
CISD CARE Program
ENROLLMENT INFORMATION FORM

	Student’s Name ​​​​​​​​__________________________________________________________________ Sex ________
Birth Date ___________________________________________________________ Grade__________________

Student is enrolled at: 

School Name  __________________________________________  Teacher’s Name ________________________

Student’s Name___________________________________________________________________ Sex ________

Birth Date ___________________________________________________________ Grade__________________

Student is enrolled at: 

School Name  __________________________________________  Teacher’s Name ________________________

Student’s Name __________________________________________________________________ Sex ________

Birth Date ___________________________________________________________ Grade__________________

Student is enrolled at: 

School Name  __________________________________________  Teacher’s Name ________________________

Address ______________________________________________​​​​​​​​​​___________ Zip ________________________​​​​​​​​​​​​
Mother’s Name ________________________________ Father’s Name__________________________________
Work Phones: Mother ____________________________      Father  ___________________________________

Home Phone: ___________________________      _______________________               

                                                                    Include cell phone number                    
Work or home email __________________________________________________________________________

Emergency Contact Person ________________________________________Phone _______________________
Date to start CARE Classes:______________________________________




Ethnicity: 
American Indian       Asian  
     African American
  Hispanic                  Pacific Islander
   
White

Other___________________________

Enrolled in Special Education:              Yes                   No     
	List three people, other than parents, who have permission to pick up your student from our C.A.R.E.  Program along with their phone numbers and relationship to your child.  

Name ________________________________  Relationship ________________ Phone _________________

Name ________________________________  Relationship ________________ Phone _________________

Name ________________________________  Relationship ________________ Phone _________________


CISD CARE Program
HEALTH INFORMATION FORM 

Student’s Name:  __________________________________  

Family Doctor: ________________________________________ Phone: _______________________________
Does your student/ students have any special needs of which the staff should be aware?  _______________________________________________________________________________________________
Does your student/ students take any type of medication that requires monitoring by staff? _______________________________________________________________________________________________
If so, give details: ____________________________________________________________________________
Has your student/ students ever suffered from asthma or any related breathing disorder? _________________
 If yes, give details:  __________________________________________________________________________ 

Does your student/ students have allergies and/or allergic reactions to any foods, medications, or insect bites? 

If so, give details: ___________________________________________________________________ 

Has your student/ students ever had epileptic seizures?  If so, indicate severity and frequency of attacks:

__________________________________________________________________________________ 

	I release Cleburne ISD from liability in case of an accident.  The staff has my permission to provide emergency health care if needed.  I understand that I am financially responsible for any expenses for medical care or transportation incurred on my student’s behalf. 

 I have read the above procedures and agree to comply with them.

_________________________________________________________________________________
Signature of Parent or Guardian                                                                 Date


	CISD CARE  Program
MEDICATION PERMIT FORM

	 

	

	 

	In cases where it is necessary for a student to receive medication while at a C.A.R.E.  Program, the following permit form is to be completed by the parent, legal guardian or other persons having legal control of the student.  The completed form should be returned to the Community Education Office or Program Supervisor.  The medication must be in a labeled container and delivered to the Program Supervisor.  The student should bring no more than the amount of medication needed for one day.  Only the persons authorized by the Director will administer medication.  All medication should be given by the parents outside of school hours if possible.

	 

	Parental Request for Administering of Medication During C.A.R.E.  Programs

	Student's Name                                                                           Birth Date:                                     
Name of Medication                                                                                                                             
Directions                                                                                                                                                
                                                                                                                                                                 
Remarks                                                                                                                                                 
                                                                                                                                                                

	In order for this student to remain in the program, it is necessary that the medication listed above be given during program hours.  I hereby request that the specified medication be administered to the above named student.

______________________________________________________________________________

Signature of Parent or Guardian                                                                  Date



CISD CARE Program
NETWORK / INTERNET ACCESS AGREEMENT
	STUDENT AGREEMENT

Name ​​​​​​​​_____________________________________________________________ Grade ________

I have read the CISD Computer Acceptable Use Policy and administrative regulations. I agree to abide by the provisions of this policy and I understand violation of these provisions may result in disciplinary action and complete revocation of system access. 

___________________________________________________________________________________

Signature of Student                                                                                    Date

	PARENT OR GUARDIAN  AGREEMENT

I have read the CISD Computer Acceptable Use Policy and administrative regulations. In consideration for the privilege of using the District’s electronic Network/Internet Systems, I hereby release CISD, its operators, and any institutions with which they are affiliated from any and all claims and damages of any nature arising from my child’s use of, or inability to use, the system, including without limitation, the type of damage identified in the District’s policy and administrative regulation. 

I give permission for my child to use CISD’s Computer Network/Internet facilities and certify                                       that the information contained on this form is correct. 

 I DO NOT give permission for my child to use CISD’s Computer Network/Internet facilities. 


Signature of Parent or Guardian                                                                            Date




CISD CARE Program
PARENT RELEASE TO PUBLISH
 

Cleburne ISD maintains and requires that before student work (artwork or written work) or photos 
of a student can be published in any format, permission must be granted from the student and the student’s parent or guardian. 
STUDENT RELEASE: 

Student Name_________________________________________________________________

School_______________________________________    Grade_________________________

I give permission for my work (artwork or written work) and photos of myself to be published in newspapers and/or magazines. 

Student Signature__________________________________   Date: ______________________
 
PARENT OR GUARDIAN RELEASE: 

I give permission for my child’s work and photos of my child to be published. I hereby release CISD, its operators, and any institutions with which they are affiliated from any and all claims and damages of any nature arising from the publishing of my child’s work or photos. (Please Initial) 

	 


I give permission for my child’s work and/or photo’s of my child to be published in newspapers, magazines and/or any written publication.                    

	 


I give permission for my child’s work and/or photo’s of my child to be published on the CISD and/or Special Projects/ Community Education website. 

	 


I DO NOT give permission for my child’s work and/or photo’s of my child to be published in newspapers, magazines and/or any written publication.               

	 


I DO NOT give permission for my child’s work and/or photo’s of my child to be published on the CISD and/or Special Projects/ Community Education website. 

__________________________________________________________________________________Signature of Parent or Guardian                                                                    Date
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