Eldon Middle School

s Shaun Fischer, P | /4
/ﬂf aun Fischer, Principa /'-_ e
£ £

s Ski Hull, Assistant to the Principal/AD
A 1400 North Grand Eldon, Missouri 65026 A
Phone 573.392.8020 Fax 573.392.9151

RELEASE OF STUDENT’S SCHOOL RECORD PERMISSION FORM

DATE

STUDENTS FULL NAME DOB GRADE
NAME OF SCHOOL LAST ATTENDED SCHOOL FEX NUMBER
STREET ADDRESS SCHOOL PHONE NUMBER
CITY STATE ZIP CODE

To enable us to complete our records, please send the following information:

1. B record of scholastic achievement Band :
2. Health records. Choir :
3. Scores on intelligence and achievement Sped :
4. Diagnostic Summary and IEP, if applicable Math :
5. Discipline records

The Family Rights and Privacy Hct, Buckley Amendment, Section 99.30, Paragraph (b) states that schools
where a student intends to enroll DO NOT need to have a consent form signed for transfer of school records.

Please return this information to: Eldon Middle School

Attn: Office Personnel Email: Shyla.Prater @EldonMustangs.org
1400 North Grand Phone #: (513) 392-8020
Eldon, MO 65026 Fax #: (573) 392-9151

PERENT/GURRDIAN SIGNATURE DATE

e



CMissouri M
| EDUCATION. OMOCAP

Missouri Course Access and Virtual School Program

Office of Quality Schools 205 Jefferson Street, P.O. Box 480 » Jeffersan City, MO 551020480 = dese.mo.gov » mocap.mo.gov

The Missouri Virtual Instruction Program (MOVIP) transitioned to the Missouri Course Access and
Virtual School Program (MOCAP) as a result of updates to Section 161.670, RSMo. Information about
state funding for students enrolled in virtual education can be found in Section

162.1250, RSMo. Missouri students may enroll in MOCAP courses for the fall and spring

semesters. MOCAP is not available in the summer.

What Is a MOCAP Course?

Section 162.1250, RSMo sets out the requirements for all virtual courses. Not all virtual courses

are approved MOCAP courses. Courses listed on the MOCAP Course Catalog have been checked for
compliance by the Department of Elementary and Secondary Education (DESE). The local education
agency (LEA) must vet all other virtual courses to ensure that statutory

requirements have been met. In order for students to enroll in MOCAP courses, LEAs must have a secure
method to send a student’s MOSIS ID and date of birth to courseware providers.

MOCAP courses have been through a stringent review process, including:
= Course alignment to Missouri Learning Standards
= Web Content Accessibility Guidelines (WCAG 2.0)
= Data security review
= Missouri appropriately certificated teachers
* College Board approval of Advanced Placement (AP) courses in the catalog

MOCAP providers have agreed to:
* reporting requirements (including course completion and learning gains)
= invoicing requirements
= aprice cap of 7% per semester and 14% per year, per course, based on the June State
Adequacy Target

Course Catalog
MOCAP’s course catalog link, mocap.mo.gov/catalog/ displays contact information for
providers to be contacted directly to register for courses.

MOCAP Policies
An LEA shall inform parents of their child's right to participate in the program. Availability should
be made clear in the parent handbook, registration documents, and featured on the LEA's homepage.

Individual Learning Plans (ILP) or Individual Career and Academic Plans (ICAP) Students
taking more than two MOCAP courses must have an individualized learning plan maintained in the
LEA’s student records. An LEA may develop its own learning plan for students or use the I[CAP that
is available through the Office of College and Career Readiness under School Counseling.

Phone 573-751-2453 « mocap.mo.gov * dese.mocap@dese.mo.gov



ELDON R- SCHOOLS ENROLLMENT INFORMATION

2020-2021
Date
Race: (please check) White_____ Black____ Hispanic Indian Asian Other
Student’s Name: Birthdate: Age:_
Address: City: ZipCode

IF PO BOX is used, please list actual street address above: PO BOX #

Home Phone #: Cell #: E-mail Address:

Grade Male _ Female

Parent/Guardian (in home) or whom you are living: Are you a registered voter? YES NO
Parent 1 Information: Relation:
Employer: Work #: Cell #:
Parent/Guardian 2 Information Relation:
Employer: Work #: Cell #:

Parent/Guardian E-mail Address:

Please list all siblings in Eldon Schools and their ages:

Are there currently any court orders dealing with custody or visitation? YES NO

IF YES, please provide the school with a copy. We CANNOT honor without documentation.

Emergency Contacts:

1.Name Relation: Phone #: Cell:

2.Mame Relation: Phone #: Cell:

Name of Parent out of the home (if applicable): Relation: Home #:

Employer: Work #: Cell #:

Would this parent like a grade card sent fo them? YES NO If yes please provide address
Previous school attended {name of school in what State): '
Previous school address: Phone #:

Circle the county in which you live: MILLER MORGAN MONITEAU

Circle the district in which you live: ELDON R-I HIGH POINT OTHER

Does the student use a language other than English?  YES NO If YES, what language?
Is a language other than English used in the home? YES NO If YES, what language?
Are you or an immediate family member in the Military? (circle one)  Active Duty  National Guard or Reserve  Unknown

Are you currently living in a temporary residence because your home has been damaged or economic hardship? (e.g. motel, hotel, car,
campsite, shelter)? YES NO

Are you currently living with another family (doubled up) due to loss of housing, economic hardship, or a similar reason? Explain if it is a
similar reason. YES NO Explain:

Has your family moved within the past 3 years to sesk or obtain temporary or seasonal agricultural or food processing work? YES NO

My signature below signifies | give permission for my child to go on school or classroom trips during the elementary school years. | will be
responsible to notify the schoal, in writing, if | want to change my positicn on my child attending field trips during his/her elementary years.
| give permission for any local newspaper staff or schooal district to photograph my child andfor to publish his/her work to social media.

My signature below signifies if | cannot be reached in the event of an emergency, | give consent for the scheol to obtain, through a physician
or hospital of its cheice, such medical care as is reasonably necessary for the student. 1 will not hold the school district financially responsible for
the emergency care and/or transportation for said child.

May take over the counter medications (generic Tylenol, cough drops, antacid, oral care, basic first aid).
Is child involved in (check all that applies): Special Ed. classes Speach Title | Reading Gifted ___ 504 Plan
| VERIFY THAT ALL ENROLLMENT INFORMATION IS CORRECT.

Parent Signature Date




2020 Missouri Child Care and Preschool Immunization Requirements

= Al children must present documentaticn of up-tc-dale immunization status, ncluding month, day, and year of

immunization before attending child cars/preschool.

each

* The Adviscry Commitize on Immunization Practices allows a 4day grace pericd. Children may receive immunizations up o

four days befors the due date,

e Immunizaions should be administersd according to the curramt Advisory Commitize on lmmunization Practices Scheduls,

fiavew ede.govivaccires/schedulesfindex himil,

including all spacing. (htt

« ParentiGuardian (mm.P.11) and Medical (Imm.P.12) exemptions arz allowsd. The apprapiate examption card must be on
file. Unimmurized chitdran are subject to exclusion from child carzpreschocl when outbreaks of waccine-preventable diseasas

QCcur.

« To remain in child carefprescheal, chidren n progress” must have an Immunization In Pro
pregress mears that a child has begun the vaccine serfes and has an appointment for the next dose. Th
ke kept and an updated record provided to the facility. If the appointment s not kapt, the ch
is moncompliant. (ie., Hep B vaccine series was started but the child 5 not y=t eligible

gress form (Imm.P.14) on fie. In
is appointment must
ild is no longer In progress and
lo receive the next dese in lhe

saries.)
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2020-2021 Missouri School Immunization Requirements

= Al sludents must present decumentation of up-to-date immunization ststus, inciuding menth, day, and year of each

immunization before alending schocl.

= The Advisory Committee on Immunization Bractices {ACIP) alicws a 4-day grace period. Students in all grade levals

may recelvs immunizations up to four days before the due dats.

« Required immunizations should be administered according to the current Advisery Cammitts on Immunization

Practices Schedule, including al spacing, {hitpffwww ede govivaccinesisched fas/index. htrn}.

= Toremahnin school, students “in progress” must kave an Immunizstion In rograss form (Imm.P 14} on file. In

pregrass maans that a child has begun the vaccine series and has an appointment for the next dose. This
appofntment must be kapt and an updated record provided to the school. (£ the appaintment is not kept, the chid is
ro fenger in progress and is nencempliant. (ie., Hep B vaccine series was started but the child is nat y=t eligible 1o

recsive the next dose in the sares )

= Religious {mm P_11A) and Madical (imm.P.12} exampticns are allowad. The approgria

iz &

=]

x2mption card must be on

file. Unimmunized children ars 5 bject o exclusica from school whan outbraaks of vaccine-preventable diseases
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ELDON R-l SCHOOL DISTRICT
SCHOOL CALENDAR
2020-2021

“"Home Of The Mustangs”

Board Approved

12/16/2019

AUGUST SEPTEMBER OCTOBER
S| M| T|W|JTH| F | § S M| T|W|[TH| F | 8§ S({M|[T|W|TH|[ F [ S
1 1 2 3] 4 5 1 2] 3
2 3 4 5 6 7 8 6 7 8 9of 10| 11| 12 4 5 6 71 8 9] 10
9] 10| 11| 12{*13 |*14 15 13| 14| 15| 18| 17| 18] 19 11 12| 13| 14| 15| 18| 17
16| "7y 18} 19] 20| 21| 22 200 21| 22| 23] 24| 25| 26 18] 19| 20 21| 22| 23| 24
23| 24| 25| 26| 27| 28| 29 27f 28] 29 30 25| 26 27| 28f 29) 30} 31
30 3
6 School Days 21 School Days 19 School Days
NOVEMBER DECEMBER JANUARY
S| M| T|W|[TH| F | S S| M| T|W|TH| F | § S| M| T|W|TH| F| S
1 2 3 4 5 6 7 1 2 3 4/ 5 1 2
8 9] 10 11 12| 13| 14 6 7 8 9| 10 11| 12 3 4 5 6 7" 8 9
15| 18| 17| 18] 19| 20| 21 13| 14| 15) 16| 17| 18] 19 100 11| 12| 13| 14| 15| 16
22| 23| 24| 250 26y 27f 28 20( 21| 22 24) 25] 26 170 18f 19| 20| 21| 22f 23
29| 30 274 28§ 29] 30§ AN 241 25| 26| 27| 28] 29| 30
31
18 School Days 17 School Days 18 School Days
FEBRUARY MARCH APRIL
S| M| T|W|TH| F | S S| M| T|W|TH| F | S S| M| T|WJ|TH| F | S
i 2 3 4 5 6 1 2 3 4 5 6 1 21 3
7 8 9l 10 11 12| 13 7 8 9| 10 11| 12| 13 4 5 6 7 8] 9| 10
14y 15 16| 17| 18| 19| 20 14| 15| 16| 17} 18] 19| 20 11 12| 13| 14| 15| 18] 17
21| 22| 23| 24| 25| 26| 27 21| 22| 23| 24| 25| 26| 27 18{ 19| 20| 21] 22| 23] 24
28 28| 29] 30| 31 25| 26| 27| 28] 29| 30
19 School Days 22 School Days 19 School Days
MAY Any days missed due to inclement weather may extend the school year
S| M| T|W]|]TH| F | S beyond May 20
1 “Possible makeup days are marked with an asterisk
2 3 4 5 6 7 8 January 18 - Snow Make Up Day
9 10| 11|12} 13| 14 15 February 15 - Snow Make Up Day
16| 17 | 18 | 19 21| 22 April 1 - Snow Make Up Day
23| *24| *25| *26| *27| *28| 29 May 21 - June 1- Snow Make Up Days
30 31
14 School Days —_]-—- Students Do Not Attend [7|= Students Dismissed Early
DATES TO REMEMBER: January 4 P.D. Day

August 13,14,17
August -18,19,20

January 18 (Po
February 15 (P

New Teacher's Workshop
Teacher Orientations

August 24 First Day For Students March 10
September 7 Labor Day March 17
October 12 (Calumbus Day) P.D. Day March 18
October 21 End of First Quarter March 19
QOctober 29 Parent Teacher Conf. 9:00 am-8:00pm

October 30 No School May 14
November 25 - 27 Thanksgiving Break May 16

End First Semester
Christmas Break

December 23 (Early Out)

December 23 - January 1 May 31

May 20 (Early Out)

ssible Make Up Day)
ossible Make Up Day)

Martin Luther King
President's Day

End

Third Quarter

Parent Teacher Conf. 3:00-6:00
Parent Teacher Conf 4:00 -8:00

April 1 - April 5 (April 1 Poss. Make Up Day)

No School
Easter Break

8th Grade Promotion
High School Graduation

Last Day for Students & Teachers

Memorial Day



Eldon Middle School
Supply List
2020-2021

All 7 and 8% Grade Classes

Pencils

Loose Leaf paper

2 Boxes of Kleenex (turned into homeroom teacher)

7 Grade

Pre- Algebra 1 composition notebook, pocket folder with prongs.Optional: Scientific Calculator
(TI30x11s)

Math — 1 composition notebook,Optional: Scientific Calculator (TI130x11s)

English — 2 inch 3 ring binder, 1 pack of dividers, 1 spiral notebook

Science — 1 composition notebook

Social Studies — 1 pocket folder, spiral notebook

Family and Consumer Science (FACS) — 1 pocket folder

Physical Education (PE) — 1 pocket folder (Health class), shorts, t-shirt, tennis shoes

8t Grade

Algebra- 1 composition notebook, pocket folder with prongs.Optional: Scientific Calculator
(TI30x11s)

Math — 1 composition notebook, Optional: Scientific Calculator (TI30x11s)

English — 2 inch 3 ring binder, 1 pack of dividers, 1 spiral notebook

Science — 1 composition notebook

Social Studies — 1 pocket folder, spiral notebook

Family and Consumer Science (FACS) — 1 pocket folder

Physical Education (PE) — 1 pocket folder (Health class), shorts, t-shirt, tennis shoes

** This is a list of minimum requirements. Students may choose to use other supplies as well;
trapper keeper, pens, erasers, etc.



AttachmentB

LETTER TO PARENTS
FREQUENTLY ASKED QUESTIONS ABOUT FREE AND REDUCED PRICE SCHOOL MEALS

Dear Parent/Guardian:

Children need healthy meals to learn. Eldon Middle School offers healthy meals every school day. Breakfast costs is FREE to all students;
lunch costs$2.15. Your children may qualify for free meals or for reduced price meals. Reduced price is [$.40] for lunch. This packet
includes an application for free or reduced price meal benefits, and a set of detailed instructions. Below are some common questions and
answers to help you with the application process.

1. WHO CAN GET FREE OR REDUCED PRICE MEALS?

«  All children in households receiving benefits from the Food Stamp Program/Supplemental Nutrition Assistance
Program (SNAP), the Food Distribution Program on Indian Reservations (FDPIR) or Temporary
Assistance/Temporary Assistance for Needy Families (TANF), are eligible for free meals.

*  Foster children thatare under the legal responsibility of a foster care agency or court are eligible for free meals.

*  Childrenparticipating in their school’s Head Start program are eligible for free meals.

e Children who meet the definition of homeless, runaway, or migrant are eligible for free meals.

¢  Children may receive free or reduced price meals if your household’s income is within the limits on the Federal Income
Eligibility Guidelines. Your children may qualify for free or reduced price meals if your household income falls at or below
the limits on this chart.

Household Size Annually Monthly Weekly
1 $23,606 $1,968 $454
2 31,894 2,658 614

3 40,182 3,349 773

4 48,470 4,040 933

5 56,758 4,730 1,092
6 65,046 5421 1251
7 73,334 6,112 1,411
8 81,622 6,802 1,570
For each add'l person add + 8,288 + 691 + 160

2. HOW DO I KNOW IF MY CHILDREN QUALIFY AS HOMELESS, MIGRANT, OR RUNAWAY? Do the members of your household
lack a permanent address? Are you staying together in a shelter, hotel, or other temporary housing arrangement? Does your family
relocate on a seasonal basis? Are any children living with you who have chosen to leave their prior family or household? If you believe
children in your household meet these descriptions and haven’t been told your children will get free meals, please call or e-mail
Aaron.berendzen@eldonmustangs.org.

3. DO I NEED TO FILL OUT AN APPLICATION FOR EACH CHILD? No. Use one Free and Reduced Price School Meals Application for
all students in your household. We cannot approve an application that is not complete, so be sure to fill out all required information.
Return the completed application to: Eldon Middle School, 1400 N Grand Ave. . Eldon, MO 65026.

4. SHOULD I FILL OUT AN APPLICATION IF I RECEIVED A LETTER THIS SCHOOL YEAR SAYING MY CHILDREN ARE ALREADY
APPROVED FOR FREE MEALS? No, but please read the letter you got carefully and follow the instructions. If any children in your
household were missing from your eligibility notification, contact Shawndra Taylor, Food Service Director,
Shawndra.taylor@eldonmustangs.org or call 573 392-8000 immediately.

5. MY CHILD'S APPLICATION WAS APPROVED LAST YEAR. DO INEED TO FILL OUT A NEW ONE? Yes. Your child’s application is
only good for that school year and for the first few days of this school year. You must send in a new application unless the schaol told
you that your child is eligible for the new school year.

6. IGET WIC. CAN MY CHILDREN GET FREE MEALS? Children in households participating in WIC may be eligible fof free or reduced
price meals. Please send in an application.

7. WILL THE INFORMATION I GIVE BE CHECKED? Yes. We may also ask you to send written proof of the household income you
report.

8. IF T DON'T QUALIFY NOW, MAY [ APPLY LATER? Yes, you may apply at any time during the school year. For example, children
with a parent or guardian who becomes unemployed may become eligible for free and reduced price meals if the household income
drops below the income limit.
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2020-2021 Application for Free and Reduced Price School Meals

Complete one application per household. Please use a pen (not a pencil ).

Attachment E

Date Received U( LEA (LEA use only)

Homeless,
m_._m_ m Z Fosler  Migrant,
d ng Name Grade  chi ?”m%___a_,,

Definition of Household

Member: “Anyone who is

ving with you and shares
income and expenses,
even if not related.” ‘

Children in Foster care
and children who meet the V
definition of Homeless,

Migrant or Runaway are

e
e L B e P e L
st )L | Sl DR i

\ A Child income Tohi How often?
Are you unsure what Sometimes children in the household earn income. Please include the TOTAL gross income earned by all children listed in S:u.;z_ m_.émmx_* 2% zo_,_z_ Manthly

income to include here? STEP 1 here. & _“ A \_ O O O O
Flip the page and review B. All Aduit Household Members (including yourself)

:“.m n_”mmqm:_w__.._maﬁhqmo.ﬂ__.._www List all Houschold Members not listed in STEP 1 (including yourself) even if they do not receive income. For each Household Member listed, if they do receive income, report gross income (before taxes) for
O

el each source in whole dollars (no cents) only. If they do not receive income fram any source, write ‘0", If you enter ‘0" or leave any fields blank, you are certifying (promising) that there is no income ta report.

How often? How often?

Public Assistance/
Name of Adult Household Members (First and Last) Earnings from Work [Weekly Child Support/Alimony Emm_,j m_.s;mrz_ 2x z%.:?%s;.

! R Temerl o Al TS
The "Sources of Income ;’ |_ ‘ A _ _ : O O O O _ h 7 _ 7 “

for Adults” chart will help _

S o lawia o, ]

section.

How often?

The “Sources of Income
for Children” chart will ﬁ
help you with the Child ‘ 14 ‘
Income section.

Pensions/Retirement/ e e
& 1
All Other Income | B-Wesky [ox Mot wsanihy

Fo v e llleeroe
oD e oo 0
E ool [THiere o

_ _ _ _ _n_anx::ommz 0

Bi-Weaelkly Tx Month _?‘_c:_:_e_

Total Household Members DH_ _.m_.mﬂ four digit of Social Security Number (SSN) of x_ X _ xl_ _x _x
primary wage earner or other adult household member.

¥ (Children and Adults)

certify (promise) that all information on this ap on Is true and that all income is reported. | understand that this information is given in conneclion with the receipt
se information, my children may lose meal benefils, and | may be prosecuted under applicable State and Federal laws."

| i i -

of Federal funds, and that school officials may verify (check) the information. | am aware that If | purposely give

treet Address (if available) .\ Apt i City State Zip Daytime Phone and Email (optional)
rinted name of adult completing the form Signature of adult completing the form

Today's date

DO NOT FILL OUT THIS SECTI@N,“THIS IS'TFOR'SCHOOL USE ONLY; : R N R e i R e e S S i
ANNUAL INCOME CONVERSION: WEEKLY X 52, EVERY 2 WEEKS X 26, TWICE A MONTH X 24, MONTHLY X 12 (USE ONLY IF MULTIPLE FREQU
1Foed Stamps/Temporary Assistance  Household size: Total income: ore
-ligibility: OFree OReduced ODenicd Reason:

determining Official's Signature:

onfirming Official's Signature (For verification purposes only):

ENCY)
OWeek OEvery 2 Weeks QOTwice a Month OMonth QOYear
Date withdrawn:

Date Approved/Denied:
JEiEAT i) Natas
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REQUEST FOR INFORMATION

(Complete one form per family)
Please answer the question below by checking the appropriate box. The following
information is a request adopted by the General Assembly in 2010 requiring school

districts to determine whether or not all children in a family have health insurance.

Does each child in your family have healthcare insurance?

YES

NO

MO HealthNet (Medicaid) is considered healthcare insurance.

If NO is checked the school district will provide the Does Your Child Need Healthcare
Coverage form for the family.

Completion of this form is not a condition of determining meal eligibility. The Free
and Reduced Price Meals Family Application will be reviewed regardless of your

response to this Request for Information.

Submit this request with your Free and Reduced Price School Meals Family
Application or return to your school/school district.

Printed name of parent/guardian:

Mailing Address:

City: State: Zip Code:

The Department of Elementary and Secondary Education does not discriminate on the basis of race, color, religion, gender, national origin, age, or disability in its programs and activities. Inquiries related to
Department programs and to the location of services, aclivities, and facilities that are accessible by persons with disabilities may be directed to the Jefferson State Office Building, Office of the General
Counsel, Coordinator — Civil Rights Compliance (Title VI/Title [X/504/ADA/Age Act), 6th Floor, 205 Jeffarson Strest, P.O. Box 480, Jefferson City, MO 65102-0480; telephone number 573-526-4757 or TTY
800-735-2966; email civilrights@dese.mo.gov.



Eldon R-1 School District — Health Services
Student Health Information
2020-2021
Please fill out and return to the school nurse. This form must be filled out yearly.

Student Name Birth Date Grade
Allergic to: (food, medications, [atex insects)
HEALTH CONDITION YES NO DIAGNOSIS DATE / TREATMENT and /or
(Check all that apply) MEDICATION (s)
ADD ADHD
Autism Asperger’s

Asthma Carries inhaler Y__ N Type:
If carries an inhaler, a medication autharization (Dr. Signature)
needs to be on file. Asthma Triggers:

Bone/Joint problem

Bowel, bladder or kidney problems (specify which one)

Diabetes

Chronic Earaches/Infections ~Tubes present R L

Chronic Headaches Migraines

Hearing Loss—Ear (s) R L Ald(s)

Heart Condition:

[rritable Bowel Syndrome

Menstrual Cramps: Frequent and/or Severe
Mental Health Concems
Nosebleed: Frequent and/or Severe

Seizure Disorder  Date of Last Seizure:

Skin Problems --Concern:

Traumatic Brain Injury/ Head injury

Vision Concerns- Wears Glasses Y N
Contacts Y N all the time
Reading: Distance:

Comments about any of the above checked items or any other concerns:
Does your child require long-term medications OR special diet restrictions atschool? Y N Meds and/or Diet

Specify meds or type of diet:
[f checked yes, a “Medication Authorization” and/or Special Dietary Needs” form(s) must on file. Forms available from Nurse’s Qffice

Please list all medications your child is taking at home and at school.

YES [ GIVE my permission for the School Nurse or designated personnel to give acetaminophen or ibuprofen without
Initial  contacting a parent/guardian

NO [ DO NOT give my permission for the School Nurse or designated personnel to give acetaminophen or ibuprofen
Initial  wirhout contacting a parent/guardian.

[MPORTANT:

If your child will be taking medication at school, please obtain the appropriate forms in the nurse's office.
All medication must come in the original containers with the students name on it. All prescriptions must but have a current date on the bottle,
Medications sent to school must be accompanied by a signed and dated note from the parent/guardian requesting the medication to be given.

Your child’s health history is important for us to provide the best care at school. The Eldon R-1 School District provides
screenings for vision, hearing, height, weight, blood pressure, and scoliosis. It is the parent/guardian(s) responsibility to notify
the school of any new or existing health conditions or change in telephone numbers. The disclosure of confidential health
information within the school is limited to information to serve the student’s health and education interests. Your signature
gives permission for the nurse and/or designee to perform necessary screenings and to inform the school staff of procedures to
protect your child at school and, if required, develop emergency plans. In addition, your signature authorizes the school nurse
or designee to screen, examine, treat and direct the care for your child in the event of illness or injury and to use the following
over-the-counter medications as directed, unless allergy specified: Benadryl, cough drops, Tums, hydrocortisone creamn,
antibiotic cream, calamine, sunscreen, Orajel, Lip Balm and topical anti-sting treatments and generie substitutes,

Parent/Guardian Signature Date

Studenthealthinfo -enroliment Updated t/l5




Eldon School District

Mazt Davis, Superintzndent

Rigor - Relevance - Relationships
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ELDON R-1 SCHOOLS

For the past several years, Eldon R-1 Schools has baen plzasad to be able to
provide Eldon parents with automated phone notifications of important evants
such as upcoming events, notice of information sent home with studants,
inclement weather school closings and similar information. We will continue to
provida this information as a service for our parents.

Parents who do not wish to continue to recejve non- emergancy information must

opt-out to not receive calls. Only emargency calls will be recaived.

By signing this form, you are indicating that we should remove you from all non-

emeargency calls sent out by the district

Chack the appropriate box below:

| do not give my parmission to receive non-amargency calls from
Eldon R-1 Shoa!_ using aut Jﬂat\': diaﬁﬂg equipment at the
telephone numbars submitted during tha registration process.

Student Mama




ENROLLMENT AFFIRMATION FOR PARENT
OR COURT-APPOINTED GUARDIAN
{Resident Student with No Prior Expulsions)
Under penalty of law, I affirm that I am the parent or court-appointed legal

, that

guardian of the minor student,
I reside within the boundaries of the ELDON R-1 School District and the
student resides within the boundaries of such district, and that any information
or documentation that [ have provided as proof of residency is true and correct
to the best of my knowledge, information and belief. I further affirm that the

student, , has not been expelled

from school attendance at any other school in the state or in any other state for
an offense in violation of school policies related to weapons, alcohol or drugs,
or the willful infliction of injury to another person, and that the other
information that I have provided to the school district is true and correct to the
best of my knowledge, information and belief. I understand that this statement
will be maintained as part of the student’s scholastic record.

T understand that it is a criminal violation to make a materially false
statement or affirmation, or to provide false information to establish
residency, and that if I have provided false information for such purpose,
the school district may file a civil action against me to recover cost of
educating the student.

Signature of parent or court-appointed guardian

Subscribed and affirmed before me this day of

Signature of Notary Public and Official Seal
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OPTIONAL PARENT PORTAL ACCESS

Through this web-based system, Parent Portal, parents will be able to view their child’s
attendance history, schedule and grades based on three week progress reports.

[nformation for your child is available only with a password. All passwords are distributed
through email. It will be your responsibility to keep this password private. We cannot issue any
passwords via phone conversation. Passwords will not be issued to the student. You must have
an email address to view your child’s records in PARENT LINK.

Please provide the email address that you would like to use for student information notifications.
You may use only one email address, for example, home or work, but email cannot be sent to
both. Please fill in the correct email address on the line provided. This form must be submitted
each school year for you to have access.

PLEASE PRINT BELOW

e hame i

Parent Name Parent Email Address—Home or Work (circle ong)
Parent Name Parent Email Address—Home or Work (circle one)

['would like to be able to access my student’s information over the Internet by using a password.
[ do not want access to my student’s information available over the Internet.

[understand that it is my responsibility to protect my PARENT LINK password. I should not
share my password with my children. [ understand that the PARENT LINK system may not be
available 24 hours a day due to maintenance on the school network, weather related
interruptions, etc,

Parent Printad Name

Parent Signature Date

Please return this letter to the ECC office. Please provide a copy of a picture [D.
Cheyanne Uptergrove

Eldon R-I

SIS Coordinator

112 8. Pine




Eldon R-1 School District -

Voluntary Student Demographic Information

The Eldon R-1 School District is requesting that this form be completed by the student or
the student’s parent. Comﬁletion of this form is voluntary. The district is required to
submit an aggregate report on the ethnicity and race of all students in the district. The
most accurate information comes from you. If this form is not completed, the district will
be forced to assign each student to an ethnicity and race category based on whatever
information the district has available, including visual observation.

Collection of this information is authorized by federal law, and the information collected
will be used to satisfy federal and state reporting requirements and better serve the
students of our district. All information provided will be kept confidential in accordance

with law.

STUDENT NAME:

Is the student Hispanic or Latirio?

Yes, Hispanic or Latino (a person of Cuban, Mexican, Puerto Rican, South
American, Central American or other Spanish culture of origin, regardless of race)

What is the student’s race?

American Indian or Alaska Native (a person having origins in any of the original
peoples of North America or South America, including Central America, and who
maintains tribal affiliation or community attachment)

Asian (a person having origins in any of the original peoples of the Far East,
Southeast Asia or the [ndian subcontinent including, for example, Cambodia, China,
[ndia, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand and Vietnam)

Black or African American (a person having origins in any of the black racial
groups of Africa)




BUS TRANSPORTATION REQUEST FORM

1. All requests must be completed and given to the student’s Building Official for review prior to their approval.
THREE SCHOOL DAYS NOTICE IS REQUIRED BEFORE A REQUEST MAY BE GRANTED.

Final approval of request must be made by the Transportation Department prior to student being placed on a
transfer bus to insure that all parties involved (parent/guardian, teacher, building official, Transportation
Department and bus driver) are informed and the student’s safe transportation is assured.

Transfer students must present a bus pass to the driver, given to them by the Principal’s Office, to ride their new
bus to their new location. The transfer stop should be written on the bus pass given to the new driver.

o

(O8]

REASON FOR REQUEST: New Student - Address Change Child Care
Parental Custody Other

South School Upper Elementary Middle School High School
Student Name: Grade & Teacher:

Parent/Guardian Name: ' Phone #:

Current Bus # of student: Current Bus Stop:

Note other siblings in district grades/buildings:

Parent/Guardian signature:

R R S S e A o e e s s e R

Date Parent/Guardian request transportation/transfer to START / /
. (Must be 3 days from date of request)

Frequency of Transfer: (Please circle all that apply)

(Days of Week) (Time of Day)
M T W TH F AM NO LEAP DAYS
M T W . JH:'F PM NO LEAP DAYS
AM Requested Bus Stop:

PV Requested Bus Stop:

If request is for childcare provider, please supply information below:

Name of childcare provider: Phone #:
OFFICE USE ONLY:
Requested Approval: YES _~~ NO __ Bldg. Approval
Trapnsportation Df:parimeﬁ.t Notified: YES  Transportation Official Date [ [
Building notified: Homeroom Teacher Parent/Guardian Date [/ [/
Transportation Notified: Bus Driver(s) Building Secretaries Date  / [
Date Request Will Take Effect: / / New AM bus stop:

New PM bus stop:
New AM bus #: AM P/U Time: Time is approximant
New PM bus #: PM D/O Time: Time is approximant

Revisad 4/17/18



INSTRUCTIONS: PLEASE READ THE FOLLOWING DOCUMENT. KEEP THE HOME COPY-FCR YOUR
RECORDS. SIGN THE OFFICE COPY AND RETURNIT TO SCHOOL AS SOON AS POSSIRLE.
Parsnis, Studsnts, and District Employzas: Ths purposs of this agraamant is to outiins thz rules of
h 4 ] ud ,d S E ,

using computisrs in the Eidon R-l Schools. Sincz studants Using compuisrs wiil aiso bz using tha
focal and wids arsa nsitwork, which includas connscting to.the Intarnst, ths rules must bz
understood by all parents, students, and district employsss. Your signaturs on ths attachad
contract Is I=gzlly binding and indicates that you havs raad tha tarms and condifions carsiully and
undsrstand thalr significanca.

ELDON R-1 SCHOOL DISTRICT
N':_WORV AND INTERNET ACCESS
ACCEP!ABLE Ub’: POL!CY

The Eldon R-1 School District is rs pons'DI« for s~curing ff:: ns EWOE'I’ and computing sy;t,ma in a
Djbia -and economically feasible dsgres against unauthorized access and/or abuss , Whila .making

"&spon

hem accessible for authorized and lsgtjlmae users. This . .responsibility includas mrormma usars. of

ax;aacied andards of conduct and ths punitiva maasures for not adnpnng to th=m Any an=mpf io vzotat_,

he provisions of this policy will resuli in cancellation of usar pﬂwlﬂg s and discl iplinary action.

\ user is required to use nstwork rasources in an efficiant, cthl al, and lzgal mannar, Thﬁ uss of your
istent with the educational objectives of

58
iccess must be in support of education/ressarch and cons
he Eldon R-1 District. ~Activities thaf are acceptabls mulude classroom activitiss, carear ds elopm:u,
ind ressarch. Studznis may not uss ths resources of the Eldon R-] Smoo! District for entsriainmant

Urposes.
tzction Act (CIPA), ths district uzm/ea blockmg software and a

w compliance with tﬁﬂ Children's lmamﬂ i rot
T.E access.

lt=ring syst=m to guard against ir napprop

3:1

-

'stwork Etiquette; Studznis are expact“d to ab1d= by ths gcnarally accepted rules of natwork etigustts.
tiqustts ruls includs, but are not limited fo, ths following: :

= Studsnis must bs polite and uss appropriate languags. Studants should not uss abusiva languags

and vulgaritiss

Studsnts must not reveal their parsonal identifying information (nams, address, phonz number,
social sscurity numbsr, credit card numbar) or thoss of othars.

The nztwork must not be usad in such a way that would caus s disruption of th= usz of ths nztwork
by othar ussrs.

uidslines and Conditions:
Privilagas: Tha use of MOREN=UIntarnst accass is a pmv ilzg2, not a right, and inappropriats usz will
result in a cancsllation of thass privilegss. Thz Technology Coordinato rmay dany accass ai any fims
23 raguired. Th2 administrators, facult y and stafi may raqusst tha Tachnology Coordinator to dany,

avoks, or suspand spacific ussr access.

Ac table Use: Th= usa of your accass must b2 in support of educstion/ras=sarch and bz consistant
with tha sducational objzctives of the Eldon R-1 Distrist



HoOMEz COPY

B SE
rohibitad:

wn

]

L Lt Y o [Tmf Lo~
Rz aciivitiss listzd below

T
‘

> Violation of Iawa, [:)::!, statz, edera! ar dfor international, including c ’im?na‘ copyrignt, privacy
) [ district wn’! rend—lr allreas abl,, 333 istance fo—/orw.
trict tachnalogy in

inlation of any law.

- ~

s of district t~cnn0[ogy for soliciting, adverising, fundraising, commearcial purposes or for financial
g= in, unless authorized by th, dl_::!."lC[. o '

= Delzting, examlnmg, copymg, or modnymg r’ﬂfas and/or dzta balonging to other ussrs without their

prior consant.

assignad to ths individual. This includss

=

s Using any compuisr acces accouns other than th:“
misraprasenting ssii through the usz o anom rp,raon s ID.

s Access
access, that is pornographic, obscens,
libzlous, psrvasively indsce nt or vuigar or advanuomg any product or senvic

ing, viswing, or di;s=~mmaung mormat[on u:mg d st |ct resourcn: including e-mail or Intzrst

child pomography, “harmful to minors, oba cans to minors,
not permitizd fo

minors.
= Introduction of computer “virusss,” *ha rfﬂg too[:, or otha rdiaruptwn/dest '[fé proarama into a
rHoci or district commut,r nu‘warx or an,r ex‘zmal nz fworua SN - ' .
Dzlibsrataly 'r.“mpeﬁqg with a compuier systam (e.g., dx o’n:cm:; and/or switching cajlas or
changing computsr se!:ﬁngs). :
s Giving DQTDDHEE information, such as cor'ulate
number, credit card, or ldummabfa pho[o without par

ams,
SS

phonz numbar address, social sscurity
=

ion from tzachzsrand- pﬂre"ﬁ orgurdnan

Using o—lhﬂ CD“‘IF‘IJH!CEif ion toolsfiorums (2.9., cnaf rooms, blogs, instant msssaging, parsonal e-
mail, pod casts, and Web pagas) except for dasignated classro“m activitizs

computer equipmant. Objscts should not ba plac =-:I on monitors, comput,m
nd beverags snou[j naver ba usad in the vicinity of cornputars or paripherals,

Othsr School Policies: Uss of the school district computer systsm and usa of tha

and tha mission of ths school distric

Failing to care for
keyboards. Food

w

nsistency with O
iri?a n=t shall be consistant with school dis rict_po!iciaa

Tha school district systam is provided on an ‘as i3, as
for financial obligations arising through
sars who subscriba to online ssivices

Limitation of School District Ll:‘bill"y
availabla" basis. Ths school district will not bs responsible
of tha school district systam or the Internat. U
solzly responsiblz for all charges incurrad.

unauthorized u
that chargs fa2

f privilzges. Vandalism is dsi finzd a3 any ma licious
equipmant or sofiwars, and interarence

Vandalism: Vandalism will result in canceliation o
sttampt to harm or dastroy ‘data or anothsr ussr, damags to

with tha MOREN=t or local natwork sarvicas.
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Jstwork and Intarnsi Access Accepianis Uszz Adrsemsnt

By signing this documsnt, the student and parent indicate that 2
tad in the Network and Internst Acceptable U
a

have read tha Natwork and Internat Accass Acceptable Use Policy and agree to follow

and regulations it contains. | furiher undarstand that any violation of the
slines may result in my computer use and Intarnst privileges being restricizd,
ked, or suspendad and may result in school disciplinary action.

ay
(¢¥]

Print Nams Signature Dat

‘s/Guardian’s Agreement

4

Paren

(

As the parent or guardian of this student, | have read the Acceptabls Uss Policy. |
understand that Intemst access at school is provided for educational purposes only. |
undarstand that employees of the school system will make every reasonable efiori to
ostrict access to all controversial material on the Internet, but | will not hold them
responsible for materials my son or daughter acquires or sees as a result of the uss of
the |nternat from school facilitizs. | give my permission to Eldon R-l Schools to allow
the student abova to use the Internst on computers at the school. | undarstard that
violation of this agreemant may result in computer privilages being restricted, revoked,

or suspendad and may result in school disciplinary action.

Signature of Parent or Guardian Date



ELDON R- SCHOOLS ENROLLMENT INFORMATION

2015-2020
Date
Race: (please check) Whits Black Hispanic Indian Asian Other
Student’s Namae: Birthdate: Age:
Address: City: ZipCode

IF PO BOX is used, please list actual strest address abova: PO BOX #

Home Phone #: Cell #: E-mail Address:

Grade Male _ Female

Parent/Guardian (in home) or whem you are living: Are you a registered voter? YES NO
Parent 1 Information: Relation:
Employer: Work #: _ Cell #
Parent/Guardian 2 Information Relation:
Employer: - Work #: Cell #:

Parent/Guardian E-mail Address:

Please list all siblings in Eldon Scheols and their ages:

Are there currently any court orders dealing with custody or visitation? YES NO

IF YES, please provide the school with a copy. We CANMOT honor without documentation.

Emergency Contacts:

1.Mame Relation: Phone #: Cell:

2.Name Relation: Phone #: Cell:

Name of Parent out of the home (if applicable): Relation: Home #:

Employer: Work #: Cell #

Would this parent like a grade card sent to them? YES NO If yes please provide address

Previous school attended {name of school in what State):

Previous school address: Phone #:

Circle the county in which you live: MILLER MORGAN MONITEAU
Circle the district in which you live: ELDON R4} HIGH POINT OTHER
Does the student use a language other than English? YES NO If YES, what language?

Is a language other than English used in the home? YES NO If YES, what language?

Are you or an immediate family member in the Military? (circle ons)  Active Duty  National Guard or Resarve  Unknown

Are you currently living in a temporary residence bacause your homea has been damaged or economic hardship? (e.g. motel, hotel, car,
campsite, shelter)? YES NO

Are you currently living with another family (doubled up) due to loss of housing, economic hardship, or a similar reason? Explain if it is a
similar reason. YES NO Explain:

Has your family moved within the past 3 ysars to seek or obtain temporary or seasonal agricultural or food processing work? YES NO

My signature below signifies | give permission for my child to go on school or classroom trips during the elementary school years. | will be
responsible to notify the school, in writing, if | want to change my position on my child attending field trips during hisfher elementary years.

I give permission for any local newspaper staff or school district to photograph my child and/or to publish hisfher work to social media.

My signature below signifies if | cannot be reached in the event of an emergency, | give consent for the school to obtain, through a physician
or hospital of its choice, such madical care as is reasonably necessary for the studant. | will not hold the school district financially rasponsible for
the emergency care and/or transportation for said child.
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Dear Parer‘ats/Guardians,

The Eldon R-1 School District has partnerad with Central Ozarks Medical Center to offer medical services
through a school- basad health clinic to all of our students. This clinic is housed in the Tornado Shelter between
South Elementary and Upper Elementary, but most services will be provided in the nurse's office at each
school. Jillynn Hull, Family Nurse Practitioner, will provide these services under the supervision of COMC's
pediatrician, Dr, Kristin Theobald-Hazel & family practice physician, Dr. Jamie Thomas . Jillynn can provide a
complete range of medical services for your child, from urgent care when they become sick at school to
monitering chronic conditions, such as asthma. Additionally, Jillynn is able to write prescriptions. All of these
services will be offered to our students at no cost to the family!

Should your child become sick at school, they will follow normal procedures and see our school nurses. If the

school nurse feels that further treatment is necessary, you will be contacted and upon your approval, the nurse
will contact Jillynn. Our hope is that this provides our students with fast, consistent and economical access to

health care so they can focus on what's important... growing in their education!

COMC is a local non-profit organization that has worked to meet the health care needs of our community
and the surrounding area since 1979. This program will provide any pre-registered child an opportunity to
receive medical services at school during normal school hours.

There will never be any treatment provided to your child without your consent. Should your child negd to be
seen by Jillynn, you (or another person you have identified on the registration formsl} will be cal!ed prior to any
care occurring, and you always have the option of being present during care. Ygu will a!so{recellve ; summary
of any care your child receives, and any prescriptions or other referrals your chllq needs. [.l you indicate on the
form the name of your child's medical provider, we will provide records of any'viSIt your chflq has at the school
to that medical provider. We will bill your child's insurance, if any, for the services they receive, but any
remaining balance WILL NOT be billed to the parents/guardians.

We look forward to working with you to provide the best possible medical health services folr your child.
The COMC clinic will also be open during the summer months. Office hours are ﬂﬂonday-FrtdathaFw‘- t
4pm. To schadule an appointment for your child with Jillynn, please call the school- based health clinic a

573-392-8056.



Central Ozarks
thedical Center

Medical » Behavioral - Dental
Patient Registration Form for Medical and/or Dental Services

Student name {Please Print):

Parent/Guardian Name (Please Print):

Mailing Address:

Sex: ;*Male __ Female Birth Date: Gradein School:_
Home Phone: Cell Phone:

Email: @

Emergency Contact: 7 Relationship:

Emergency Contact Phone:

Please indicate if you would like your child to receive on a twice-yearly basis
Plaase mark any services you DO MOT want your child to raceive (note, if DENTAL EXAM is marked, no other
Y L2A0 Sy A0
services can be performed):

Oral Hygiene Instruction and Education Dental Exam
Fluoride Treatment Cleaning
Sealants X-Rays

Responsible/Insured Party Information:
This section must be completed. If uninsured, please mark the appropriate box below.

Child is covered by Medicaid: Yes No Medicaid #

Uninsured

If other Madical Insurance (not Medicaid}):
Name of Insurance:

Policy Number: Group Number:

Insurance Billing Address (back of card):

Name of Policy Holder: Relatienship to patient:

Policy Holder Date of Birth: Employer:

If other Dental Insurance (Not Medicaid):
Name of Dental Insurance:




Dantal Policy Number: Dental Group Number:

Dental Claims Address (back of card):

Nzme of Policy Holder: Relationship to patient:

Policy Holder Date of Birth: Employer:

Social Security Number of Policy Holder
(if you prefer a phone call to provide this information please write “call”:

| request that payment of authorized benefits Medicare, Medicaid, and/or any Insurance Carrier listed, be made to me
or on my behalf to the provider listed on this form, for any services furnished to me by that physician/supplier. |
authorize any holder of medical information about me to release it to the Division of Family Services, the Health Care
Financing Administration, listed insurer(s), and/or agents of these companies, and/or the listed responsible person(s),
any information needed to determine these benefits or the benefits for other related services.

Signature: Date:
If not the patient or parent of patient; please note if you are the Guardian or Power of Attorney and supply

documentation
Consent for Treatment for Medical and/or Dental Services
, consent for treatment of
Printed Name of Parent/Guardian Printed Name of Studant

| attest that | have legal responsibility for this patient and the legal right to direct the medical/dental treatment of this
patient. This consent allows for treatment today and all future appointments. This record may be given to other
providers within Central Ozarks Medical Center to treat this minor as needed.

| understand that my child will be receiving services at school during the school day, and that | will be keptinformed of
when my child receives services and will be updated on their progress.

Signature of Parent/Guardian Date

HIPAA Release
| authorize the additional individuals listed below to provide consent for treatment and to receive health information

related to my child’s treatment.

Authorized Individual(s) and Phone Number(s)

| give Central Ozarks Medical Center (COMC) consent for treatment of my child for health care services. |
understand that services are available without discrimination prohibited by federal and state law. | understand

that no treatment will be given without my knowledge or consent unless it is an emergency.

o | understand that the information in my child’s health record is confidential and will not be
released to any unauthorized person or agency without my consent.

s |authorize COMC to only disclose any portion of my child’s health record to school personnel only
as it relates to my child’s academic success, including scheduling treatment and confirmation that
my child is receiving services.

s lauthorize COMC to have access to my child’s school records only to assist in providing
necessary care to my child.



Health History

Student Name: Date of Birth:

Please list any health concerns:
Is your child under a physician’s care now? gYes oNo
If ves, please list physician’s name and name of the madical clinic:

Is your child taking any over-the-counter or prescription medications or vitamins? oYes 0ONo

if yes, please list:

Preferred Pharmacy:

Has your child ever been to the hospital due to serious illness, injury, or surgery (Please provide details)?

Is your child allergic to any of the following?
oAspirin oPenicillin oCodeine oAcrylic oMetal olatex oSulfa Drugs olocal Anesthetics aNut Allergy oMilk Protein
o Tylenol albuprofen/NSAIDS oOther?

Is there any additional information that you feel is important or would help in the treatmant of your child?

Family Medical History

Has your child ever had any of the Ya | No Comments
following? 5
ADHD
Asthma Mild  Moderate  Severe  Exercise Induced
Autism

Blood Disorders (Anemia, Hemophilia,
Sickle Cell Disease

Cancer

Cystic Fibrosis or Respiratory Disease

Endocrine Disease {Diabetes, Thyroid,
Glandular)

Genetic Disorder/Syndrome (please
describe)

Heart Disease (murmur, surgery, previous
endocarditis, congenital abnormality)

Immunocompromise

Kidney Disease

Liver Disease (Hepatitis)

Mental or emotional problems, or
developmental delays

Neurological Diseasa (seizures)




STD or HIV

Severe Headaches

Sight, hearing, or speech disorder
Skin, bone, muscle or joint disease
Other:

Consent and Acknowledgement of Receipt of Privacy Practices

| attest that to the best of my knowledge the questions on this form have been accurately answered. | understand that
providing incorrect information can be dangerous to my child’s health and unlawful. It is my responsibility to inform the
medical/dental office of any changes related to the information in this packet.

e are committed to protecting your personal health information in compliance with the law. Our Notice of Privacy
Practices is attached (final page of packet). We are required by law to give you a copy of this notice and to obtain your
written acknowledgement that you have received a copy.

l, __, hereby acknowledge that | have received a copy of the
Notice of Privacy Practices.

Signature of Parent/Guardian Date




MNotice of Privacy Practices

Pleasea tear this pags off and retain for your records

This natice dascribes how medical information about you can be used and disclosed, and how you can gat access to this information. Please raview it carafully, If you
have any questions, please contact our Privacy Officer at phone number (573) 765-5131 or cmealysa@cantralozarks.org.

Who will follow this notice?

The list belaw tells you who will follow the outlined practice for keeping your medical racord private.

All Central Ozarks Medical Center Madical and Dental Clinics {COMC). Any COMC health care profassional that treats you at any of our locations. All COMC
employees, temporary or contract staff, students and voluntears.

What is this Notice?

We are required by law to maintain the privacy of your protected health information. We are alsa raquired by law to give you this notice of our legal duties and
privacy practices regarding your health information. We are requirad to notify you if there is a braach of your unsecured protectad health information. We ara
requiraed to follow the tarms of the current Notice of Privacy Practices.

We may use and disclose your health information for:

Treatment: We may use and disclose health information for your medical treatment and services. Payment: We may use and disclose health information to bill for
and receive payment far the sarvices provided to you. Health Cara Operations: W= may use and disclose health information for purposes of health care oparations.
Appointment Reminders: To ramind you that you have an appointment schaduled with us. Treatment Alternatives: To inform you of treatment options available to
you. As required by Law: When required to do so by applicable law. To prevent a Serious Threat to Health or Safety: To prevent a serious threat to your health and
safaty or the health and safaty of others. Individuals Invelvad in your Care: Unlass you object, to friends, family membars or others involved in your medical carz or
who may ba helping pay for your care. Organ and Tissue Donation: Organ or tissue donation to organizations that handle organ procurement and transplant.
Decedents: Health records for patients deceasad 50 or more years ara no longer considerad Protected Health Information. Genatic Information: Genetic Information
is considerad Protacted Health Information, which may be disclosed with authorization but cannot be used by health plans for underwriting purposes. Military and
Veterans: If you are a member of the armed forces, as required by military command authority. Worker’s Compensation: For worker's compansation purposes or
similar programs providing benafits for work relatad injury or illness. Public Health Activities: Far public health activities such as preventing or control of disease,
reporting births and deaths, and reporting child abuse and neglect. Health Ovarsight Activities: To governmental agencies and boards as authorized by law such as
licensing and compliance purposas. Braach Notification: Uses or disclosures of PHI that are not permissible ara now presumed to be a Breach, unless it can be
demonstratad a "low probability” exists that your PHI has been compromised or that an exception applies. Disaster Relief: Unless you object, to disaster relief
organizations to coardinate your care or notify family and friands of your location or condition following a disaster. Lawsuits and Disputes: In rasponse to a warrant,
court order, or other lawful process. Law Enforcement: Pursuant to process and as otherwise requirad by law. Coroners, Medical Examiners, Funeral Diractors: As
necessary to determine the cause of death or to perform their duties. National Security and intelliganca Activities: Te authorized federal officials for intalligence and
other national security activities as authorized by law. Protective Services for the President and Others: To faderal officials to provide protection to the President and
ather authorized parsons, or conduct special investigations. Inmates or Individuals in Custody: If you are an inmate or in the custody of law enforcement, we may
disclose to the correctional institution or law enforcemant official as necassary to provide you with health care, to protact the health and safety of you and others, or
for the safaty and sacurity of the corractional institution. Research Studies and Clinical Trials: Authorizations may be combinad in the research context subjact to
cartain requirements, and authorizations for futura research are also permitted. Business Associates: Business Associates are directly liable for violations of the
HIPAA/HITECH Act. Subcontractors of a husiness associate that create, receive, maintain or transmit PHI on behalf of the business associate are likewise HIPAA
business associates, and subjact to the same raguirements that the first business associata is subject ta. Fundraising: For raising funds. You may opt out of recaiving
fundraising communications at any time. Other disclosuras: With certain exceptions, we are not allowed to usa or disclose psychotherapy notes without your
authorization. We are also not allowed to usa or disclose your health information for marketing purposes or sell your health information without your authorization.
Other uses and disclosures of your hezlth information not described in this Naotice of Privacy Practices or applicable laws will require your written authorization. If you
choose to permit us to use or disclose your health information, you can revoke that authorization by informing us of your decision in writing. If you revoke your
authorization, we will no longsr use or disclose your health infermation as set forth in the authorization. However, any use or disclosure of your health information
made in reliance on your authorization before it was revoked, will not be affected by the revocation.

Your rights regarding your health information: In most cases, you may make a writtan request to look at, or get a copy cf your health information. If you raquest
copies, we may charge a fee for the cost of copying, mailing or other related supplies. If we deny your request to review or obtain a copy, you have the right to have
that denial raviewed by a licensed health care professional who was nat directly involved in the denial of your raquest, and we will comply with the outcome of that
review. If your health information is maintained in electronic format, you have the right to request an electronic copy of your health information. If your health
information is not raadily producible in the format you request, it will be provided either in our standard elactronic format or as a paper document. \We may charge
you a reasonahle cost based fae for the labor associatad with transmitting electronic health information. If you faal your health information Is incorrect ar
incomplate, you hava ths right to requast that we amand your information. You must submit 2 writtan request providing your raason for raquesting the
amendment to the Privacy Officer. Your request to amend your health information may be denied if it was not creatad by us; if it is not part of the information
maintained by us; or if we determine that the information is carrect. You may submit a written appeal if you disagree. Your request for amandment will be included
as a part of your health information. You have the right to receive a list of certain disclosures we made of your health information, for a pariod of time up to six
years prior ta the date of your request. The first list you request in a 12-month period is free. If you maka more requests during that time, you may be chargzd our
cost to produce the list. We will tall you about the cost before you are charged. You have the right to a paper copy of this notice. You may ask us to give you a copy
of this notice at any tima. You have the right to request that your health information be givan to you in a confidential manner. You have the right to raquest that
we cammunicate with you in a certain way or at a certain location, such as by mail or at your workplace. Any such request must be made in writing to the Privacy
Officer. We will accommodate reasonable raquests. You have a right to ask that we not disclase your health information to your health plan if the disclosure is for
the purpose of carrying out payment or healthcare operations and is not otherwise required by law. Such rastricted disclosure must pertain solely to a healthcare
itam or servica for which you, or someone on your behalf, hava paid us in full. You may request, in writing, that we not use or disclose your health information for
treatment, payment or healthcare operations; or to persons involved in your cars; whan required by law; or in an emergency. All written requests ar appeals should
be submittad to our Compliance Office listed at the end of this notice. We are not raquirad to agree with the requested restrictions. You have the right to be notified
if thera is an unauthorized use or disclosura of your unsecured protactad health information unless we determine that there is a low probability that your

information has been compromisad.

Complaints:

If you believe that your privacy rights may have been violated, you may contact our Privacy Officer, Courtney McElyea, at 573-785-5131 or by email at
cmcelysa@centralozarks.org. You may write us at Central Ozarks Medical Centar Attn: Courtnay McElyaa PO Box 777, Richland, MO 65556. You may also contact
Missouri Department of Health, Bureau of Health Facility Regulation: 1-573-751-6303 and/or the State Attorney General's Office Censumer Hot Line: 1-800-392-8222.
You may file a complaint with the U.S. Departmeant of Health and Human Services Office of Civil Rights at:
hitp://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html The Office of Corporata Compliance can provide the mailing address. We will not retaliate against you
for filing a complaint. If we changa our policies regarding our usz and/or disclosurs of your protactad health information, we will change our Notice of Privacy
entralozarks.org. You

Practices and maka the ravisad notice available to you on our website and our practice locations. You may access our website at htip://www

may slso request 3 paper copy of the current Notice of Privacy Practices at any time.



