% |TOLLAND

{ FAMILY RESOURCE
CENTER

2024 Camp Hawk

What: Tolland Family Resource Center Camp Hawk offers a high quality and exciting summer program
for children ages five through twelve. Children must be five by July 1, 2024.

Where: Tolland Intermediate School for weeks 1- 9. Birch Grove Primary School for week 10.

Dates: The summer program will run from Monday, June 17, 2024, to Friday, August 23, 2024. (No camp
on Thursday, July 4, 2024, in observance of the Independence Day holiday.)

Hours: The camp is offered Monday through Friday from 9:00 AM to 4:00 PM. Extended care is available
from 7:00 AM-9:00 AM and/or 4:00 PM-6:00 PM for an additional fee. The one fee covers both am and pm
extended care.

Cost: Full Week tuition is $190.00 per week from 9:00 AM-4:00 PM. Full Week extended care is an
additional $45.00 per week for AM and/or PM care. For Camp Hawk 2024 the FRC will cover the fees for
field trips and special activities.

Part Time Rate: All children must enroll for a minimum of 2 days per week. The part time rate is $45.00
per day from 9:00 AM-4:00 PM. Part time extended care is an additional $15.00 per day for AM care and/or PM
care. For Camp Hawk 2024 the FRC will cover the fees for field trips and special activities.

Registration: Registration begins March 15, 2024. The registration fee is $50.00 per child or $75.00 per

family. You may register for as many weeks as you wish. Return completed registration forms to Tolland
Family Resource Center, 247 Rhodes Road Tolland, CT 06084. Please make checks payable to the Tolland
Board of Education.

General Expectations: For safety concerns, all campers are to follow Camp Hawk'’s expectations,
guidelines, and policies as listed in our handbook. Handbooks will be available on our website by June 1,
2024. Please make sure to read!

Quality Staff: Our staff is experienced and qualified. Many of our staff work in the School Age Care
Program, which provides continuity for the children. Staff members are first aid & CPR trained and
medication certified.

Meals: Children need to bring their own lunch, a morning snack, an afternoon snack, and a beverage in a
self-cooled container. No microwave or refrigerator is available. Water is available for children
throughout the day.

Theme Weeks: Each week has a fun theme! Children participate in planned activities geared toward the
theme.



Field Trips and Special Guests: The children will have the opportunity to experience in-house field
trips/special guests as well as in person trips throughout the summer. The camp will take hiking trips
and weekly field trips to Newhoca Park (day to be determined by Vernon Parks & Recreation).

Inclement weather: At times when the weather does not allow the children to go outside (i.e., extreme
heat or rain), the staff will plan special activities for the children inside.

What to Bring: Please put your child’s name on every item brought to camp. Each child must bring the
following: backpack, change of clothes, bathing suit, towel, lunch, and snacks (in self-cooled container),
water bottle, sunscreen, and insect repellant (left in their locker). Please apply sunscreen before arriving
each day. Children may reapply their own sunscreen as needed.

If you have questions about any program component, please call the Family Resource Center at 860-870-
6750 x5.

Camp Hawk
2024 Theme Weeks
Week 1 (June 17-21) Week 6 (July 22-26)
“Summer Palooza” “Recycle It”
Field Trip Thursday - Gillette Castle Field Trip Friday - Mad Science
Week 2 (June 24-28) Week 7 (July 29-August 2)
“Life’s A Beach” “It’s in the Stars”
Field Trip Thursday - Mystic Aquarium Field Trip Friday - Springfield Museums
Week 3 (July 1-July 5, closed Thurs., 7/4) Week 8 (August 5-9)
“Stars and Stripes” “Animal Planet”
Field Trip - To Be Determined Field Trip Thursday - Southwick Zoo
Week 4 (July 8-12) Week 9 (August 12-16)
“In the Garden” “Camp Spirit”
Field trip Friday - Wickham Park Field Trip Thursday - Hike a Tolland Trail
Week 5 (July 15-19) Week 10 (August 19-23) *
“STEAM Week” “Goodbye Summer”
Field Trip Friday - CT Science Center Field Trip Thursday - Spare Time Bowling

*Week 10 will be held at Birch Grove Primary School.
The last day of camp is Friday, August 2314,



Tolland Family Resource Center
Camp Hawk
2024 Registration Form

Registrations must be submitted with applicable fees to be complete.

CHILD/FAMILY INFORMATION: Please print clearly.

Child’s Name: D.0.B:
Grade in September 2024: Gender:
Home Address: Town: State/Zip Code:

Ethnicity: not Hispanic or Latino [ | Hispanic or Latino [ ]

Race (select one or more of the following): American Indian or Alaska Native[ ] Asian [ ]
Black or African American[ ] Native Hawaiian or other Pacific Islander [ ] White [ ]

Parent/Guardian Name: Gender: Relationship to Child:
Home Address: Town: State/Zip Code:
Home #: Work #: Cell #:

Employer: Email Address:

Ethnicity: not Hispanic or Latino [ | Hispanic or Latino [ ]

Race (select one or more of the following): American Indian or Alaska Native[ ] Asian [ ]
Black or African American[ ] Native Hawaiian or other Pacific Islander [ | White [ ]

Parent/Guardian Name: Gender: Relationship to Child:
Home Address: Town: State/Zip Code:
Home #: Work #: Cell #:

Employer: Email Address:

Ethnicity: not Hispanic or Latino [ | Hispanic or Latino [ ]

Race (select one or more of the following): American Indian or Alaska Native[ | Asian [ ]
Black or African American[ ] Native Hawaiian or other Pacific Islander [ | White [ ]

In case of emergency, which parent/guardian listed above should we contact first?

Unless informed otherwise, the Tolland Family Resource Center assumes both parents listed above may pick up the
child. If a parent may not pick up the child, legal documentation of that fact is required. It is your responsibility to
let us know of changes in residency, billing, custody, & contact information.



EMERGENCY INFORMATION

If the Tolland Family Resource Center staff cannot reach the parents/guardians, the following individuals have
permission to make decisions about my child's care, including permission to pick up my child from the FRC in case
of emergency.

Name: Relationship to child:
Home #: Cell #: Work #:
Name: Relationship to child:
Home #: Cell #: Work #:

CHILD PICK UP AUTHORIZATION

[ give permission for my child to be released from the Family Resource Center program to the people listed below
at any time. [ understand that the FRC staff requires photo identification of authorized pick-up people before
releasing my child.

Name: Relationship to child:
Home #: Cell #: Work #:
Name: Relationship to child:
Home #: Cell #: Work #:
Name: Relationship to child:
Home #: Cell #: Work #:

ADDITIONAL INFORMATION
With whom does the child primarily reside? Both [ | Mother [ ] Father[] SplitCustody[] Other[ ]

If other selected for primary residence, please explain:

Parent/Guardian Responsible for billing: Both [ ] Mother [ | Father[] Other[]

If other selected for billing responsibility, please explain:

Primary language spoken at home:

)Additional languages spoken:

Siblings’ Names & D.0.B.:

HEALTH/WELLNESS INFORMATION
Are your child’s immunizations up to date? Y[] N[ ]

Does your child take any prescribed or over-the-counter medication regularly? Y[ ] N[ ]

If yes, please list medication name(s):

If your child needs medication during camp hours, it must be provided in the original container to the attending
staff and accompanied by an Authorization for the Administration of Medication form, completed by your
physician.

Does your child have any allergies (food, medication, seasonal, etc.)? Y[ ] N[]

If yes, please explain:




Does your child follow a special diet (gluten-free, vegetarian, vegan)? Y[ ] N[ ]

If yes, please explain:
Does your child have any chronic health concerns (asthma, seizures, diabetes)? Y[ | N[ ]

If yes, please explain:

Has your child been diagnosed with any developmental disorders? Y[ | N[]

ADD/ADHD [ ] ASD [ ] Hearing [ ]| Language/Speech [] Vision [ ] Other [ ] None [ ]
Does your child receive any of the following services? Y[ | N[ ]
Special Education [ ] 504 [] IEP[] 1:1Aide[] Other[] None [ ]

Additional Health/Wellness Information (special circumstances, sensitivities, social/emotional concerns, etc.)

[s your child covered by any hospitalization/medical care policy? Y[] N[ ]

Name of Insurance Company: Phone #:
)Address: City: State/Zip:
Policy Holder’s Name: Policy Number:
Physician: Phone #:

Please list a preferred hospital:

Please review the information you have provided on this registration form to ensure accuracy.

Ido/ do not give permission for my child to be photographed. (Pictures may be placed in the
FRC/Camp Hawk photo album, scrapbook or displayed in the classroom. Pictures may also be displayed
at other FRC/Camp Hawk events, such as the Open House, town childcare fair etc. Pictures will not be
placed in the newspaper without prior written approval. Pictures will never be placed on social media.)

Ido/ do not give permission for my child to view PG movies occasionally.

Ido/ do not give permission for my child to self-apply sunscreen and insect repellent, as
needed. Parents are asked to check their child(ren) each day for ticks. The FRC is not responsible for any
insect related illness.

Signature Date Signed




CAMPER’S NAME: T-SHIRT SIZE:

Enrollment Options (Please check below):

Full Week:

$190.00 per week

9:00 AM-4:00 PM

*For Camp Hawk 2024 the FRC will cover the fees for field trips and special activities.

Additional $45.00 per week for AM and/or PM extended care
7:00 AM-9:00 AM
4:00 PM-6:00 PM

Please check the full week's options below:

I am enrolling my child for ALL TEN weeks of the summer program.
I am enrolling my child for the following full weeks (please circle weeks attending):

Week 1 (June 17 - 21) Week 6 (July 22 - 26)

Week 2 (June 24 - 28) Week 7 (July 29 - August 2)

Week 3 (July 1 - 5) Closed Thursday, 7/4, Week 8 (August 5 - 9)

Prorated fee

Week 4 (July 8 - 12) Week 9 (August 12 - 16)

Week 5 (July 15 - 19) Week 10 (August 19 - 23)
Part Time:

$45.00 per day (minimum 2 days per week)
9:00 AM-4:00 PM
*For Camp Hawk 2024 the FRC will cover the fees for field trips and special activities.

Additional $15.00 per day for AM and/or PM extended care
7:00 AM-9:00 AM
4:00 PM-6:00 PM

For children attending part time, please circle the days attending below:

Week 1 (June 17- 21) M T WThF
Week 2 (June 24-28) M T W Th F
Week 3 (July 1-5) M T W Th F (Closed Thursday 7/4 in observance of Independence Day)
Week 4 (July 8-12) M T W ThF
Week 5 (July 15-19) M T W Th F
Week 6 (July 22-26) M T W Th F
Week 7 (July 29-August2) M T W Th F
Week 8 (August 5-9) M T W ThF
Week 9 (August 12-16) MTWThF
Week 10 (August 19-23) M T W Th F



SUMMER PROGRAM POLICIES:

Registration fees are non-refundable.
Registrations will be accepted until June 1, 2024.
A $100.00 tuition deposit per family is due upon registration. The tuition deposit will be applied to

the first week of camp enrollment. The tuition for June, July and August will be due on the first of
each month. A $15.00 late fee will be assessed if payment is not received by the 5t of each month.

Refunds of the tuition deposit will be given only if your child(ren) withdraw before June 1, 2024.
No tuition deposits will be refunded after this date.

The tuition for June, July and August will be due on the first of each month. A $15.00 late fee will
be assessed if payment is not received by the 5t of each month.

If requesting to withdraw from any enrolled week at Camp Hawk after June 1, 2024, families are
responsible and required to pay the tuition for all registered weeks.

Any change in registration requires a Change of Registration form found on the FRC website.
The summer program has a limited capacity and will be filled first come first served.

The Tolland Family Resource Center must have a copy of the child’s current health form on file by
June 1, 2024.

Please read our Summer Handbook for all program polices. The handbook will be available on our
website (tolland.k12.ct.us/community/family_resource_center) on June 1, 2024.

My child will be attending the summer program at the Tolland Family
Resource Center. I have enclosed a non-refundable registration fee of $50.00 per child / $75.00 per

family.

I have read and understood the above policies of the School Age Care Summer Camp Program.

Parent Signature: Date:

Please note: Families will receive a confirmation letter of enrollment. In the event the program is full at
the time of your registration, you will receive notification and your check will be returned to you. A
waiting list will be kept in the order in which the registrations are received.

Thank you for your registration for the
Family Resource Center School Age Care Summer Camp Program.

For Office Use:
Date received
Check #:
Amount received




FOOD ALLERGY ALERT (FRC)

Child’s Full Name Allergic to:

Place recent photo here

Ingestion: YES NO UNKNOWN
Contact: YES NO UNKNOWN
Inhalation: YES NO UNKNOWN

Describe type of reaction:

Medication(s) Prescribed:
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To Parent or Coardian:

I order to provide the best educational ssperienee, sehool persoome] momst
nmnoderstand pour child s bealth nesds. This foom requests nfrmation from yoo
{Part 1) which will akso be helpfal to the health cam provider when be orshe
eomnpletes the medical evahstion (Past 2) and the ol assescment (Part 3).

Staie law requires complete pramary mnmunirations md 2 health assess-
ment by 2 legally qualifisd practitionsr of medicine, an advanced practios

State of Connecticut Department of Education
Health Assessment Record

cian aszistant, licensed pursnant to chapter 370, a school medical advisor, or
a lepally qualified practitioner of medicine , an advanced practice repistered
mree or 2 physician accictant sationsd at amy military bazes prior oo schood
emirance m Commectiont (C 5.5, Sees. 10-204a and 10-306). An A
update and additional bealth sscessments ape requinesd in the Gch or Tch prade
and in the #th or 10th prade. Specific prade level will be determined by the
local board of education. This fonm may also be nsed for health acoes oments

= = d emrse, Licermed parmant to chapier 378, 2 physt-  requined every year for sidest= partieipating on sports wsamws.
Please print

Smdent Name (Last, First, Middle) Birth Diate QMale O Female
Address (S, Town azd FIF code)
Parent/Guardian Name {Last, Pirst, Middle) Home Phome Cell Phone
SchoolGrade Face/Ethnicity 0 Black, not of Hispanic omigin

2 American Indian/ O White, not of Hispanic origin
Primary Care Provider A.?m.lh‘m.w 0 Asian/Pacific Ixlander

O Hispamic.,Tating 0 Oxher

Health Insurance Compary/MNumber* or Medicaid Number*

Dipes wour child have bealth msurance?
Does your child have dental insurance?

¥ N
¥ N

If your child does not have health insurance, call 1-877-CT-HUSEY

# If upplicable

Part 1 — To be completed by parent/guardian.
Please answer these health history gquestions about your child before the physical examination.
Flease circle Y if “yes™ or N if “no "~ Explain all “yes” answers in the space provided below.

_Amy health conpems T N Hospitalration or Emengency Foom visit ¥ N Comcnssion ¥ N
Allerpies to fiood or bee stinps T N Any broleen bomes ordislocations ¥ 2 N Faimting or blsckins ot ¥ N
Allerpies to medication T .| Any muscle or joint injuries Y .| Chest pain ¥ M
Any other allerpies Y N Any peck or back mjuries Y N Heart problems T N
Any daily medications T MW Problems meming: T N Hiph blood pressns ¥ N
Any problems with vision ¥ N | “Mono” (pmt ] year) ¥ N | Bleeding more than mipecied ¥ N
Uzes contacts or plasses Y N Hac only 1 idmey or testicke Y N Problems breathing or couphing ¥ N
Any problems hearing T N Elcessive weipht painloss T N Any smoking T N
Ay problems with spesch ¥ N Diental braces, caps, or bridpes Y N Asthima treatment (past 3 years) ¥ N
Family History Seirmre treatment (past 2 pears) ¥ N
Any relative ever have 2 sndden unestplained death (Jess than 50 pears old) ¥ N Diabetes ¥ MW
Any mmediate family members have hiph cholesteral ¥ N ADHTVATIT ¥ N
Flease explain all “yes” answers here. For illnesses/inumnies/etc., nclude the year and/or your child's age at the time.

Is there anything you wani to diseuss with the school nurse? ¥ N IF yes, explain:

Flease list any medications your

child will need to take in schaool:

ARl medications token in schosl require @ separate Medication Authoripmtion Form signed by o heslth care provider and parens’ puardian..

I give permission for reease and exchange of mformation on thes form

betwesn the schonol murse and health care provider for confidential

use in meeting my chald's bealth and educatiosal needs in school.  Sipnatore of Parent'Guandian Diaxte:

HAR-3 rev. T8

To be maintained in the student’s Cumulative School Health Record




Part 2 — Medical Evaluation HAR-3 Rev. 7018
Health Care Provider must complete and sign the medical evaluation and physical examination

Smdent Name Birth Date Date of Exam
'3 I hawe reviewed the health history information provided in Part 1 of this form

Physical Exam

Note: *Mandated Sereening Test to be completed by provider wnder Comnectent State Law

*Height . % *Weight Ibs. f % BMI ! % Pulse *EBlood Pressare r

MNormal Describe Abmormal Owtho Mormal Deescribe Abmormal

MNeuwrolopic Neck
HEENT Shoulders

*Gross Dental ArmsHands
Lymphatic Hips
Heart Eneses
Lumgs Feet/Ankles
Abdomen *Postural 0 No spinal O Spine abnormality:
Genitalia’ hemia abmormality QI Mild QO Moderate
Sldn QO Marked QO FReferral made
*Vision Screeming + Anditory Screening Fistory of Lead level Dare

Type: Eight Left Type: Eight Lefit 25ppidl. O8e O%es

With glasses 200 20/ QOPass OPass +*HCT/HGB:
QI Fail QA Fail
Without plasses 20/ ¥, i1 +Speech (zchool entry anky)

O Raferral made Q Referral made COther

TE: High-risk group? QMo OYes  PPD date read: Results: Treatmemi:
IIMMUNIZATIONS

QUpte Date or O Cawch-up Schedule: MUST HAVE IMMUNIZATION RECORD ATTACHED

*Chronic Dsease Assessment:

Asthma ONoe OYes: QIntermittent O Mild Persistent O Moderate Persistent O Severe Persistent [ Exercise induced
Ifyes, please provide a copy of the Asthma Action Plan io School

Anaphylaxis QMo QOVes: QFood QOImsects OLawex QO Unlmown source

Allergies  [f yes, please provide a copy of the Emergency Allergy Plan io School
History of Amaphylaxis QMo OYes Epi Penrequired OMNe QOWes

Diabetes OMo OYes: QTypel QOType I Oiher Chromic Disease:

Seirmres ONo O Yes, type:

O This stodent has a developmental , emotional . behavioral or psychiatric condition that may affect his or her educational experience.
Explain:
Daily Medications (specifiy):
This smdent may: O participate folly in the school program

O participate in the school program with the following resiriction/adaptation:

This smdent may: O participate fully in athletic activities and competitive sports
0 participate in athletic activities and competitive sports with the following resmiction/adaptation:

O Yes O Mo Based on this comprehensive health history and physical examination, this stadent has maintaimed his/her level of wellness.
Is this the smdent’s medical bome? D Yes QNo O I would lke to discuss information in this report with the school mimse.

Signature of health care provider WD/ DO T AFRNJ PA Die Signed FPrimed'Stamped Provider Mame and Fhone Mumber




Part 3 — Oral Health Assessment/Sereening HAR-3 Rev. 7018
Health Care Provider must complete and sign the oral health assessment.

To Pareni(s) or Guardian(s):

State law requires that each local board of edweation request that an oral health assessment be condweted prior to public sehool
enrollment, in either prade six or grade seven, and in either grade mine or grade ten (Public Act No. 18-168). The specific prade
lewels will be determined by the local board of education. The oral health assessment chall inclode a dents] examination by a dentist
or 3 visual screening and risk assessment for oral health conditions by a dental hygienist, or by a legally qualified practinoner of
medicine, physician assistant or advanced practice registered nurse who has been trained in conducting an oral health sssecsment as
part of a iraining program approved by the Commissioner of Public Health.

Smdent Wame (Las, First, Maddie) Birth Date Daate of Exam
Schoal Grade QMale OFemale
Home Address
Paremt/Guardiam MName (Lust, First, Middle) Home Fhone Cell Fhome
Deental Examination Vismal Screening Normal Referral Made:
Completed by: Completed bry: O Wes O Tes
O APEN
Q Pa
Q Dental Hyzienist
Risk Assessment Describe Risk Factors
O Low O Dental or crthodontic appliance O Canous lesions
O Moderate 2 Saliva O Eestorations
O High 2 Gimgival condition O Pain
Q Visible plague QO Swelling
2 Tooth demineralization O Trauma
Q Oiher QO Oiher

Recommendation(s) by health care provider:

I give permission fior release and exchanpe of information on this form between the school mirse and health care provider fior condfidental

use in meeting my child's health and edocational needs in school

Sigmatare of Parent\Guardian

Sigmamre of health care prowider DM/ DDG (M ) DO T APRN (P! KDH

Dte Signed

Printed/Stamped Provider Name and Phone NMumber




Student Name:

Eirth Date:

HAR-3 reV. 2018

Immunization Record

To the Health Care Provider: Please complete and initial below.
Vaecine (Month/DayYear) Note: *Mininmnm requirements prior to school enrollment. At subsequent exams , note booster shots ondy.

Daose 1 Dose 2 Dose 3 Dase 4 Dose 5 Daose §
DTEDTaP * - & [
DTTd
Tdap * Reexmined Fih-12th grade
TBV/OPY [ - . |
MME * * Requined K-12th grade
Meadles b - Required B-12th grade
Mumps - - Required K-12th grade
Fubella * * Required B-12th grade
HIE * PE and K (Stndents mmder age 5)
Hep A * - See below for specific grade requirement
Hep B b - Regmirad PEK-12th grade
Varicells - - Faquired B-13th grade
PV b P amd K (Stndenis mmder age 5
Meningo 1]+ Required Tth-12th gmde
v [
Flu * FE smdents 24- 55 months old = given sl by
Other |

D Hx
of abawe (Specify) (Datr) (Comfirmed by}
Exemprion: Falizious Medieal: Permanent Temparary Diate:
Renew Date

is required wpon school enrollment and then renewed at Tih gprade entry.
Mﬂlm that are temperary in matare mmst be renevred anomally.

Immmunizration Regquirements for Newly Enrolled Students at Connecticut Schools (as of 8/'L717)

ENDERGARTEN THROUGH GRADE 6
= DTaP: Atleast 4 doses, with the final dose om

- Fnhncﬁtlnﬂhlmci w:lhﬂrinﬂ.ldm:m

or after the 4¢h birthday, smdenes wheo start the
m:ll.ge'l‘u’d:lermlynﬂedamﬂoﬁl
doses of tek ia

o after the 4h hirthday.

= MME: 2 doses at beast 28 daws apart, with the

15t diorse on. or afier the: 15t hirthday.

= Hib: 1 dose om or after thelst birthdry

{children 5 years and clder do not need proof
of vacrination).

= Porumocoocal: 1 dose on or afier the 15t

‘birthday (children 5 years and clder do not
meed proof of vaccination).

= HepA- 2 doses siven six manihe apart, with

the 1st dose on or after the 1st birthday.

See “HEPATITIS AWACCINE 2 DOSE
RECUIREMENT PHASE-TN DATES™
colomn at the right for mone specific
imformation on grade level and year requined.
Hep B: 3 doses, writh the final dose on or after
24 woeeles of ape.

= Varicells P doses, weith the 153 dioss on or affer

the st hivthdey or verification of disescs *#

GRADES 7 THROUGH 12

= Tdap/Td: 1 dose of Tdap required for stodents
whi pommpleted their primary DTaF series; for
sindens wiso start the series 2t ape 7 or obder &
total of 3 doses of tetanus-diphtheria contain-
ing vaccines ape requined , ooe of which mst
be Tdap.

= Policc At leact 3 doses, with the final doss om
ar after the 4th birthday.

= WME- 2 doses at least 28 days apart, with the
Lst dose om or after the: 1st binthday.

= Meningocooral: 1 dose

= HepB: 3 doses, with the fnal dose on or afier
24 weeks of ape.

= Vimicella: 2 dioses, with the 15t dose on or after
the 1=t birthdary or verification of diseace 4

= HepA- I doses piven six monshs apart, with
the 15t dose on or afier the 15t birthday.
See “HEPATITIS A VACCINE 2 DOSE
EEQUIREMFNT PHASE-TN DATES™
colmn at the right for mone specific
informuation on prade kevel and year regquined.

HEPATITIS A VACCINE X DOSE
EREQUIREMENT PHASE-IN DATES

= Angust 1, 2017: Pre-E theough 5éh prade
= Angust 1, 2018: Pre-E through Séh prade
= Angust 1, 301%: Pre-E through Téh prade
* Angust 1, 3020 Pre-E through 8 prade
= Angust 1, 3021: Pre-E throngh Sth prade
= Anpgust 1, 2021 Pre-E thooaph 10 prade
* Angust 1, 2023: Pre-K through 11th prade
= Angust 1, 3024: Pre-E through 12 prade

*+ Verifieation of disease: Confirmation in

writing by an WMD), PA, or APRX that the
child hax a previons history of disesce, based
on family or medical hisiory.

Note: The Commizsioner of Pablic Healsh
mxym;m:puqmmﬁemhcmh

fior active ImewmiTation for any ine if
the Natiomal Centers for Driseaze Control and
B X ires 2 natioTwide 5

af supply for uch vaceine

Imitial'Signature of health care provider

MWD/ DO [ AFRN ) PA

Dage Signed

PrimtendStamped Previder Manee med Phone Number




