Burton Street Elementary School
37 Burton Street
Cazenovia, NY 13035
315-655-1325 % FAX 315-655-1353

Website: www.cazenoviacsd.com

Auchorization for Release of Information

Accordmg to the Final Regulations - Family Educational Rights and Privacy Act (Buckley Amendment) dated June 17, 1976, it
is no longer necessary to obtain written consent to release records between schools. Tt states that school officials, including
teachers within an educational institution and officials of other schools in school systems in which the students may intend to
enroll, may receive a student’s records without a written consent of such release.

Narme: Date:

Date of Birth:. - ' Current Grade:

Current School:

Address:

School Phone:

School Fax:

Please forward the following records for this student as soon as possible:

Repott Cards (including most éurrent)

Standardized Test Scores '

Achievement Tests

IEP, Special Education/Psychological Evaluation (if apphcable) ]

Please release all 504 and IEP records electronically to Cazenov1a Central School District
Attendance Records

Copy of Latest Physical

Custodial Concerns (if applicable)

OZ oooooogd

Please send information as soon as possible to: Debbie Richer _ _
dricher(@caz.cnyric.org (preferable method)
FAX: 315-655-1353; or
37 Burton Street '
Cazenovia, NY 13035




CAZENOVIA SCHOOL DISTRICT
STUDENT REGISTRATION FORM -

7 _Stngn_t Name: Preferred Name:

“ .l..asf o Ffrst Middle

Gender: 0 Male O Female + BirthDate:_—_ / /- Grade Entering:

Proof of Age: o Birth Certificate o Other (Specify: Baptismal Certificate, Visa, etc.): '

School Last Attended: : : Previcus School Phone #:

Previous School Address:

Street ‘ City o State Zip
Student Information:
Address: *
Street ' . City K State Zip
Mailing Address: _ _
- Street City State - Zp
Telephone #: .  Town: County:

Parent/Guardian Information:

Parent/Guardian #1: 0 Mother 1o Father O StepParent 0 FosterParent O Guardian 0 Other

Name: S . ' Cell Phone #:
Work Phone #: - - ' E-M‘ai'I:
Ad_dreSs: 7 : _ _ \
Street - . Gity ‘ State Zip

Parent/Guardian #2: 0 Mother o Father O Step Parent O Foster Parent 0 Guardian 0 Other

Name: ‘ _ : Cell Phone #:
Work Phone #: - | _E-Mail: -
7Address: . -
Street ) ) - ity 7 Stqte' T Zp
- Student Resides With:

Is there a custody agreement in place forthe child: o Yes 0 No
_If yes, which parent or person in parental relation has physical custody? o Mother o father o Other:

{If yes, please provide the District with a copy of the agreement.)
Can non-custodial parent pick up studeﬁt? oOYes o No Can non-custodial parent request educational info? 0 Yes o No
if there is no custody agreement in b[ace; and parents reside at separate addresses, please provide the District with an affidavit
acknowiedging agreement by both parents as to which parent is designated as parent with residential custody,

Sibling Information: (Please list each child 0-21 years ofd)

Name _ Male/Female | Date of Birth | School Attending Grade Level

-t




CAZENOVIA SCHOOL DISTRICT
* pOST ENROLLMENT INFORMATION *

Isstudenta UScitizen: O Yes 0 No Primary language spoken at home:

Place of Birth:

: City State ' . . Country -
If student was not born in the US, from what country did he/she enter the US? ' Date of Entry:
Ethnicity: ;

Hispanic / Latino / Spanish Origin ¢+ o Yes 0O No

‘Race:

t1 Black or African American 0 White ‘0 Americar Indian or Alaskan Native o Asian O Native Hawailan or Other Pacific Islander

Has student attended Cazenovia Schools befm_‘e? O Yes 0 No . Hso, what was the last gfade they attended here?

Is the student currently enrolled in any type of support programs/services? 0 Yes o No ) :
Please check: 0 Readinglab o Méth_l.-ab_ O Special Education 0 Speech/Language 0 ESOL o Adaptive PE

0 Occupationat Therapy . 0 Physical Therapy

Does the student have an IEP (individualized Education Plan) as determined by a Committee on Special Education? o0 Yes 0O No

Does the student have a 504 Plan? O Yes 0 No
© Emergency Contact Information.
First Person to .'Contact {If parent canhbf be reached):

Name:

Home Phone:

Cell Phone:

Second Person to _Cdn_tac_:t {(/f parent cannot be reached):

Name:

Home Phoné:

‘Relationship; _

Cell Phone:

Before [ After School Care (If Applicable):

Name:

Home Phone:
Cell Phone: Which phone number shall we call first?
Address:

0O Gounseling o Tutoring

Relationship:

Work Phone: -

Which phone number shall we cafl first?

Work Phone:

Which phene number shall we call first?

Street

City _ State Zip




CAZENOVIA SCHOOL DISTRICT
* POST ENROLLMENT INFORMATION *

Health History Information

Student’s Full Name:

Date of Birth:

Mailing Address:

Heme Phone:

Name of Father/Stepfather/Guardian {please circle one):

Cell Phone:.

Employer:

Cell Phone:

_Name of Mother/StepmotherlGuardian {please circle one):

Work Number:

- Employer:

Cell Phone:

W.ork Number:

_Parental Status (please circle one): Married ~ Separated Divorced Single
Physician to be cafled in emérgency: Phone:

Family Dentist: . Phone:
Date of Last Physical:

Has your child ever had any of the following

___. EarInfections - ___ Hearing or Vlsmn.Problems
— Mumps —___ Tonsillectomy
> Serfous Injury ' —_ Setious lIness

~ Heart Murmur . _ Taking Dally Medlcatlons

Allergies
German Measles
Whooping-Cough

* Exp!anatmn may be written below or on reverse side of this sheet.

____ Birth Defects

- 'Measles

Rheumatic Fever

Chickenpox

Seizure Disorder

Does your child require maedication on a regular. basns’ O Yes a No

¥f so, does the medlcation affect his/her behavior? O Yes O No fyes, how?

Does yﬁu; child have food or other allergies?

Is there anything concerning the physical, mental, or emotiqnal health of this child that the school should-l;ﬁ;g aware of?

Signature of Parent/Guardian:




Confidential Health History to be completed by parent: - Name

The health of children greatly influences their ability to learn. Please cc;mplefe each item below and take this form to your

hysician at the time of your child's exam.

Has your child EVER had: (Please ch'eck,'explain and date if yes Neo Yes

Explanation

Allergies (food, medications, hay fever)

Anemia (low blood iron)

Arthritis

Asthma

| Bladder/Kidney problem or injury

Blood Pressure Problem (High or Low)

Bee Sting Allergy

Chicken Pox

Congenital Defect

Convulsions/ Seizures/Epilepsy

Digbetes

Ear Problems/ Hearing Loss
Encephaiitis

Eye Problems/Vision Loss/Glasses/Cantacts
Fainting Spells ' '

Head Injury/Concussion .

Heudc:chesff\*_\igraines

Heart Prablem/Murmur/Chest Paing *

‘Hernia

 Injury to the spleen or other organs
Tnfectious Mono/ Hepatitis '

Fracture-dislacation bories/joints

Joint sprain/ligament tear/muscle pull

Loss of a paired ar’lg‘an

Menihgiﬁs

Menstrual cycle (normal)

Nose fracture/noge bleeds (frequent or severe)

Preumenia

Rheumatic Fever

Scarlet Fever

Si‘omuch Ulcer

Tuberculosis

Whooping Cough

Iliness lasting more Than one week

Hospitalized overnighT' ‘

| Medications on'a daily or prn basis at home

Medications/inhalers during schaol hours/sporis

Surgery/operation.

Presently under a doctor's care for any reason

Has any family member under 50 years of age died of a heart problem? Please Explain

Are there any special problems related o his/her health?

I acknowledge that the above information is correct:

Parent Signature

Date




CAZENOVIA CENTRAL SCHOOL
 Dental Health Cortiftcate

ParentfGusrdian: New Yark State iaw (Chapter 281) psrmits schaols {0 request a dental éxaraination in tho'fallowing
Hra.ﬁ.a_: safiool entry, K, 2, 4,7, & 10. Your child may. have s dental check-up during this sohoo! yéar to assess hisher
tiees (o aftend sohool. Plesss complate Saction 1 and take the form to your dentlat for an assesament, -if your chikd had
& dontat checheup before fie/she starled the chiol, ask your dentist to fil out Saction 2, Returm the completed form to the
school's medical diractor or schioo! nires s soonaspesaible.. - . T . _
- . Ssetfon1, To ke completsd by Parerit or Guardian (Fleases Prin

Hiddls

| Ghiid's Name; bl L o :
Bith Date: i / Sex M ﬁi . WIl{thli ha‘yaur chifd's fist visltto a de_nust? < Yss DONo
o Math By | Yew , _[iFeamala : .
Sohail: M S ' Grade

[ e o aead rebiem Tn 1ha Fouth et Itarieras Wi yaur ohkq's abiity 1o Ghaw, #pea ar foaus on $chool ectviles? 0

YeONO - - . e R

A | undierstand that by aigting rm |-em consanting for the child ve 1o 1y

urderetand this aggessmant s only & lithited means of ovaluation o assess fhe student’

}‘hee ﬁgmim of a dentlst in ordar for my ohiid fo recaive a complate dantal examination w

i, _ |

¥ also-underatand that recalving fhis prelitinary oral hieafth sesassment dees not extablish any taw, ongalng or continuing dacor-

1yl riot hold the dentiat or those performing this assessment responsible for the conssquenioas of .

results qhould 1ohaose NOT to follow the ?gmmmahdathns fisted below.

R amod abave b veqalve R Ba&To oyl hgallh Aasessment. | - ‘
s dantal haeith; and { would noed to secure
iffe x-risye If nacessary to mainfaln good orat

" | patient relationshilp, Further,

Parent's Slanakire sk o . . Dale .
e Ssction 2, To he sompleted bycheDentiet ...

1. The Dental Health conditlonef _____ .. . _on,. .. (dute of oxam) The date of
4 the exam need! 'td'b-'wlml,n.jzmomqthé atart of the schoot yoar In which it Is requested. Check ons:

€1 Yes, The stident sl abave 1s in i condition 3f dental heaith to permit histar étténdance t the pubiic schools.

.0 No, The studant listsd abovals not in fit condition. of dental heaith to pérmit hie/er attendance at ma_publlo gchoole,

NOTE: Net in fit cofdition of dental héaiti maans firat a condliion exiole that [nterferes with a students sblilty to chew, sped at
fated to cilnical evidencs of open cavities, ‘The designation of not in

fosus an chool acéivites Including pain, swalling or Infactlon rel ‘ OF ! g
fit conditlon of dental heaith to parmit attendance at the publia school does not pmlu_dp the student from gttending sehool,

| Dontist's neme dnd address (vlease print orgtamp) . Dentist's Signature

'aﬁmalm-ﬁﬁumémeWSTumﬂon Eyoureﬁﬂc?' smhoo!,ﬁ' lmﬂa.'nih.

H, Oral Mealth Status (chedk all that appiy).” o _ .
Yes ONo Carlsa Exparlence/Restoration History - Has the chiild ever had a cavily (trealed o untreated)? A flling
exiractad as & reault of carlas OR an.apen cevityl.

(temporary/permanent) OR & tooth that is missing bacause it wak extrat _ ol
n-cavity? - [At least % mm of tooth struciure loss'at the enamel

DYes ONo Untreated Carles = Doss this chiid have an ope ; : _

: " eurtace, Brown to dark-brown coloration of the walls of the lesion. These criterla apply to pits and fissure caviiated feslons
an wail as thoss on smacth tooth surfaces. If retalried root, sssuma thet the whole toolh was destroyed by carles, Broken
ar chipped teeth, pius taeth with temporary fillings, are considered sound unfess « caviiatad leslon I8 alzo presant].

0Yes INa Donial Seatants Prosent : ' Co .

Olher problams_(Sp’ecm: :

1. Trentment Neode (check all thut apply) - o .

o No obiious problem, Routine dentsl osre is tscommended. Vialt your dantlst regularly.

O May need dental care. Please schadule an appolntmant wilh your dentist as eoon &6 possibis for an eveluation.

2 Immediate denital care (8 taquired. Pleass schaduls an appaintrvient [mmediately with your dentigt fo avald pqob!ema. '

L




REQUIRED NYS SCHOOL HEALTH EXAMINATION FORM
TO BE COMPLETED IN ENTIRETY BY PRIVATE HEALTH CARE PROVIDER OR SCHOOL MEDICAL DIRECTOR

Note: NYSED requires a physical exam for new entrants and students in Grades Pre- Kor K,1,3,5 7,9 &11; annually for
interscholastic sports; and working papers as needed; or as required by the Committee on Special Educatmn (CSE) or
Committee on Pre- School S i

Allergies [INo |0 Medication/Treatment Order Attached - D Anaphvlaxns Care Plan Attached

[ Yes, indicate type| [ Food O Insects [ Latex D Medication | Enwronmental )

Asthma [INo |OJ Medication/Treatment Order Attached - [1 Asthma Care Plan Attached

[3Yes, indicate type|[] Intermittent ] Persis_.tent " "I:I Other :

Seizures 7 [ONo |0 Medication/Treatment Order Attached ‘ tl ‘Seizufe Care Plan Attached

[JYes, indicate type | Type: _ : Date of last seizu re:

Diabetes [INo |[JMedication/Treatment Order Attached [ Diabetes Medlcai Mgmt. Plan Attached
[ Yes, indicate type|Type 1 3 Type 2 [ HbA1c results: Date Drawn:

Risk Factors for Diabetes or Pre-Diabetes:

Consider screening for T2DM if BMI% > 85% and has 2 or more risk factors Famrly Hx T2DM, Ethnicity, Sx Insulin Resistance,
Gestanonal Hx of Mother; and/or pre-diabetes.

BMI________g/m2 Percentile (Welght Status Category): u<5m Esﬂmeﬂ' Dsoﬂs@ [185® 94“1 mesm-esﬂ" [399%and>
Hyﬁerlipidemia: CINo CEes. Hypertension: DNO QIY_es ' '

Respirations: ~

(OEye [Kidney [ Testicle

C ' [T Concussion — Last Occurrence:
K | Dater |1 Mental Health:
Ul Other:-

PPD/ PRN. - | O B One -Fend:ioning: ]
Sickle Cell Screen/PRN | [

Check Any Assessment Boxes Outs:de Normal l.|m1ts And Note Below Under Abnormahttes

£ HEENT tD Lymph nodes (1 Abdomen [ Extremities ] Speech
L] Dental [ Cardiovascular O Back/Spine t[J Skin {1 Social Emotional
[ Neck O Lungs [ Genitourinary O Neurological ~ |1 Musculoskeletal

[ Assessment/Abnormalities Noted/Recommendations: Diagnoses/Problems (list) ~ICD-10 Code

O Additional Information Attached

Rev.5/4/2018 Pagelof2




DOB:

Distance Acuity: 1200 0 |20/ dYes ONo
Distance Acuity With Lenses 20/ 20/
Vision—NearVision 20/ _ 20/

Vision—Color [ Pass [} Fail

Pure Tone Screening _ o CYes [ONo

And girls grades 5 &7 7 O e O | Oves OIne
Deviation Degree: ‘ ' Trun‘k_ Rotation Angle: '
Recommendations: ) )

Q FuII Actwstywnthout restrlctlons mciudmgPhysacaI Educatlon and Athletlcs. )

[] Restrictions/Adaptations Use the Interscholastic Sports Categones (below) for Restrictions or medifications
I No Contact Sports Incfudes: baseball, basketball, competitive cheerleadlng, field hockey, footbali ice
hockey, lacrosse, soccer, softball, volleyball, and wrestling
[ No Non-Contact Sports Includes: archery, badminton, bowling, cress-country, fencing, golf, gymnastics, rifle,

Skiing, swimming and diving, tennis, and track & field
[.] Other Restrictions: '
0 Developmental Stage for Athletic Placement Process ONLY

Grades 7 & 8 to play at high school level OR Grades 9-12 to play middle schoot level sports
Studentis at Tanner Stage: 131 CIn I 3w v
0 Accommodations: Use additional space below to exp!aln

[ Brace*/Orthotic [ Colostomy Appliance* (1 Hearing Aids
O3 Insulin Pump/insulin Sensor* [J-Medical/Prosthetic Device® ] Pacemaker/Defibritlator*
(1 Protective Equipment [] Sport Safety Goggles {J Other:

*Check with athletic governing body if prior approval/form completion required for use of device at athletic competitions.

Explain:

[1 Order Form for Medication{s) Needed at School attached
_ List medications taken at home:

TR

Received Today Q]Yes | No
R R s :

Medical Provider Signature:

Provider Name: {please print) - | Stamp:
Provider Address:
Phone:

Fax:

Rev.5/4/2018 Page 20f 2




CAZENOVIA SCHOOL DISTRICT
* POST ENROLLMENT INFORMATION *

Residency Questionnalre
Name of Schook:
Name of Student: :
Lost s First : Middte
Gender: o0 Male 0 Female Date of Birth: / /- Grade: ID#:
: Month  Day Year {Pre-School - 12) {Optional)
Address: W _ ) Phone:

The answat you give below will help the District determine what services you or your child may be able to receive under the McKinney-
Vanto Act: Students who are protected under the McKinney-Vento Act are entitied to Immedtate enroliment in school even if they don’t
have the documents normeally needed, such as proof of residency, school records, Immunization records, or birth certificate,” Students whe
are pmtected under McKInnev-Vento Act may also be antitled to free transportation and other sarvices.

Where is the student currently living? (Please check one box.}

Oina shelter

o With _anothe_r family or other person because of loss of housiﬁg or as a resuit of economic hardship (sometimes referred to as
“doubled-up”) G ' ‘

o Ihahotel/motel

o In-acar, park, bus, train, or ca'rripsite

] Othertemporarv living srtuatwn (Please descrlbe - ' '_ )

o In, permanent housing

" Print Name of Parent, Guardian, or Student {for Slgnature of Pa rent, Guardian or Student (for
unaccompanied homelass youth) unaccompanied homeless youth}

Date:




STATE EDUCATION BEPARTMENT | THE UNIVERSITY OF THE STATE OF NEW YORK | ALBANY, NY 12234
Offige of P12

Lisselfe Cotén-Collins, Assistant Commissioner
Office of Bilingual Education and World Languages

65 Hanson Place, Room 594 89 Washington Avenue, Room 528EB
.'Brooklyn, New York 11217 - Albany, New York 12234
Tel: (718) 722-2445 / Fax: (718) 722-2459 (518} 474-8775 / Fax: (518) 474-7948

Home L_anguage Questionnaire (HLQ)

Please write clearly when completing this sectlon )

Dear Parent or Guardian: e : 4
In order to provide your child with the :
best possible education, we need o - : — S
determine how well he or she | st - Midole o Last
understands, speaks, reads and wtiles " i oy
in English, as well as prior school and
personal history. Please complete the
sections below entitled Language
' Background and Educational History.
Your assistance in answering these
questions is greatly apprecfated
Thank you. :

Last Name ' First Name - " Relation fo
: ‘ ‘ Student

HoME LANGUAGE CODE

1. What language(s) is(are) spoken in thé student's home . n
or residence? Q1 English . 9‘“‘”
. — ‘ spacify
2. What was the first language your child Isamed? O English X Other '
. ) ) . ' : spacify
3. What is the Home Language of each parent/guardian? 3 Mother 1 Father
: . specify . spactly
1 Guardian(s}
i spacify
4, What language(s) does your child understand? I English 0 Other .
5. What language(s) does your child speak? O English Q Other i 12 Does not speak
: . - i _specily
6. What language(s) dogs your child read? 0 English [ Other : 0 Does not read
. o spacify '
7. What language(s) does your child write? . 0 English 0 Other 11 Does not write

THIS SECTION TO BE COMPLETED BY DISTHICT IN WHECH STUDENT IS REGISTERED:

ScHOOL DISTRICT INFORMATION: - STUDENT ID NUMBER IN NYS STUDENT

INFORMATION SYSTEM:

Diafrfﬁf Nama (Number} & School

1 ' ENGLISH




Home Language Questionnaire (HLQ)—Page Two

8. Indicate the total number of years that your child has been enrolled in school _

9. Do you think your child may have any difficulties or conditions that affect his or her ability to understand, speak, read or write in
|English or any other language? if yes, piease descnbe them.

Yes* No Nofsure ‘
a Q Q *if yes, please-explain;

How severe do you think thess difficulties are? O Minor O Somewhat severe O Very savere

10a. Has your child ever been referred fora spaclal education evaluation in the past? Qi No - [ Yes* *Please comp!ete 10b below

10b. "I referred foran evaluaﬂon. has your child ever received any special education services in the past?
Q No [ Yes - Type of services received:

Age at which services received (Plaase chock alf that app!y)
01 Birth to 3 years (Early Intervention) 01 3 to 5 years {Special Education) L1 6 years or older (Spaclal Education)

10c. Does your child have an Individualized Educatlon Program (IEP)? O No EI Yes

1-1'. Is there anything else you think is important for the school to know about your child? (e.g., special talents, health concems, etc.)

12. In what language(s) would you like to receive information from the school?

L . Month: Day: Year:
Signature of Parent or of Person in Parental Relation : : Date

Refationship to student; Q0 Mother 01 Father O Other;

NAME: : ' . POSITION:

IF AN INTERPRETER IS PROVIDED, LIST NAME, POSITION AND CREDENTIALS:

NANE: PosiTioN:

ORAL INTERVIEW NECEssaRY: (D No O Yes -

OUTCOME OF 0 AomiNISTER NYSITELL
INDIVIDUAL L] ENGLISH PROFICIENT
INTERVIEW: O REeFER TO LANGUAGE PROFICIENCY TEAM

1 **DATE OF INDIVIDUAL
INTERVIEW:

NAME PoSITION:
' PROFICIENGY LEVEL _
.DAT:BOF NYSITEL': ACHIEVED ON (3 Enterine O ExERGING Q) Transmoning (3 Exeanomne | O Commanning
MINISTRATION: NYSITELL:

Mo, Day TR

FOR STUDENTS WITH DISABILITIES, LIST ACCOMMODATIONS, IF ANY, ADMINISTERED [N ACCORDANCE WITH IEP PURSUANT TO CSE REGOMMENDAT[’ON:

2 - : ' ~ ENGLISH




CAZENOVIA CENTRAL SCHOOL DISTRICT

*POST ENROLLMENT INFORMATION*
" Cazenovia, New York 13035 .
’I‘ransportation Department 655-1326

NEW STUDENT REGISTRA’I‘ION
Schooi Year

Today’s Date : Date Moving Into District

Grade

-'STUDENT_INFORMATION . INFORMATION:
Student Name o

Student Name. - ' - .
' Last _ . First’ ' _ ML

. Address of Residence: Indicate street or road to assist in locating residehce

Number  Street orRoad Name = * City/Village - Home Telephone

} Mailing addres§§ (Enter only if different from above)

“P.0. Box Nurﬁbc_r"or Other- T PostOffice Name . - Zip

Parent Names (Please give last names if different from student)

| Father - S _ ' ' " Daytime Telephone

Mother - | , | | ' Daytime Telephone

Day Care Provider Informatmm Fill out only if your child will be pxcked up or dropped off at this
locationona regu]ar basxs Example: Workmg parents using day care.

Name

 Address : - . _ : .
' House Number Street or Road Name -~ Village Phone Number

Special Requizements:  }(Check here, explain on reverse)




BOE,

3

R ~ Thankyou for your assistance,




Worh

Nomtbre del nifi

KQ&M e é?ligimﬂ g;

" Bistrito escolar

Persona parg contaotar

yacidin Ul (direesiones, nomsbies




Cazenovia Central School Distriet
Committee on Special Education
Special Education Office
31 Emory Avenue
Cazenovia, NY 13035

Written Notification Regarding Use of Public Benefits or Insurance to Pay for Certain Special
Education and Related Services

INTRODUCTION: You are receiving this written notification to give you information about your rights .
and protections under the federal Individuals with Disabilities Education Act (IDEA), so that you can
make an informed decision about whether you should give your written consent to allow your school
district to use your or your child’s public benefits or insurance to pay for special education and related -
services that your school district is required to provide at no cost to you and your child under IDEA.
Funds from a public benefits or insurance program (for example, Medicaid funds) may be used by your
school district to help pay for special education and related services, but only if you choose to provide
your consent, as explained below. : '
Before your school district can ask you to provide your consent to access your/your child’s public benefits
or insurance for the first time, it must provide you with this notification of the rights and protections
available to you under IDEA. This notification is intended to help you understand these rights and
protections, including the type of consent your school district will ask you to provide. If you choose not to
provide your consent, or later decide to withdraw your consent, your school district has a continuing
responsibility to ensure that your child is provided all required special education and related services
under TDEA at no charge to you or your child. ' : '

Parental Consent: Beginning on July 3, 2013, before.your school district can use your or your child’s
~ public benefits or insurance for the first time to pay for special education and related services under
TDEA, it must obtain your signed and dated written consent. Your school district is only required to obtain
your consent one time. This consent requirement has two parts.

1. Consent to share records about your child: Your school district is required to obtain your written

consent before disclosing [sharing] personally identifiable information about your child (such as your

-child’s name, address, social security number, Individualized Education program ([EP), and evaluation

results) from your child’s education records. In asking for your consent, the district will (1) identify the

records {or information] about your child that will need to be shared (for example, about the services that

may be provided to your child); (2) tell you the purpose of sharing the records (for example, billing for
special education and related services); and (3) identify the agency to which your school district may

disclose the information (for example, the Medicaid agency). '

2. Consent o bill your public insurance program (for example, Medicaid): Your consent must include
a statement specifying that you understand and agree that your school district may use your or your
child’s public benefits or insurance (e.g., Medicaid) to pay for some of your child’s special education
services. '

If your school district has on file your consent that you provided before July 3, 2013 to release your
child’s records and to use your or your child’s public benefits or insurance to pay for special education
and related services, your school district is required to request a new consent from you only when there is
a change in any of the following: the type of services to be provided to your child (for example, physical




therapy or speech therapy), the amount of services to be provided to your child (for example, hours'per
week lasting for the school year), or the cost of services (that is, the amount charged to the public benefits
of insurance program). o :

If any of these changes occur, your school district must obtain from you a new one-time consent. Before

"you provide your school district the new, one-time consent, your school district must provide you with
this notification. Once you provide this one-time consent, you will not be required to provide your school
district with any additional consent in order for it to access your/your child’s public benefits or insurance
even if your child’s services change in the future. However, your school district must continue to provide
you with this notification anmially.” :

You have the right to withdraw your consent at any time. If you withdraw your consent, the school district
must still provide all of your child’s IEP special education and related services at no cost to you. To
withdraw your consent, you will need to submit your request in writing to your child’s school district.

NO COST PROVISIONS: The IDEA “no cost” -protections regarding the use of public benefits or
-~ insurance are as follows: ' _

1. Your school district may not require you to sign up for, or enrol} in, a public benefits or insurance
program in order for your child to receive a free appropriate public education.

2. Your school district may not require you to pay any out-of-pocket expenses, such as the payment of a
deductible or co-pay amount for filing a claim for services that your school district is otherwise required
to provide your child without charge. -

3. Your school district may not ise your or your child’s public benefits or insurance if using those benefits
or insurance would: : o

> Decrease your available lifetime coverage or any other insured benefit, such as a decrease in your
plan’s allowable number of physical therapy sessions available to your child or a decrease in your plan’s
allowable number of sessions for mental health services; . ~ -

> Causé you to pay for services that would otherwise be covered by your public benefits or insurance
program because your child also requires those services outside of the time your child is in school;

» Increase your premium ot lead to the cancellation of your public benefits or insurance; or

» Cause you to risk the loss of your child’s eligibility for home and community-based waivers that are
based on your total health-related expenditures. ‘

We hope this information is helpful to you in making an informed decision regarding whether to allow
your school district to use your or your child’s public benefits or insurance to pay for special education
and related services under IDEA. Contact information: For additional information and guidance on the
requirements governing the use of public benefits or insurance to pay for special education and related
services see: http:llwwwg.ed.gov/policv/speced/reg/idea/gart—b/part—b—paregtal-consent.]_l_tm;l.




Cazenovia Central School District
Committee on Special Education
Special Education Office
31 Emory Avenue
Cazenovia, NY 13035 (315 655-1361)

' Medicaid Consent

Client Identification Number (CIN):

This is to ask your permission (consent) to bill your or your child’s Medicaid Insurance Program for special education and related
services that are on your child's individualized education program (IEP). :

This consent allows the school district to bill for covered health-related services and to release information to the school district’s
Medicaid Billing Agent for that purpose. ‘ ' '

L _ as the parent/gnardian of,

_ have received a written notification from the school district that explains my federal rights regarding the use of public benefits or
insurance to pay for certain special education-and related services. o

I understand and agree that the School District may access Medicaid to pay for special education and related services provided to my
child. : - .

Iunderstand that: : S
"= Providing consent will not impact my child’s/my Medicaid coverage;
»  Upon réquest, [ may review copies of records disclosed pursuant to this authorization; |
e Services listed in my child’s IEP must be provided at no cost to me whether or not I give consent to bill Medicaid;
» I have the right to withdraw consent af any time; and
e The school district must give me annual written notification of my rights regarding this consent. -

‘T also give my consent for the school district to release the following records/information about my child to the State’s
Medicaid Agency for the purpose of billing for special education and related services that are in my child’s IEP.. The
following records will be shared. _ : '

"~ Records ta be shared (such as records or information abdut services your child receives)

IEP B , : : o Medication Administration Report

Written Order/Referral - Special Transportation Log -

Evaluation Reports | ' Other -Personally Identifiable Information

Session Notes I‘ , | : Any Other Specific Records Pertaining to the Student’s Services
' or Program ‘ - :

I give my consent voluntarily and understand that I may withdraw my consent at any time. I also understand that my child’s right to
receive special education and related services is in no way dependent on my granting consent and that, regardless of my decision to
provide this consent, all the required services in my child’s IEP will be provided to my child at no cost to me.

Medicaid CIN # LI CI L] or tnitial heres ___—— my Child is NOT Eligible for Medicaid.

Parent/Guardian Signature:

Print Name: , . Date:




