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i TRINITY Preschool Registration

LUTHERAN SCHOOL
v CHRIST-CENTERED ACADEMIC EXCELLENCE

This letter contains all the information and lists the forms you will need to register your child for preschool. Please fill
it out completely, as the Department of Human Services requires that you leave nothing blank.

The forms that require a doctor or dentist appointment should be returned as your child visits the doctor and
dentist—preferably this spring and early summer, but definitely in August. As a state-licensed preschool, we are
required to have these forms on file; therefore, please don’t plan on sending your child to school if we don’t have
all the forms needed.

If you need assistance or have questions about the forms, our school secretary, Rose, works 8:00 to noon on school
days and is in the cubicle outside the northwest door of the sanctuary. She can be reached by phone at 432-6912 or
e-mail at secretary@tlsboone.us.

Home visits will be scheduled electronically in early August.

The fees for preschool include a book/supply fee paid at the time you register your child and a tuition fee. You may
receive a 5% discount on the tuition fee if you pay the tuition in full by August. Otherwise, the automatic withdrawal
form must be filled out with the first payment scheduled for September.

Three-year-old students may qualify for tuition assistance through BooSt Together for Children Early Childhood lowa
Area Board if your income falls within their guidelines. Applications for this assistance will be available around June
1. Please see Rose about this.

Students who are 4 years old on September 15th will qualify for free tuition through the Boone Schools’ participation
in the Statewide Voluntary Preschool Program. The form with “Student Information” on one side and “Family
Information” on the other side qualifies your student for this program.

Checklist:

Preschool Registration Form

A copy of student’s birth certificate (new students only)
Student Information Form (4-year-old students only)
Current immunization record

Current medical record form (physical) signed by a doctor
lowa KidSight Consent Form

PTL Directory Information Form

Vision card (optional)

Dental screening form (optional)

DOo000000000

Automatic withdrawal authorization form



Trinity Lutheran School
Preschool Fees

FEES 2023-24

3-Year Olds:
2-day session (Mon, Thurs OR Tues, Fri; 8-11 AM)
2-day session (Tues, Thurs; Noon to 3 PM)
e Book/supply fee - $25 (paid at time of registration)
e Tuition fee - $136.66/mo. ($1,230/yr. OR $1,168.50 with 5% discount) due the 15" of each
month beginning Sept. 15 with the final payment on May 15
3-day session (Mon, Wed, Fri; Noon to 3 PM)
e Book/supply fee - $35 (paid at time of registration)
e Tuition fee - $161.66/mo. ($1,455/yr. OR $1,382.25 with 5% discount) due the 15" of each
month beginning Sept. 15 with the final payment on May 15
4-Year Olds and 5-Year Olds:
4-day session (Mon, Tues, Thurs, Fri; 8-11 AM)
4-day session (Mon, Tues, Thurs, Fri; Noon to 3 PM)
e Book/supply fee - $50 (paid at time of registration)
e Tuition fee - $196.66/mo. ($1,770/yr. OR $1,681.50 with 5% discount) due the 15" of each
month beginning Sept. 15 with the final payment on May 15 (no tuition collected for 4-
year olds if government grant is still in place)
Optional Wednesday afternoon class, Noon to 3 PM
e Additional $15 per day

Please note: If full tuition is paid by August 25", a 5% discount is allowed. Families who do not pay in
full will do electronic funds transfers from checking or savings accounts.



¥l TRINITY

CHRIST-CENTERED ACADEMIC EXCELLENCE

v LUTHERAN SCHOOL

3-Year Olds:

*Backpack—standard size

*1 pocket folder

*24-count box of Crayola crayons

*Box of markers (broad line)

*Scissors (Fiskars makes good kid-
friendly scissors that are easy to
use)

*Water bottle

*1 complete change of clothes
(Please put the change of clothes
in a labeled plastic bag in
student’s backpack)

Set of watercolor paints
(Prang/Crayola brand is best)

1 bottle of Elmer’s white glue

2 glue sticks

1 pkg. paper cups (5 oz.)

1 pkg. baby wipes

1 box facial tissues

1 roll paper towels

1 box quart-size baggies

Preschool Supply List

4-Year Olds:

*Backpack—standard size

*1 pocket folder

*24-count box of Crayola
crayons

*Box of markers (broad line)

*Scissors (Fiskars makes good
kid-friendly scissors that are
easy to use)

*Water bottle

*1 complete change of clothes
(Please put the change of
clothes in a labeled plastic bag
in student’s backpack)

Set of watercolor paints
(Prang/Crayola brand is best)

1 bottle of EImer’s white glue

2 glue sticks

1 container of Clorox
Wipes/Anywhere Spray

1 pkg. of napkins

1 box facial tissues

1 box plastic spoons




3 Year Old Preschool
Trinity Lutheran School

712 12th Street ¢ Boone, |IA 50036
For those who are 3 years old on or before September 15, 2023. Mark N/A if nothing applies.
Class: [] 2-dayAM (M, Th) [] 2-dayAM (T, F) [] 2-day PM (T, Th) [] 3-day PM (M, W, F)

Child’s Name (first-middle-last)

Child prefers to be called

Gender: [ ] M []F BirthDate Baptism Date

Child’s Primary Address

Before/After School Care Provider Phone

Family Status: [ ] Single Parent [_] Two Parent  [_] Two Parent - Remarried

Mother’s Name Phone

Permission to add Mother’s number to “Remind” to receive texts from school [] Yes [INo
Address

E-mail Address Church You Attend

Employer Work Phone

Father’s Name Phone

Permission to add Father’s number to “Remind” to receive texts from school [ l1Yes [] No
Address

E-mail Address Church You Attend

Employer Work Phone

Siblings’ Names

Emergency Information:

[] Yes [] No I hereby give my permission and/or consent to the personnel of Trinity Lutheran
Preschool to secure and authorize such emergency medical or dental care and/or treatment as my child
might require while under the supervision of said preschool personnel. | also agree to pay all of the costs and
fees contingent on any emergency medical or dental and/or treatment for my child as secured or authorized
under this consent. (Every effort will be made to notify parents immediately in case of emergency.)

Doctor/Clinic Name Phone
Doctor/Clinic Address Hospital
Dentist Name Phone

Dentist Address




In an emergency, please call: (in case parents are unreachable)

Name/Relation Phone

Name/Relation Phone

Field Trips, Picture and Pick-Up Permission — Please check yes or no for the following:
] Yes [] No I hereby give permission for my child to leave the center for field trips set up by the
Trinity Lutheran Preschool teacher in cars driven by volunteer parents or on foot.

] Yes [] No I hereby give my consent to let my child be photographed for use by Trinity Lutheran
Preschool in newspapers or other media for the purpose of publicity or advertisements.

[ ] Yes [] No Ihereby give permission for the following persons named below to pick my child up from
preschool. It is the responsibility of parents to notify Trinity Lutheran Preschool, in writing, of any changes.

Name/Relation Phone
Name/Relation Phone
Name/Relation Phone
Name/Relation Phone
Name/Relation Phone

Name of persons who may not pick up my child:

Separation, divorce, or other custody situations Trinity Lutheran Preschool should be aware of:

Please list any medical allergies, medications being taken, medical problems, etc.:

Please list any other pertinent information the teacher should know regarding your child:

Parent/Guardian Signature Date



4 Year Old Preschool
Trinity Lutheran School

712 12th Street ¢ Boone, |IA 50036

For those who are 4 years old on or before September 15, 2023. Mark N/A if nothing applies.

Class: [ ] 4-dayAM (M, T, Th,F) [] 4-dayPM (M, T,Th,F) [] Wed PM (optional for an additional fee)

Child’s Name (first-middle-last)

Child prefers to be called

Gender: [ JM []F BirthDate Baptism Date

Child’s Primary Address

Before/After School Care Provider Phone

Family Status:  [_] Single Parent ] Two Parent [ ] Two Parent - Remarried

Mother’s Name Phone

Permission to add Mother’s number to “Remind” to receive texts from school [JYes []No
Address

E-mail Address Church You Attend

Employer Work Phone

Father’s Name Phone

Permission to add Father’s number to “Remind” to receive texts from school [ ] Yes [ ] No
Address

E-mail Address Church You Attend

Employer Work Phone

Siblings’ Names

Emergency Information:

[ ] Yes [ ] No I hereby give my permission and/or consent to the personnel of Trinity Lutheran
Preschool to secure and authorize such emergency medical or dental care and/or treatment as my child
might require while under the supervision of said preschool personnel. | also agree to pay all of the costs and
fees contingent on any emergency medical or dental and/or treatment for my child as secured or authorized
under this consent. (Every effort will be made to notify parents immediately in case of emergency.)

Doctor/Clinic Name Phone
Doctor/Clinic Address Hospital
Dentist Name Phone

Dentist Address




In an emergency, please call: (in case parents are unreachable)

Name/Relation Phone

Name/Relation Phone

Field Trips, Picture and Pick-Up Permission — Please check yes or no for the following:
[ ] Yes [] No I hereby give permission for my child to leave the center for field trips set up by the
Trinity Lutheran Preschool teacher in cars driven by volunteer parents or on foot.

[ ] Yes [] No I hereby give my consent to let my child be photographed for use by Trinity Lutheran
Preschool in newspapers or other media for the purpose of publicity or advertisements.

[] Yes [] No Ihereby give permission for the following persons named below to pick my child up from
preschool. It is the responsibility of parents to notify Trinity Lutheran Preschool, in writing, of any changes.

Name/Relation Phone
Name/Relation Phone
Name/Relation Phone
Name/Relation Phone
Name/Relation Phone

Name of persons who may not pick up my child:

Separation, divorce, or other custody situations Trinity Lutheran Preschool should be aware of:

Please list any medical allergies, medications being taken, medical problems, etc.:

Please list any other pertinent information the teacher should know regarding your child:

Parent/Guardian Signature Date



Student Name ' Commonly goes by

(Legal last name, First, Middie)
Date of Birth Sex: M[ ] F D Grade For School Year

Is this student a previous Boone Community School’s student? Y[ | N[] Is this student a foster child? Y[ ] N[]

Student’s Cell Phone (optional) Student’s Main Language Spoken
Birth Country Date Entered US First Date Entered US School
) (if not USA)
Foreign Exchange Student? Y[_| N[[] Foreign Student on Visa? Y[ | N[]

Special Education (IEP)? Y[ ] N[ ] 504 Plan? Y[ N[] ELL Program? v[ ] N[]
Field Trip Permission? Y[ | N [] Oldest child in the household attending BCSD? Y] N []

FEDERALLY REQUIRED ETHNICITY INFORMATION
Is this student Hispanic/Latino? (Spanish culture/origin, regardless of race) Y[ | N[_]
*Student Race: {check ail that apply) If no boxes are marked then white is default.

American Indian or Alaska NativeD Black or African AmericanD WhiteD Asian D Native Hawalian or Pacific Islander D

FOR STUDENTS ENTERING KINDERGARTEN FOR NEW STUDENTS ENTERING BCSD AFTER
Attended Preschool? Y[ N[] STARTING 9th GRADE
Name of Preschool Year Started 9th Grade

Birth Verification (required to view or have copy - this can be a birth certificate, passport, hospital record or other approved format)

Is there a court order regarding custody for this student? YD N D If yes, please provide a copy to be sent to the school,

If Emergency/Contact/Relationships are the same for ALL students/children, please check here: l:]

Emergency Contact l Relationship Home Phone ‘Work Phone Cell Phone
Doctor N/A N/A
Dentist N/A N/A
Daycare Provider | N/A N/A

By signing below, I certify that all information entered is accurate and correct,

Parent/Guardian Signature ’ ) Date
. (Over Please)



PRIMARY HOUSEHOLD Should be a Boone Community School District street address where the students(s) live (unless open enrolled).

Address

Phone Unlisted Y[] N[]

City

State Zip County

Is the above your mailing address? If not, please list mailing address below.

Addess

City State Zip

Parent/Guardians whe live at primary address above

Name

Relation to Student(s)

Name

Relation to Student(s)

Main Langunage Spoken Main Language Spoken
Employer Employer
Work Phone Cell Phone Work Phone Cell Phone
E-Mall E-Mail
SECONDARY HOUSEHOLD Additional legal guardians who do not live at primary household.
Address Phone Unfisted Y[ ] N[]
City State Zip County
Parent/Guardians who live at secondary address above
Name Name
Relation to Student(s) Relation to Student(s)
Main Language Spoken Main Language Spoken
Employer Employer
Work Phone Cell Phone Work Phone Cell Phone
E-Mail E-Mail

Should school mailings also be sent to this secondary household? Y[ | N[]
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Trinity Lutheran School

Medical Record Form - to be completed by a physician

Student’s Mame:

Parent's Marte:

Birthdate:

idale / Famale

Parant's pho ne_num har:

Yeg/No | Date | Comments “"FEE,I'I'-In Date | Comments
Allergy to Food Diabetes |
Allergy to Medicine - Freq. Ear Infections |
_Other Allergies Meningitis
Asthma Mano
Bleading Problems | | Seirures
Cancer Surgery
Cardiac Problems Thraat Infections
Chickan Pox Tuberculasis
Concussion | Other

Immunizations: Flease attach lowa Department of Public Health Certificate of Immunizotion or an exemption Farm or
ather medical records of immunizations. Please check appropriate box below:,

= This patient is up-to-date on immunizations as recommended by ACIP
= This patient is not up-to-date on immunizations, and will be on a catch-up schedule for:
= This patient has a medical exemn ption. Please explain:

Height Weight

Blood
presjurs

Hemoglokin

Lead Scraen®

Wishon {right}

Vigsan (left)

Hearing

Narmal/atnoemal | Narmaitatnarmat | CoractadUncovractad

Corracteafincormestad |

—

= [ lowa, legislation requires all children entening kinderrarten have a1 least one blood lead test. lowa Code: Chapter.641.67

Marmal

Abnormal | 'Comments [regqu ired for abnorma Iy

skin

Hair and scalp

Eyes

Ears

MaseS rmouthy dental

Lymph nodes

Cardiovascular

Respiratory

Gastrointestinal

Genito-urinary

Meuwological

Musculoskeletal

Endocrine

Nutritional Status

eneral Appearance

Davalagmantal

{ther

Preseribed medications:

Child may participate in developmentally appropriate activities with NO health-related restrictions

Child may participate in developmentally appropriate activities with the following restrictions:

Prowiders signature:;

Date:

Provider printed name:




__University of lowa

 Children’s lowa KidSight
{ Hospital Consent Form

Uniwrslrv of lowa Heahh Care

Date of Screening:

Is this child currently seeing an eye doctor? []No [J Yes, name of eye doctor/clinic:
City

- If yes, the screening is not necessary and may not be conducted in order to use our limited resources

for children whose vision problems have not been identified.

Free vision screening will be offered to children by a local Lions Club. Screenings are in conjunction with lowa
KidSight, in the Department of Ophthalmology and Visual Sciences at University of lowa Children’s Hospital.
Vision screening produces images of a child's eyes to determine the presence of eye disorders including far-
and near-sightedness, astigmatism, anisometropia (unequal refractive power), strabismus, (misaligned eyes),
and media opacities (e.g., cataracts). No physical contact is made with a child and no eye drops are used
during the vision screening. This screening is approximately 85-90% effective in detecting problems that can

cause reduced vision.

Participation is voluntary. This screening is designed for pre-school-aged children. Children who are younger
than 6-months old will not be screened. No child will be screened without a signed and completed consent
form. Each individual child needs his/her own consent form. If you have questions, please contact: lowa
KidSight, 2431 Coral Court #5, Coralville, lowa 52241, or 319-353-7616, or kidsight@uiowa.edu.

Please print or type the information below:

Child's Name ( )
First Middle Last Initials
Male Female Child's Date of Birth / / Child’s Age
i - (MM/DDIYYYY)

Parent's Name

Address City Zip
Home Phone ( ) Work Phone ( )
Cell Phone ( ) E-mail address

I, the undersigned, hereby give permission for my child, ;
to participate in the screening event. | understand the followmg regarding th:s program:

1. The information obtained from this screening is preliminary only and does not constitute a diagnosis of vision problems.

2. 1 will be contacted with the results of the screening through lowa KidSight at University of lowa Children's Hospital, or through my
child care provider who aided in arranging the screening. | may be contacted regarding follow-up for vision referral by lowa KidSight
staff at University of lowa Children's Hospital.

3. This screening result may satisfy the requirement for vision screening upon entry to kindergarten, and may be recorded in the lowa
Immunization Registry.

4. | am responsible for arranging a full eye examination with a doctor of my choosing if my child has been referred as a result of the
vision screening. lowa KidSight recommends a dilated eye examination.

5. The resuits of your child's eye examination will be shared with lowa KidSight as a means to help evaluate the
screening program's effectiveness.

6. lowa KidSight will maintain the confidentiality of all records and resuits.

7. | will not hold the Lions Club and its volunteers, Lions Clubs organizations, University of lowa Children's Hospital, or affiliates,

" accountable for any errors of commission, omission or other misdiagnosis. There are no foreseeable risks to participating in the
lowa KidSight vision screening.

Signature of Parent or Guardian Date
Revised 8-2015



PTL Directory Information Form

In order to update the PTL Directory, we need the following information. Please fill
out completely and return.

Parent(s) Name(s)

Address

Phone Number

Email Address

Please include the names and ages of all your children (school age or younger) in
your family whether they attend Trinity or not.

Child’s Name Grade (or age if not yet in kindergarten)




STUDENT VISI®@N CARD

Syt First/LastMome -~ - A Exam Dol _ %
Liudant Dte of Birk i) S Sdant Home Zip Code = i
— - mesam —

7O THE PAREMT OR GUARDIAN: To holy asiess tha healh of your chid's visual sysiem o
prevent fulire learning problams assecioted with undefected vision problems, regular E-::nFusinnnl
eye ‘Bxams ane essenfial. Experfs astmoa that B of leorning is ahiginad theough vision_ Gead
vision directly corfributes fo o child's abi®y to laam while in school, s a part of your tl_:":k'*}
schael praparations, it is recommandad that you toke your child ond ihis card 1e you Famihy mye
goctor for o complels sye healh examinotan. This card should be signed by the eye
care professional and returned te the school nurse or teacher by your child.

R —— = =T
The following srganizations recommaend the use of the Student Vision Card

m Towa Prawent

. m Biendress

1w, FTOME TRIG e il i o
AS5EDCIATION

To order mora cards coll 1-B00-443-1772 + www.iewoeplometry.org

Yisual Bcuity At Distance At Naar

[]'Withaut corraction r20/ L0y 20 L0
[1'With prasant comacion r20/ L0 a0 L0y

[ 'With, nias cormastisn p20/ L20/ ikl L0y
External Eye Health Internal Eye Health

] Marmal ] Cither |: Parrral :'C“I"-El'

Wision Analysis

R’ L

L3 [ MNormd epesight ] Eya sanming difficuty

H| ] Mearsighfed [rrpcmial [ Crosssd-apss {(srabismus]

| _| = Farsighted [hyperapial [ Eye focusing difficuly

O Bsfigmatism [ Bersitivity fo light

O 0O Ambhopio

O] Crhar b T cgm

W¥ision Correction Recommendations

[] Mg cormaction NeoEssany To be worn for-

[ ka change in prasent prascription [ Conzsary wear [ Mesar visiom anhs
] Hew prescription needed [} Distance visian anly [ As reeded

TO THE EYE CARE PROFESSIONAL: Pleass sign and dobe this cord after examination.

Or. Mome: |Pleasa Prin|

Date Siqnaturs

1113



lowa Department of Public Health
CERTIFICATE OF DENTAL SCREENING
This certificate is not valid unless all fields are complete,

RETURN COMPLETED FORM TO CHILD*S SCHOOL.

Student Information (please print)

Student Last Name: ' Student First Name | Birth Diate [(MDYYYY)

Parent or Guardian Name: B Telephane (home or mobile);

Streat Address: | City: N County:

Mame of Elementary or High Schoal o | Grade Level: | Gender
o [Ulve  Liremae

Screening Information (health care provider must complete this section)

Date of Dental Screening:

Treatment Neads (check ONE only based on sereeaning results, prior to treatment services provided):

[[] Ne Obvious Problems - the child's hard and soft tissues appear to be visually healthy and there
iz no apparent reason for the child o be seen bafora tha next routine dantal chackup,

[] Requires Dental Care — tooth decay® or a white spat lesion? is suspectled in one or more teeth, or
gum infection® is suspected.

[ 1 Requires Urgent Dental Care — obvious tooth decay’ is present in one or more teeth, there is
evidence of injury or severe infection, or the child is experiencing pain.

1 Tooth decay: A visible cavity or hole in a tooth with brown or black coloration, or a retained root,

£ White spot lesion: A demineralized area of a tooth, usually appearing as a chalky, white spot or white line near the
gumline. A white spot lesion is considerad an early indicator of Wooth dacay, especially in primary (baby) teath.

* Gumn infection: Gum (gingival) Essue is red, bleeding, or swollen.

Screening Provider (check ONE only):
[1DDS/DMD [JROH [ MD/DO ] PA [ RN/ARNP (High school screen must be provided by DDS/DMD or RDH)

Provider Name: {please print) Phonea:

Fravider Business Address:

Signature and Credentials
of Pravider or Recorder®: Date:

“Riecorder; An authorized provider (DDSDKO, RDH, MO, P4, or RRNARNP ) may transfar informaton onta this form from aniothse
heatih decument, The eiher haalth docuement should be attached o this form.

A screening does not replace an exam by a dentist,
Children should have a complete examination by a dentist at least once a year.
RETURN COMPLETED FORM TO CHILD'S SCHOOL.

iowa Depanment of Public Health » Oval Health Ceander
H15-242-68383 » BE6-528-4020 = hifpAideh iowa. gowshasioral-healh-center
A i of the local Boand of beatth or lows Dapaddmend of Public Haalth may rewvew this canificale for suney punposes,

T A0E



Automatic Withdrawal Form

jonyI Response®Electr0nic Offering Program

Enrollment/Change Form

Complete this form and return it to the church office to begin or change your current stewardship
offering. Your offering will be made automatically from your bank account or your LCEF
StewardAccount™.

Check the apprepriate box:

I New enrollment [} Offering change [} Account information change

‘Please Printin Black Ink =

Member Last Name First Name M Daytime Telephone
Mailing Address City, State, ZIP Email Address
Congregation Name Congregation Telephone Number
Congregation Mailing Address City, State, ZIP

My Offering LI
{ Fund Designations: : Amount:
| 1. General Fund 4

2. Building $

4. EE

5; $
- 6. % =

TOTAL $ =
' Debiting Account Transfer Date (check one):
Debit from: [} Weekly (Monday)
[ checking {¥ semi-monthly (1st and 15th)
[} savings [} Monthly on the 1st
[Ld LCEF StewardAccount [ Monthly on the 15th
LY other

Account Number (As approved by church office.)

T Startdate: _ / /
outing Number (First nine numbers !
in bottom left-hand corner of check) End date (.'fany}: Y SVNGSE —

Authorization’ :
| | authorize the above-named organization and Vanco Services, LLC to process debit entries

from my account. This authority will remain in effect until | give reasonable notification to
terminate this authorization or until the last specified payment date. :

Autharized Signature for Account - i, : Daﬁte i

Attach void check
Member ID# initials __ or savings deposit
Vanco Client ID# Date slip here.

500490 20131



