
 

 
 

CUSD 300 ENROLLMENT DOCUMENT CHECKLIST: Kindergarten 

– not previously enrolled in CUSD300 
 

ENROLLING GUARDIAN/PARENT DRIVER’S LICENCE or STATE ID: 

AFFIDAVIT CONCERNING STUDENT RESIDENCY: 

Form completed with listed documentation attached from Categories A and B 

 
STUDENT DATA FORM 

 
Completed and copies of required documents attached is applicable 

 
HOME LANGUAGE SURVEY 

 
RACE AND ETHNICITY IDENTIFICATION FORM 

CHILDREN OF U.S. MILITARY PERSONNEL SURVEY 

CUSD 300 STUDENT HEALTH PROFILE FORM 

MEDICAL RECORDS 

Physical Form 

 
  TRANSPORTATION FORM 

 

BIRTH CERTIFICATE 

 
Copy attached to registration forms 

 

 









COMMUNITY UNIT SCHOOL DISTRICT # 300 CONFIDENTIAL 

2014-2015 STUDENT DATA FORM 
 

Grey Section for School Use Only 

Transportation Y       N        

Graduation Year                    

Home Building                                        

Serving Building                                    

 
Entry Date                   

Student #                

Grade                

Teacher                                        
 

PLEASE PRINT 

 
Student Information (Please provide student’s complete legal name as it appears on the birth certificate) 

 

Student's Legal Name  
Last First Middle Mother’s Maiden Name 

 

Student's Home Address  Apartment   _ 
 
 

City   County   Zip Code    
 

 

Mailing Address  
(If different from home address) 

_City _ Zip Code 

 

Male Female Date of Birth _/ / Birthplace _/ / _ 
City, State Country if not USA Date entered USA 

 

Residence Phone (_  _)    
 

 

Student’s email address:    Student’s Cell Phone (  )    
 

 

Student is transferring from: 
 

 

School Name City State 
 

Special class or program that this child has participated in:  
Special Education, Bilingual, Dual Language etc. 

Has this child or any other child in the family attended any District 300 school before?   This child  □Yes □No Other child(ren) □Yes □No 

 
Please respond to both items: 
1. Custody of this child is held by: Both Parents Mother, Sole Father, Sole   Single Parent        Court Ordered Legal Guardian      Foster Care      DCFS       Other 

 
2. Parents are: Married Separated Divorced Father Deceased Mother Deceased Never Married 

 
Parent/Guardian Information - YOU MUST PROVIDE THIS INFORMATION 

PLEASE NOTE that all numbers that you list for both the primary AND secondary residences will receive an automated phone call from 

District 300’s Rapid Communication System in the case of an emergency. For general news, automated phone calls will go to the primary 

household number. 
 

Student Primary Residence   Parent/Guardian Student Primary Residence   Additional Parent/Guardian 
 

 

Last Name First Middle Last Name First Middle 

 
Relationship to Student    

 

Home Phone    

Relationship to Student    
 

Home Phone    
 

Work Phone Number   _Ext.  _ Work Phone Number   Ext.    
 

Cell Phone   
 

Email Address    
 

Preferred Communication Language English Spanish 
Most District-level communication will be sent via Email 

 
Please Complete Back Side of This Form 

 

Cell Phone    
 

Email Address   _ 

 
Preferred Communication Language English Spanish 
Most District-level communication will be sent via Email 



Student Secondary Residence   Parent/Guardian Student Secondary Residence   Other Parent/Guardian 
 

_ 
Last Name First Middle Last Name First Middle 

Address    Address    
 

 

Relationship to Student 
 

Home Phone 
 

Work Phone Number 
 

Cell Phone 

 
 

 
_Ext. 

Relationship to Student 
 

Home Phone 
 

Work Phone Number 
 

Cell Phone 

 
 

 
_Ext. 

 

Email Address Email Address 
 

Preferred Communication Language English Spanish 
Most District-level communication will be sent via Email 

 
 
 

 
Other School-Aged Children in Family: 

Preferred Communication Language English Spanish 
Most District-level communication will be sent via Email 

 

 

First and last name of child Date of Birth School this child attends 
 

 

First and last name of child Date of Birth School this child attends 
 

 

First and last name of child Date of Birth School this child attends 
 

 

First and last name of child Date of Birth School this child attends 
 

 

First and last name of child Date of Birth School this child attends 
 

 

First and last name of child Date of Birth School this child attends 

 
 
 
 

Emergency Contact Information: 
Please list the name(s) of up to two local person(s) who can be contacted to assume responsibility for your child in the case of an emergency (including a 

health emergency), if the school is unable to contact a parent/guardian. 

 
Name of person   _Relationship to student   

 

Address   Home Phone Number (  __)    

 

Cell/Other Phone Number (  _)   _Sequence (order of preference of contact) 1 □ 2 □ 
 

Name of person   _Relationship to student   
 

Address     Home Phone Number (  )      

Cell/Other Phone Number (  _)   _Sequence (order of preference of contact) 1 □ 2 □ 

If neither parent nor legal guardian can be contacted I authorize school personnel to take emergency action as 
deemed necessary. 

 
 
 

Signature of Parent or Legal Guardian Date 
(10/11) 













 

 

Dear Parent or Guardian: 

We are enclosing a new physical (double-sided) form as a reminder that all students entering 

Early Childhood and Kindergarten are required to have a physical examination 

and all current immunizations upon entry.  This legal statute was instituted by the State of 

Illinois to help prevent contagious diseases and to ensure continued good health among the students.  

The following information is required: 

A current physical exam, recorded on the approved form, and signed by a Physician, Advance Nurse 

Practitioner (APN) or Physician Assistant (PA).  A current exam is one that was completed within 1 

year of entry into early childhood and Kindergarten.   The Health History Section must be 

completed and signed by a parent or guardian.  The diabetes screening must be completed on the 

health examination form.  Children through the age of six must be screened for lead poisoning.  

Incomplete forms will not be accepted and will be returned to you for completion.  

New Illinois Department of Public Health rules for the 2014-2015 school year now mandate 

children entering Kindergarten show proof of having received two doses of varicella (chicken pox) 

or proof of immunity. 

 New Illinois Department of Public Health rules for the 2014-2015 school year now mandate 

children 24 to 59 months of age who have not received the primary series of pneumococcal 

conjugate vaccine, according to the recommended vaccination schedule, shall show proof of 

receiving one dose of pneumococcal vaccine.   

We urge you to make an appointment immediately and take the attached physical examination form 

with you to your appointment for completion.  We recommend that you keep a copy of the current 

physical and immunizations for your records.  All forms must be completed and returned 

to the school nurse no later than the first day of attendance.  Students that do 

not meet these requirements will not be allowed to attend school until these 

requirements have been met. Please contact the health office at your child’s school if you have 

any questions regarding these requirements. 

 

Sincerely, 

School Health Services 



 

 



 

State of Illinois 

Certificate of Child Health Examination  

IL444-4737 (R-02-13)                                                        (COMPLETE BOTH SIDES)                                          Printed by Authority of the State of Illinois 

 

                                                                         

Student’s Name 

 
Last                                        First                                                        Middle 

Birth Date 

 
Month/Day/Year 

Sex Race/Ethnicity School /Grade Level/ID# 

 
Address                         Street                         City                      Zip Code 

 

 

Parent/Guardian                                   Telephone #  Home                                                 Work 

IMMUNIZATIONS: To be completed by health care provider. Note the mo/da/yr for every dose administered. The day and month is required if you cannot 

determine if the vaccine was given after the minimum interval or age. If a specific vaccine is medically contraindicated, a separate written statement must be 

attached explaining the medical reason for the contraindication. 

Vaccine / Dose 
1 

MO  DA YR 

2  

MO  DA YR 

3 

 MO  DA YR 

4  

MO  DA YR 

5  

MO  DA YR 

6 

 MO  DA YR 

DTP or DTaP  
                  

Tdap; Td or Pediatric 

DT (Check specific type) 

TdapTdDT TdapTdDT TdapTdDT TdapTdDT TdapTdDT TdapTdDT 

                  

Polio (Check specific 
type) 

  IPV   OPV   IPV   OPV   IPV   OPV   IPV   OPV   IPV   OPV   IPV   OPV 

   

 

               

Hib  Haemophilus 

influenza  type b  
 

                  

Hepatitis B (HB) 
             

Varicella 

(Chickenpox) 

         COMMENTS: 

MMR Combined 

Measles Mumps. Rubella   

         

Single Antigen 
Vaccines 

Measles Rubella Mumps 

 

 

        

Pneumococcal 

Conjugate 

 

 

                 

Other/Specify 

Meningococcal, 
Hepatitis A, HPV, 

Influenza 

      

                  

Health care provider (MD, DO, APN, PA, school health professional, health official) verifying above immunization history must sign below.    If adding dates 

to the above immunization history section, put your initials by date(s) and sign here.)   

 

Signature                                                                                                         Title                                                           Date 
 

Signature                                                                                                         Title                                                           Date 

ALTERNATIVE PROOF OF IMMUNITY 
1. Clinical diagnosis is acceptable if verified by physician.             *(All measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence.) 

 

*MEASLES (Rubeola)   MO    DA    YR       MUMPS   MO    DA    YR       VARICELLA  MO    DA    YR                Physician’s Signature 

2. History of varicella (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official. 
Person signing below is verifying that the parent/guardian’s description of varicella disease history is indicative of past infection and is accepting such history as documentation of disease. 

 

Date of Disease                                                   Signature                                                                        Title                                                                                Date 
3. Laboratory confirmation (check one)   Measles         Mumps       Rubella        Hepatitis B        Varicella 
Lab Results                                                          Date       MO       DA       YR                                                                                                 (Attach copy of lab result) 

VISION AND HEARING SCREENING BY IDPH CERTIFIED SCREENING TECHNICIAN 

Date           

Code: 

 

P = Pass 

F = Fail 

U = Unable to test 

R = Referred 

G/C = 

Glasses/Contacts 

Age/ 

Grade 
                  

  R        L    R        L   R          L   R            L   R          L  R          L   R          L   R            L    R           L 

Vision                   
Hearing                   

FOR USE IN DCFS LICENSED CHILD CARE FACILITIES 

CFS 600  
Rev 2/2013            

 



Birth Date Sex School Grade Level/ ID 

#  Last                            First                                                     Middle                  Month/Day/ Year    
 HEALTH HISTORY                   TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER 

 ALLERGIES  (Food, drug, insect, other) MEDICATION (List all prescribed or taken on a regular basis.) 

 

 Diagnosis of asthma? 
 Child wakes during night coughing? 

 Yes        No 

 Yes        No 

 

    Loss of function of one of paired 

 organs? (eye/ear/kidney/testicle) 

Yes        No  

 

 
 Birth defects?  Yes        No   Hospitalizations? 

 When?  What for? 

Yes        No  

 Developmental delay?  Yes        No  

 Blood disorders? Hemophilia,  
 Sickle Cell, Other?  Explain. 

 

 Yes        No   Surgery?  (List all.) 
 When?  What for? 

Yes        No  

 Diabetes?  Yes        No   Serious injury or illness? Yes        No  

 Head injury/Concussion/Passed out?  Yes        No   TB skin test positive (past/present)? Yes*      No  *If yes, refer to local health          

  department. 
 Seizures?  What are they like?  Yes        No   TB disease (past or present)? Yes*      No 

 Heart problem/Shortness of breath?  Yes        No   Tobacco use (type, frequency)? Yes        No  

 Heart murmur/High blood pressure?  Yes        No   Alcohol/Drug use? Yes        No 
 

 

 Dizziness or chest pain with  
 exercise? 

 Yes        No   Family history of sudden death 

 before age 50?  (Cause?) 

Yes        No  

 Eye/Vision problems?  _____     Glasses     Contacts    Last exam by eye doctor ______ 

 Other concerns?  (crossed eye, drooping lids, squinting, difficulty reading) 

 Dental         Braces       Bridge      Plate   Other 

 Ear/Hearing problems? 
 

Yes         No   Information may be shared with appropriate personnel for health and educational purposes. 

 Parent/Guardian  
Signature                                                                               Date 

 Bone/Joint problem/injury/scoliosis? Yes         No  

 PHYSICAL EXAMINATION REQUIREMENTS     Entire section below to be completed by MD/DO/APN/PA           
  HEAD CIRCUMFERENCE if  < 2-3 years old                                           HEIGHT                                        WEIGHT                                        BMI                                     B/P                                  

 

DIABETES SCREENING (NOT REQUIRED FOR DAY CARE)     BMI>85% age/sex    Yes     No      And any two of the following:   Family History  Yes     No             

Ethnic Minority Yes  No    Signs of Insulin Resistance (hypertension, dyslipidemia, polycystic ovarian syndrome, acanthosis nigricans) Yes  No    At Risk  Yes   No  

LEAD RISK QUESTIONNAIRE  Required for children age 6 months through 6 years enrolled in licensed or public school operated day care, preschool,  nursery school 

and/or kindergarten.   (Blood test required if resides in Chicago or high risk zip code.)   

Questionnaire Administered ? Yes    No        Blood Test Indicated?  Yes    No              Blood Test Date                               Result 
TB SKIN OR BLOOD TEST   Recommended only for children in high-risk groups including children immunosuppressed due to HIV infection or other conditions, frequent travel to or born 

in high prevalence countries or those exposed to adults in high-risk categories.  See CDC guidelines.       No test needed           Test performed   
      Skin Test:     Date Read                  /      /              Result:  Positive      Negative                     mm    ______________                 

       Blood Test:   Date Reported          /      /               Result:  Positive      Negative                     Value ______________             

 LAB TESTS (Recommended) Date Results  Date Results 

 Hemoglobin  or Hematocrit    Sickle Cell  (when indicated)   

 Urinalysis   Developmental Screening Tool   

 SYSTEM REVIEW Normal Comments/Follow-up/Needs  Normal Comments/Follow-up/Needs 

 Skin    Endocrine   

 Ears    Gastrointestinal   

 Eyes                                                         Amblyopia   Yes    No       Genito-Urinary  LMP 

 Nose    Neurological   

 Throat    Musculoskeletal   

 Mouth/Dental    Spinal Exam   

 Cardiovascular/HTN    Nutritional status   

 Respiratory                                    Diagnosis of Asthma     Mental Health   

           Currently Prescribed Asthma Medication:   

                     Quick-relief  medication (e.g. Short Acting Beta Agonist)  
                     Controller medication (e.g. inhaled corticosteroid) 

 Other   

 NEEDS/MODIFICATIONS required in the school setting 

 

 

 DIETARY Needs/Restrictions 

 SPECIAL INSTRUCTIONS/DEVICES  e.g. safety glasses, glass eye, chest protector for arrhythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletic support/cup 

 
 MENTAL HEALTH/OTHER      Is there anything else the school should know about this student? 

 If you would like to discuss this student’s health with school or school health personnel, check title:       Nurse       Teacher      Counselor      Principal 

 EMERGENCY ACTION   needed while at school due to child’s health condition (e.g. ,seizures, asthma, insect sting, food, peanut allergy, bleeding problem, diabetes, heart problem)? 

  Yes     No        If yes, please describe. 

 On the basis of the examination on this day, I approve this child’s participation in                                                         (If No or Modified please attach explanation.) 

 PHYSICAL EDUCATION      Yes      No      Modified                          INTERSCHOLASTIC SPORTS                                  Yes      No      Limited   

 Print Name                                                                                             (MD,DO, APN, PA)      Signature                                                                                                               Date 

 Address Phone 

(Complete Both Sides) 



Community Unit School District 300 

Student Transportation Request Form 
 

TO BE COMPLETED FOR BUS STUDENTS ONLY  
Please note that bus routes and bus stops are determined by the student's home address,  
OR the address of the child's before and after school day care provider. 

 
 
Name of Student: _____________________________________       __________________   ________ 

   Last Name     First Name       Middle  
 

  School ___________________________  Grade  __________  Student ID ____________________ 
 

_____  My student will require transportation and lives more than 1½ miles from his/her school, or  
meets the D300 criteria for transportation eligibility. 

 

_____ My student will NOT require transportation to/from school, I will provide transportation to and from school 
for my student. 

 
********************************************************************* 

Complete the following ONLY if the student's pickup (before school) and/or

 

 drop off (after school) address are 
different from the home address shown on the Student Profile/Data Form. We cannot accommodate multiple stops, 
there can only be one pick up address and one drop off address per student.   

DAYCARE PROVIDER MUST BE IN THE SCHOOL’S ATTENDANCE AREA  

 

AND MEET ELIGIBILITY CRITERIA 

 

Name of Before School
 

 Day Care Provider: _____________________________________________________ 

Pickup Address:   ___________ ______ ___________________________  ____ _______  _____ 
         Street Number  Prefix Street Name    Type   Suffix      Unit 
 

     ___________________________    ____________  ________________ 
        City      Zip Code     Phone Number 

 
 

Name of After School
 

 Day Care Provider: ______________________________________________________ 

Drop Off Address: ___________ ______ ___________________________  ____ _______  _____ 
            Street Number Prefix  Street Name    Type   Suffix      Unit 
 

       ___________________________    ____________  _________________ 
           City       Zip Code     Phone Number 
 
 

 
_________________________________________________________       _______________________ 

Parent/Guardian Signature     Date 
 
 

 
      For School Office Use, school staff enters data into IC and retains document  

 New Request     Date Received ________________________ Eligible _____________ 
 Change    Date Entered in IC _________________  Not Eligible __________ 

 School address if no transportation  Date Entered in IC _________________  

 





   

D300 Kindergarten Readiness Checklist   

 

This checklist identifies key areas/skills that will help a child be ready for kindergarten and 

provides examples of ways to develop these skills in young children. 

1. Vocabulary and Language 

Development  

 Shortly after birth, read storybooks with 

your child every day. 

 Throughout the day, talk with your 

child. For example, name pieces of 

clothing while you fold laundry and ask 

your child which family member a 

particular piece of clothing belongs to  - 

or name each food item as you put it in 

your cart at a grocery store and ask your 

child what his/her favorite food is. 

 Play guessing games with your child. 

(For example. I see something yellow, 

can you find it?) 

 

2. Letter Recognition & Sounds 

 Help your child learn the alphabet (both 

uppercase/capital letters (B) and lower 

case letters (b). 

 Help your child write their name using 

an uppercase (Capital) first letter 

followed by lowercase letters. 

 Practice rhyming words and talk about 

how words make up stories. (For 

example, make up a story about pans 

and fans) 

 

3. It is important for children to learn 

about a variety of topics. This is 

called “background knowledge.” 

 Read to your child – both real life 

stories and make believe stories. 

 Talk about where you are going when 

you travel with your child – even if you 

are going on short trips to the store or to 

visit relatives. 

 

4. Number Recognition  and Counting 

 Help your child count items in your 

grocery cart or crayons in a box. 

 Help your child write the numbers 0 

through 20 and then show your child 

what 2 is (2 cats, 2 pizzas (2 spoons)  

 

5. Problem Solving Skills 

 Help your child understand its ok to 

make mistakes and then learn from 

them.  

 Help your child learn to communicate 

their needs and wants. Teach them to 

say, “ I need help, I want milk” etc. 

 Teach your child to share and take turns 

with siblings and friends. 

 

 

javascript:ClickThumbnail(3)


   

 

6. Be able to follow directions 

 Help your child follow at least two 

step directions,  such as put on your 

coat and your shoes or wash your 

hands and brush your teeth or take out 

a piece of paper and write your name 

on it. 

 

 

 

7. Self-Help Skills 

 Make sure your child can communicate 

when he/she needs to go to the bathroom 

and can use the restroom by him/herself 

– including zipping and buttoning pants. 

 Make sure your child can tie shoes and 

button or zip their coats. 

 Make sure your child can wash hands 

and blow his/her nose. 

 Make sure your child can clean up after 

him/herself and put things away. 

 

8. Self-Control 

 Help your child finish a task, even if 

they get frustrated. 

 Help your child to manage anger 

properly. (When they get frustrated, talk 

to them) 

 

 

9. Act Independently 

 Help your child learn to solve disputes 

without an adult helping. 

 Understand and follow routines, such as 

getting ready for bed. 

 

10. Respect Others 

 Teach your child to respect authority 

and respond to adult instructions. 

 

11. Learn and Interact in a Structured 

Environment 

 Help your child learn to sit still. 

 Help your child learn not to interrupt 

when someone else is talking.  

 Help your child to behave appropriately 

in the home, restaurant, store or any 

other public setting. 

 

 

 
 

 

To enroll new kindergarten students, 
please contact the individual school, or 
the Teaching and Learning team at 
(847) 551-8403 

If you are interested in a 
Developmental Screening, or would like 
information for pre-school 
programming, please call  
(224) 484-2300 

 


