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NUS WADEEZULH COMMUNITY SCHOOL



REGISTRATION FORMS
2023-2024
SCHOOL YEAR







REGISTRATION DATE: ________________________                      Photo of child: 
CHILD’S INFORMATION: 
Child’s Given Name: _______________________________________________
Name that child responds to: _______________________________________
Date of Birth: _________________________ Phone # __________________________________
Spoken Languages: _____________________Care Card Number: _________________________
Status Card Number (If applicable): ________________________________________________
What Traditional Clan does your child belong to: _____________________________________? 
Does your child have any identifiable marking (s)? (Birth Marks, Mongolian Spots, Scars, etc.) 
Yes ___________ No _____________ 
Please explain: ____________________________________________________________________________________________________________________________________________________________
PARENTS / GUARDIAN INFORMATION 
Parent / Guardian One - Information:   Name: ________________________________________
Address: ______________________________________________________________________
Place of Work: ________________________________________ Hours: ___________________
Home #: ________________________________ Work #: _______________________________
Parent / Guardian Two - Information:   Name: _______________________________________
Address: ______________________________________________________________________
Place of Work: _________________________________________ Hours: __________________
Home #: ________________________________ Work #: _______________________________



EMERGENCY CONTACT (After School, Emergency, etc): 
1) Name: _____________________________________________________________________
Address: ______________________________________________________________________
Home: _________________________________ Work: _________________________________
Relationship to child: ____________________________________________________________
2) Name: _____________________________________________________________________
Address: ______________________________________________________________________
Home: ________________________________ Work: __________________________________
Relationship to child: ____________________________________________________________
PEOPLE AUTHORIZED TO PICK UP MY CHILD: 
1. [bookmark: _Hlk23928999]Name: _______________________________ Relationship: _______________________
Home #: ______________________________ Work / Cell: ______________________________
2. Name: _______________________________ Relationship: _______________________
Home #: ______________________________ Work / Cell: ______________________________
3. Name: _______________________________ Relationship: _______________________
Home #: ______________________________ Work / Cell: ______________________________
Are there any custody agreements that we should be aware of? 
____________________________________________________________________________________________________________________________________________________________

All information collected regarding students is kept in confidence in the student file and in association with data retention standards.






EMERGENCY RELEASE AUTHORIZATION:

Childs Name: ___________________________________________________________________
Care Card Number: _______________________________ Date of Birth: ___________________
In case of illness or accident of my child __________________________________________ and 
I cannot be reached by phone or my emergency contact, I hereby authorize the school staff to have my child taken to: 
Takla Health Center/Clinic – (Doctor or Nurse on Call)
Takla Landing, BC
IN AN EMERGENCY, School staff may call upon local health services or ambulance.

Name of Parent / Guardian: ________________________________ Date: _________________

Signature of Parent / Guardian ____________________________________________________

Witness: (Print) __________________________________________ Date: _________________

Signature of Witness: ____________________________________________________________








GENERAL FAMILY INFORMATION: 
The following questions are designed to enable the NWCS to be the most help to your child: 
1) In terms of breakfast, snacks and lunches, does your child have a special diet?  

Yes ________ No ________
If yes, what foods should we be aware of? ___________________________________________________________________ 
2) Does your child have any known allergies?       Yes _________ No ________
If yes, what are they and how are they treated?
______________________________________________________________________________

3) Does your child have any behavioural issues?     Yes _________   No _________
If yes, under what circumstances, and how should we address them ? 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4) Please list the age and gender of other people in the household, and please note your child’s position in your family unit. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5) Does your child have any issues that concern you or about which you think we should know?
______________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




6) Does your child have any difficulties with any of the following?
a. Vision Problems Yes ________   No _________ 
b. Speech and language problems Yes _________   No __________
c. Hearing Problems Yes __________   No _________
If you answered yes to any of the above, please explain: ________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
7) Is your child frightened by anything?  Yes _________   No _________
If yes, please explain: ____________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
8) If your child is being enrolled into Kindergarten, (generally a half day program), are there any issues with them being potty trained, habits or related that we need to be aware of ?
____________________________________________________________________________
____________________________________________________________________________

9) Children are expected to come to school in respectful and appropriate clothing, both in the classroom and for the weather (outside activities). Please ensure that they come prepared and with a pair of inside shoes and water bottle as well.

Thank you for your responses, this information will be very helpful with the success of the school in working with your student.



CONSENT FORMS
FIELD TRIP PERMISSION FORM

I give____ do not give___ my permission for my child,
Childs Name_________________________________
To attend field trips throughout the school year and transport via bus, passenger van, highway coach, school bus, walk or public transportation to places other than the school. 

Restrictions on such trips for my child include: 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


[bookmark: _Hlk24011973]_____________________________________			________________________
Signature of Parent or Guardian 					Date 


PHOTO PERMISSION FORM: 

I Do _______/ Do Not _______ give my consent for my child ____________________________ to be photographed by the caregiver or the media. I understand that these photos may be used for publicity and/or displays. 

Yearbooks may be created during the school year, I do____ or do not____ wish my child’s picture to be included.

______________________________________                                    _______________________
Parent / Guardian Signature						Date










Child Name: __________________________________ Date of Birth: ______________________
IMMUNIZATION RECORDS
	
	2 Months
	4 Months 
	6 Months 
	12 Months 
	18 Months 

	Diphtheria
	
	
	
	
	

	Pertussis 
	
	
	
	
	

	Tetanus 
	
	
	
	
	

	Polio 
	
	
	
	
	

	Measles
	
	
	
	
	

	Mumps 
	
	
	
	
	

	Rubella 
	
	
	
	
	

	Haemophilus
	
	
	
	
	

	Influenza
	
	
	
	
	

	Type B
	
	
	
	
	



DBT Booster Given in Kindergarten 
Please write approximate dates in the spaces provided or bring to the health nurse and she can assist you in filling it out. 
· Please make sure that your child is up to date with all their Immunization shots. 
NWCS Principal and staff do not administer any medication; it is the parent’s/guardian’s responsibility to administer medication.  
Parent/Guardian initial: ____________________



SICK CHILD POLICY
The health and well-being of your child is of primary importance to us. To ensure a healthy environment for your child we insist on the following rule: A child who is ill must be kept home. Parent / Guardians must decide for the care of your child if your child is ill, has a contagious condition, or has the following symptoms: 
· [bookmark: _Hlk24013958][bookmark: _Hlk24014013][bookmark: _Hlk24014083]Fever – fever is defined as having a temperature of 100°F or higher taken under the arm, 101°F taken orally, or 102°F taken rectally. For children 4 months or younger, the lower rectal temperature of 101 ° is considered a fever threshold. 
· Covid like symptoms
· Diarrhea-runny, watery, or bloody stools.
· Vomiting.
· Body rash with fever.
· Sore throat with fever and swollen glands. 
· Severe coughing-child gets red or blue in the face or makes high- pitched whooping sound after coughing. 
· Eye discharge-thick mucus or pus draining from the eye, or pink eye.
· Yellowish skin or eyes. 
· Earache. 
· Lice or Nits (please contact the school so proper precautions can be made) 
· Feeling ill (tired, pale, listless, lack of appetite, or cranky) 
A child that is brought to school with any of these conditions or symptoms will not be accepted and will have to be taken home by the parent / guardian. If any of these symptoms develop after a child has been accepted to school, the parents / guardian will be called and asked to make arrangements for pick up. 
An exception if children who are no longer contagious and who are healthy enough to actively play with other children. Consult the Takla Health center nurse if unsure of your child may sill be contagious. 
This policy is for the well-being of all the children and NWCS staff. This policy allows NWCS staff members to provide the best possible environment for your child. Ultimately the care of the child is the parent’s responsibility. Your signature states that you have read, understood and will abide by these rules. 

___________________________________________                           _______________________
Parent / Guardian Signature: 						   Date: 


[bookmark: _Hlk34644616]


HEAD LICE POLICY
The health and hygiene of all children is of primary importance to us. To ensure a healthy environment for your child. We insist on the following rule: A child who is found to have lice needs to be kept home and treated. The child needs to be lice free before returning to the school.
 A minimum of 48 hours before they can return to ensure that the treatment steps have been taken. An examination is suggested prior to drop off. This is to make sure that there are no live lice that have built a resistance to treatment. 
Please take these precautions: 
1. We do a basic head check at the school, please do a through check of your child for eggs (also called nits and bugs). 
2. If you suspect that your child has head lice, ask your health care provider to diagnose that problem and recommend appropriate treatment. 
3. Tell us if your child has head lice so that we may take the appropriate measures at the school (i.e., school cleaning). 
Information about head lice: 
What are they? Head lice are tiny insects that live only on people’s scalp and hair. They hatch from small eggs (nits) that are firmly attached to the individual hairs near the scalp and cannot be easily moved up and down the hair (as can specks of dandruff). They look like grains of sand. Nits may be found throughout the hair but are most often located at the back of the scalp, behind the ears, and at the top of the head. The eggs hatch in about 10 days, with new lice reaching adulthood in about 2 weeks. The female louse is about the size of a sesame seed, can live for 20 to 30 days, and can lay about 6 eggs a day. The lice live by biting and sucking blood from the scalp. Lice can survive up to 8 hours between feedings and can do so off the body. 
How should you check for head lice? Usually, you probably will not see the lice, only the eggs. These are tiny, pearl gray, oval specks attached to the hair near the scalp. Search for nits at the back of the neck, behind the ears, and at the top of the head. 
How does a person get head lice? Anyone who has close contact with an infested person or shares personal items can become infested. Lice are spread only by crawling from person to person directly or into shared personal items such as combs, brushes, head coverings, clothing, bedding, or towels. 
___________________________________________                           _______________________
Parent / Guardian Signature: 						   Date: 
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HEALTH = PROSPERITY ® TRADITION











