hox 67, Lac du Flambeau, Wi 64530
L1 Psyahologlenl observation rapoils 1 Behaviore ohservations

L1 Rafarral follow-up 1 other .
GLITG PO Box 8, Lao du Flambeau, WI 4538

8 Parmitsston to share famly Informalion forvoforra) of services,

Fawmily Services PO Box 67, Lao du Flambeau, Wi 64538

U cuardianship/GustodialiPlacement Documenls (1 othor _

Roferral follow-up

Parental / Guardian Authtorization/Perinlssion
‘This authoilzation Iz valid for ono oalendar yonr. 1 tndorslond il | may rovoke (s authorlzation al any time by atibmilifng willtan nolton oF wihdrawn)
of my consent and that the wlilen revoention st ho wivari to the agonoyforgantzatlon | authorlzed lo rolense informallon. This autliorizallen slso glvos
pemlsslon for ZHS ond nommun!% onro natiare fo poiform rogulred seraonligs snd ohsovalions of pailicipenls, 1 racognlzo that theso tacords, once
tocalvad by the agency, may nol be }uolaolml hy lio HIPPA Privaoy Act and mny hecomo educilional records protaoted by the Famtly Educational
Righls wid Pelvacy Ac-FERPA with addiitonal protactlon afforded by Wisconsin Stelnfos H0.262m) (o) (h) and 146.02-146,03. 1 also tindorstand that If2
rofuse lo slyn, such refiraal will nol lntorfora with iy ojiid's ablbly to pastleipate in this progren, L undorstand fhal | fiwa Wi tlyht to Inspoot or copy {muy
ho provided at & rensonable foo) tho Infomatlon [ havo autholzed o ha usad or disclosne by s alharbzation form, Artangiomenls (o Inspedt {hifs

information can he maco by contacting iho Zansiliwan Hend Slarb-ZHS Dlroctor,
— A S
Signature of Pavant or Guardian ate
S(,‘op!us (o paton¥pusrdion, plysidai or othor foalll core Jeovidor selonsing (o prolocled health laformaton, schoo! offclal

{Foxor moloco]w olfaciivo as of tnali
raquastinglracelving the protosted healfh Infarmetlon, aludonl Bplid fiia. infosmialion also fo o read to mpffaly honth slatus Facord for piilictpants Th n Federal progrom.}
Marol 2020 rovisad




