
 
 

 

Authorization of Information 
Independent School District No. 821 - Menahga, Minnesota 56464 

 

 

 

I hereby authorize_____________________________ 

 

_______________________________________________ 

 

_______________________________________________ 

 

to send the following information regarding (Students Name) __________________________________ 

 

 in (Grade)____________to: 

 

Menahga Elementary School 

Attn: Susie Hillstrom 

216 Aspen Ave SE 

PO Box 160  

Menahga, MN 56464 

Phone# 218-564-4141 

Fax# 218-564-4502 

Email: shillstrom@menahga.k12.mn.us 

 

-All transcript records 

-Current report card 

-All disciplinary records 

-Health records and complete immunization records 

-Psychological and special education reports and IEPs 

-Record of extra-curricular participation 

-MARSS information 

 

(Date): __________________  (Parent/Guardian Signature):___________________________________ 

 

 

mailto:shillstrom@menahga.k12.mn.us


Enrollment / Permanent Record Form 

Menahga Public Schools #821 

 District Use Only 

MARSS#______________________ 

Open Enrolled:   Yes No 

School Enrolling In:     Menahga High School      Menahga Elementary      Preschool    Expected Start Date:___________ 

School most recently attended by student: 

School:_________________________ District:___________ Date Left:______________ Last Grade Completed:______ 

Address:___________________________________________Phone:__________________ Fax:___________________ 

First Name (Legal) Middle Name (Legal) Last Name (Legal) Birthdate Gender Enrolling Grade 

      Male 

Female 

 Ethnicity/Race: 

Is your student Hispanic/Latino? Yes No 

Ethnic Background: (Mark all that apply.) 

American Indian or Alaska Native 

Asian 

Black or African American 

Hawaiian / Pacific Islander 

White 

Current Address (Student): 

House Number (Physical Address) Unit # City State Zip 

     

(If applicable) P.O. Box#:                                        City:                                                  State:                       Zip: 

Current Resident School District: 

 Food 

Trans. 

Trello 

1. Does parent/guardian completing this form have physical and legal custody of student? 

2. Do any court orders apply? 

3. Is student receiving special education services (has an IEP)? 

 If yes, what is your student’s disability? (Mark all that apply.) 

Yes No 

Yes No (Provide Copy) 

Yes No 

   

   

   

   

   

Autism Spectrum Disorders 

4. Title 

5. Does student have a 504 Plan? 

6. Has this student been receiving English Language Learner (ELL) services? 

Preschool Only:  

7. Has this student had an Early Childhood Screening? 

Developmental Cognitive Disability 

Developmental Delay 

Deaf-Hard of Hearing 

Deaf-Blind 

Speech/Language Impairments 

Severely Multiple Impaired 

 Emotional/Behavior Disorders 

Visually Impaired 

Physically Impaired 

Specific Learning Disabilities 

Traumatic Brain Injury 

Other Health Disabilities 

Reading Math 

Yes No 

Yes No 

No Yes Location:_______________________Date:____________ 



Student lives with: 

 
(Mark all that apply.) 

Both Parents (In same house.) 

Mother 

Father 

Guardian 

Mother & Stepparent 

Father & Stepparent 

Foster Parent 

Joint Physical 

Joint Legal 

Other Relative 

Grandparent 

Other 

Alone 

Father / Guardian 1:  Are you the legal guardian? Yes No 
How would you like to be notified / contacted? 

By Phone Voice 
Text 

 Emergency Attendance Behavior General Food Service Priority Teacher 

Receive Mailings Access to IC Portal Email / Messenger 

(Check below what type of messages you would like to receive.) 

What would you like access to? (Check all that apply.) 

First Name Middle Initial Last Name Relationship to Student 

    

Home Phone Cell Phone Work Phone Email Address 

    

If different from above - House Number (Physical Address) Unit # City State Zip 

     

Mother / Guardian 2:  Are you the legal guardian? Yes No 

How would you like to be notified / contacted? (Check below what type of messages you would like to receive.) 

By Phone  Voice 

Text 
Emergency Attendance Behavior General Food Service Priority Teacher 

What would you like access to? (Check all that apply.) 

Receive Mailings Access to IC Portal Email / Messenger 

First Name Middle Initial Last Name Relationship to Student 

    

Home Phone Cell Phone Work Phone Email Address 

    

If different from above - House Number (Physical Address) Unit # City State Zip 

     

(If applicable)  P.O. Box #: City: State: Zip: 

(If applicable)  P.O. Box #: City: State: Zip: 

Emergency Contact 1 (Other than those listed above) : 

First Name Last Name Relationship to Student 

   

Cell Phone Home Phone Work Phone 

   



Emergency Contact 2 (Other than those listed above) : 

First Name Last Name Relationship to Student 

   

Cell Phone Home Phone Work Phone 

   

In case of an injury or illness, a parent/guardian or person designated by the parent/guardian will be notified.  If we 

are unable to contact one of these people, the family physician will be contacted and their advice will be followed.    

9-1-1 will be called if it is felt necessary. 

**Pertinent Health Information will be shared with faculty members as needed. 

By signing, I am stating that I am the legal parent or guardian of this student. 

 

Parent/Guardian Signature______________________________________ Current Date:_________________________ 

Please include the following information when submitting enrollment paperwork: 

• Copy of Birth Certificate 

• Enrollment/Permanent Record Form 

• Confidential Health Form 

• Transportation Form 

• Chromebook Agreement Form  

Menahga High School 

 

Menahga Elementary School 

 216 Aspen Ave. SE 
P.O. Box 160 
Menahga, MN 56464 

Attn: Lindsay Shepersky Attn: Susie Hillstrom 
216 Aspen Ave. SE 
P.O. Box 160 
Menahga, MN 56464 

lshepersky@menahga.k12.mn.us shillstrom@menahga.k12.mn.us 



 

NOTIFICATION OF CHANGE IN STUDENT ENROLLMENT 

REQUEST FOR STUDENT STATE IDENTIFICATION NUMBER 

Method of Transmittal: 

MAIL*: 

FAX E-MAIL 

*Please provide address for the Transfer District when checked 

OTHER 

Date of Transmittal: Number of Pages:  

PRIOR DISTRICT INFORMATION 

**Routing:  To: From: 

MARSS Contact Person: District Name: District Number/Type: 

Telephone Number: Email Address: Fax Number: 

TRANSFER DISTRICT INFORMATION 

**Routing:  To: From: 

MARSS Contact Person: District Name: District Number/Type: Telephone Number: Fax Number: 
  

Email Address: Address: City: State: Zip: 

**Routing: PLEASE CHECK THE APPROPRIATE BOXES. 
I have provided you with this student’s name, birthdate, grade level, state aid code and status 
start date. Please provide me with the student’s State Reporting Number. Please verify that 
the status start date I have recorded does not overlap with the status end date you have. 

Student Name (Last, 
First, Middle) 

State Reporting 
Number 

Birthdate 
(MM/DD/YYYY) 

Student 
Grade Level 

State Aid 
Code 

Status 
Start Date 

      

Additional Transmittal Information: 



Minnesota Language Survey 

Minnesota is home to speakers of more than 100 different languages. The ability to speak and understand multiple 
languages is valued.   The information you provide will be used by the school district to see if your student is 
multilingual. In Minnesota, students who are multilingual may qualify for a Multilingual Seal upon further assessment.  
Additionally, the information you provide will determine if your student should take an English proficiency test.  Based 
upon the results of the test, your student may be entitled to English language development instruction. Access to 
instruction is required by federal and state law. As a parent or guardian, you have the right to decline English 
Learner instruction at any time.  Every enrolling student must be provided with the Minnesota Language Survey 
during enrollment.  Information requested on this form is important to us to be able to serve your student. Your 
assistance in completing the Minnesota Language Survey is greatly appreciated.   
 

Student Information 

Student’s Full Name: 
(Last, First, Middle) 

Birthdate or Student ID:   

 

 Check the phrase that best describes your 
student: 

Indicate the language(s) other than 
English in space provided: 

1. My student first learned: ___ language(s) other than English. 

___ English and language(s) other than English. 

___ only English. 

 

2. My student speaks: ___ language(s) other than English. 

___ English and language(s) other than English. 

___ only English. 

 

3. My student understands: ___ language(s) other than English. 

___ English and language(s) other than English. 

___ only English. 

 

4. My student has consistent 
interaction in: 

___ language(s) other than English. 

___ English and language(s) other than English. 

___ only English. 

 

 
Language use alone does not identify your student as an English learner.  If a language other than English is indicated, 
your student will be screened for English language proficiency. 
 
 

Parent/ Guardian Information 

Parent/Guardian Name (printed): 

Parent/Guardian Signature:  Date: 

 
* All data on this form is private. It will only be shared with district staff who need the information to best serve your student and for legally required 
reporting about home language and service eligibility to the Minnesota Department of Education.  At the district and at the Minnesota Department 
of Education, this information will not be shared with other individuals or entities, except if they are authorized by state or federal law to access the 
information.  Compliance with this request for information is voluntary. 



 













TRANSPORTATION AND CENSUS INFORMATION

Please include all school age and preschooler children living in your home.

Child’s Name Male/Female Age and

Birthdate

Grade

Mother’s Name ________________________________________

Address _____________________________________________

Telephone Home _______________Work ______________ Cell ______________

Father’s Name ________________________________________

Address _____________________________________________

Telephone Home _______________Work ______________ Cell ______________

Directions to your home fromMenahga. Please be specific.

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Do you live in the Menahga School District? ____________

If not, what district do you reside in? ______________

Number of miles from your home to the school. ____________



MENAHGA PUBLIC SCHOOL - IND. SCHOOL DISTRICT NO. 821
Tel: (218) 564-4141       Fax: (218) 564-4502

Health Update Form

Student Name: ___________________________________ DOB:_________________________ Grade: ________
Complete one form per student. Please be thorough. This information is important for providing a safe and healthy environment for your child. 
Pertinent information will be shared with school staff that work directly with your child. 

Medical History (Check all that apply)

Hematologic Bleeding Disorder Cardiovascular Heart Condition Eyes Vision Problems

Frequent Nose Bleeds Respiratory Asthma (need Asthma Action Plan) Wears glasses/contacts: Y / N 

Endocrine Thyroid problems Skin Eczema/Psoriasis Ears/Nose/Throat Hearing Problems

Diabetes Neurological Headaches Hearing Aids   R:___  L: ___

Musculoskeletal Mobility/Joint Problems Fainting Spells Dental Dental Problems

Gastrointestinal Bowel Problems Seizures/Epilepsy Psychiatric Mental Health Diagnosis

Frequent Stomach Aches Genitourinary Urinary Tract Infections Emotional/Behavioral Concerns

Nausea/Vomiting Kidney Problems

Other:

If any of the above were checked, please explain: ______________________________________________________________________________

Allergies  ____ No Known Allergies 

OR
 
(Check all that apply)  ____Environmental   ____Food    ____Drug    ____Skin    ____Pet    ____Insect Sting    ____Other    

Please describe the specific trigger, reaction, and interventions you have found to be helpful: _______________________________________________

Please submit a completed Allergy Action Plan to the health office prior to the first day of each school year for any student who 
requries medical care related to allergies. 

Medication Is medication required for any condition? At home? ____ Yes   ____ No At school? ____ Yes ____ No

The school prefers that all medication be given at home, if possible. If medication is required during school hours, please complete 
the Authorization to Administer Medication form available in the school health office. Medication orders must be updated each 
school year. 

Other Medical 
Information

Please list any operations, injuries, hospitalizations, or prolonged illnesses with dates: ______________________________________________________

Please describe any restrictions or modifications needed (Gym, recess, etc...):_____________________________________________________________

Please list any other information that you feel will help the school staff to better understand and work with your child (use back side if 
needed):

Parent/Guardian Release of Information and Consent

The information on the front and back of this form may be released to school personnel as needed to provide a safe and healthy learning enviornment 
for my child. 

Parent/Guardian Signature: _______________________________________________________ Date: ____________________

Phone Number(s): _______________________________________________________________________________________

Reviewed by Health Office (Initial): _______



Menahga Public School Last Name: ______________________________
Health Office
Medical Emergency Contacts &
OTC Med Permission (Grades 6-12)

Emergency Contact Information

Parent/Guardian Name : ___________________________________ Home: ___________________________
(Call First)

Cell: ___________________________________  Business: ____________________________

Parent/Guardian Name: ____________________________________

Cell: ___________________________________  Business: ____________________________

If my child becomes ill, and I cannot be reached, please call:

1. ____________________________________________  Phone No. _______________________________________

2. ____________________________________________  Phone No. _______________________________________

Parent/Guardian Signature: _________________________________________ Date: _________________

By signing this form, you are giving consent for this information to be shared with school staff who teach, interact or work with your child during the school day.
Notify the school if your address or telephone number changes.
The welfare of your child is the first priority of school authorities. In case of a serious emergency, the school will contact emergency services, then
contact you. In less serious instances, you will be called first. You will be contacted in either event.
It is your responsibility to make arrangements for proper care of your child should he meet with an accident or become too ill to remain in school at a
time when you are not home. Please complete this form and promptly return it to the school.

List all students in the household:

Complete a separate Health Update Form for any new student or any student with a new health condition.
Health Update Forms will be entered into the student health record.

1. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:    ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

2. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:     ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

3. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:     ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

4. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:     ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

*Continue on reverse*



Last Name: ______________________________

5. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:     ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

6. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:     ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

7. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:     ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

8. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:     ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

9. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:     ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

10. Name: __________________________________ DOB: _______________________ Grade: __________

Check any that apply:     ◯ Allergies    ◯ Asthma    ◯ Medical Condition    ◯ Medication at School

If checked, please explain:  _______________________________________________________________

_____________________Students in Grades 6-12 ONLY_____________________
Over-the-Counter Non-Prescription Medication Permission

I give permission for my child[ren] in grades 6-12: _______________________________________________,
to self-administer over-the-counter medication[s] such as acetaminophen, ibuprofen, naproxen, tums, etc… at
school. The medication must be used in a manner consistent with labeling instruction and not shared with any
other student. No products containing ephedrine or pseudoephedrine are allowed. The privilege to
self-administer non-prescription medication will be revoked if the student does not follow the above guidelines.

Students must provide their own medication in the original container.
The school does not provide any medication.

This permission is valid for students in grades 6-12 for the current school year only.

Please list OTC Medication(s): _______________________________________________________________

Parent/Guardian Signature: __________________________________________ Date: ________________



Are Your Kids Ready?
Minnesota K-12 Immunization Law
Students are required to receive certain vaccines for school or submit an exemption. This requirement applies for 
all public, private, online, and home schools in Minnesota. Look for your child’s grade in the chart below and see 
how many total doses of each vaccine are needed for their grade.

Required Immunizations Kindergarten to 
Sixth Grade

Seventh Grade to 
Eleventh Grade Twelfth Grade

Hepatitis B (Hep B) 3 Doses 3 Doses 3 Doses

Polio (IPV) 4 Doses 4 Doses 4 Doses

Measles, mumps, rubella (MMR) 2 Doses 2 Doses 2 Doses

Varicella (Chickenpox) 2 Doses 2 Doses 2 Doses

Diphtheria, tetanus, and pertussis (DTaP) 5 Doses 5 Doses 5 Doses

Tetanus, diphtheria, and pertussis (Tdap) 1 Dose 1 Dose

Meningococcal ACWY (MenACWY) 1 Dose 2 Doses

Note: The number of doses may be different if your child is behind schedule. If your child has fallen behind on their 
vaccinations it is not too late to catch-up, talk to their health care provider.

Recommended but not required for school
Influenza (flu), COVID-19, Human Papillomavirus (HPV), Meningococcal B (MenB) and other vaccines are
recommended for children to ensure they are fully protected. Talk to your health care provider about when your 
child should receive these immunizatons. For more information visit CDC: Vaccine Schedules For You and Your Family 
(www.cdc.gov/vaccines/imz-schedules/index.html).

Tips for parents and guardians
 � Make sure your child has received all of the required immunizations before their first day of school or submit 

an exemption.
 � Submit a copy of your child’s immunization record to their school. You can get a copy of their record from the 

clinic or find their record on Find My Immunization Record (www.health.state.mn.us/people/immunize/miic/
records.html).

 � Please complete the reverse side if your child requires an exemption for medical reasons or if you are opting 
for a non-medical exemption due to personal beliefs.

Vaccines for Infants, Children, and Adolescents 
(www.health.state.mn.us/people/immunize/basics/kids.html)

Contact Immunization Program at 651-201-5503 or 1-800-657-3970 for alternate format. 
ID# 52799 (08/2024)

https://www.cdc.gov/vaccines/imz-schedules/index.html
https://www.cdc.gov/vaccines/imz-schedules/index.html
https://www.health.state.mn.us/people/immunize/miic/records.html
https://www.health.state.mn.us/people/immunize/miic/records.html
https://www.health.state.mn.us/people/immunize/basics/kids.html
https://www.health.state.mn.us/people/immunize/basics/kids.html


CHILD’S NAME (FIRST, LAST):      CHILD’S DATE OF BIRTH:    

Medical and non-medical exemptions
Instructions for documenting medical or non-medical exemptions and history of chickenpox (varicella)
Follow steps 1 and 2 below to document a medical exemption, non-medical exemption, or history of chickenpox.
1. Place an X in the box to indicate a medical or non-medical exemption. If you are exempting your child from more than 

one vaccine, mark each vaccine you are exempting them from with an X. 
2. Obtain signatures for exemptions or history of chickenpox disease.

Required Immunizations Medical Non-Medical

Hepatitis B (Hep B)

Polio (IPV)

Measles, mumps, rubella (MMR)

Varicella (Chickenpox)
Diphtheria, tetanus, and pertussis 
(DTaP)
Tetanus, diphtheria, and pertussis 
(Tdap)
Meningococcal ACWY (MenACWY)

Medical exemption: A health care provider 
must review and sign a medical exemption. 
A health care provider includes a licensed 
physician, nurse practitioner, or physician 
assistant. 
By my signature below, I confirm that this 
child should not receive the vaccines marked 
with an X in the table for medical reasons 
(contraindications) or because there is 
laboratory confirmation that they are already 
immune.

Signature: _____________________________ 
(of health care practitioner)

Date: __________________  

Non-medical exemption: A parent/guardian must sign for a non-medical exemption and the form must be signed and 
stamped by a notary. A child is not required to have an immunization that is against their parent or guardian’s beliefs. 
Choosing not to vaccinate may put the health of your child or others they are around at risk. Unvaccinated children who 
are exposed to a vaccine preventable disease may be required to stay home from school and other activities for up to 21 
days to protect themselves and others. 
By my signature I confirm that this child will not receive the vaccines marked with an X in the table because of my beliefs 
and I understand that they may be required to remain out of school and other activities for up to 21 days if exposed to a 
vaccine preventable disease. 
 
Signature:__________________________________________________________Date:______________  
    (of parent/guardian)
Non-medical exemptions must also be signed and stamped by a notary:

This document was acknowledged before me on 
  
  ________________________________ (date), 

by _________________________________________   
(name of parent or guardian)

Notary Signature: 

 ___________________________________________

Notary Stamp

State of _____________________________________,
County of ____________________________________

History of chickenpox (varicella) disease: If a child has previously had chickenpox, they are not required to receive the 
varicella vaccine. A health care provider must sign this form if the disease happened after Sept. 1, 2010. If the child had 
chickenpox before Sept. 1, 2010, a parent or guardian may sign this form.  
My signature below means that I confirm this child does not need the varicella vaccine because they had chickenpox in the 
month and year ____________________________
Signature:______________________________________ Date:________________________
(of health care practitioner, representative of a public clinic, or parent/ guardian) 

Minnesota Department of Health, Immunization Program  ID# 52799 (08/2024)


