
2010-2011  
1st – 6th GRADE REGISTRATION FOR 

OLIVET, PINER, SCHAEFER & JACK LONDON SCHOOLS 
BEGINS:  

MONDAY, FEBRUARY 22, 2010 
 

   ► PLEASE RETURN: R Completed registration packet to  
                             your SCHOOL OF ATTENDANCE  
   ► PLEASE BRING:   R County Certified BIRTH CERTIFICATE  
                           R Original IMMUNIZATION RECORD 
                          R Proof of ORAL HEALTH ASSESSMENT 
   ► If you have any questions, please call the Office Manager of your 
     school of attendance during the times listed below. Thank you!  

OLIVET SCHOOL 
Cindy Keyes 

1825 Willowside Rd. 
522-3045 

Monday – Friday 
9:00 a.m. – 3:00 p.m. 

PINER SCHOOL 
Azura Leon 

2590 Piner Rd. 
522-3030 

Monday – Friday 
9:00 a.m. – 3:00 p.m. 

SCHAEFER SCHOOL 
Cathy Manno 

1370 San Miguel Ave. 
522-3015 

Monday – Friday 
9:00 a.m. – 3:00 p.m. 

JACK LONDON SCHOOL 
Sue Cole 

2707 Francisco Ave. 
522-3310 

Monday – Friday 
9:00 a.m. – 3:00 p.m. 

 INTERDISTRICT TRANSFERS 
Piner-Olivet District Office 

Connie Prevot 
3450 Coffey Lane 

522-3000 
Monday – Friday 

8:00 a.m.- 4:00 p.m. 



 

PINER-OLIVET UNION SCHOOL DISTRICT 
2010-2011 

1ST - 6TH GRADE NEW STUDENT REGISTRATION CHECK SHEET 
www.pousd.org 

 
 

Name of Student________________________________________________ Date of Birth_____________  

Name of Parent(s)_________________________________ Grade             In the School Year of________ 

Address _____________________________________________________________________________ 

City ________________________________________                       Zip Code______________________ 

Home Ph____________________       Cell Ph ___________________  Work Ph____________________ 

  
 

* PLEASE NOTE:   
Registration is not complete until all forms and immunizations are completed and verified. 
 

OFFICE USE ONLY  

REGISTRATION INFORMATION 

Ä REGISTRATION FORM 

Ä BIRTH CERTIFICATE (**MUST BRING ORIGINAL**) 

Ä EMERGENCY CARD  

Ä RELEASE OF STUDENT RECORDS 

 

Ä LIBRARY 

Ä TECHNOLOGY 

 

MEDICAL INFORMATION  

Ä HEALTH HISTORY 

Ä ORAL HEALTH ASSESSMENT - **(NEEDED FOR GRADES K – 5  ONLY)** 

Ä IMMUNIZATIONS RECORD (**MUST BRING ORIGINAL**) 

IMMUNIZATIONS NEEDED: 
 

Polio:           #1____    #2____    #3____    #4____    #5____ 

DTP:             #1____    #2____    #3____    #4____    #5____ 

MMR:           #1____    #2____  

Hepatitis B:   #1____      #2____      #3_____ 

Varicella (Chickenpox):  #1 ____ 

 

     Comments:_________________________________________________________________________ 
 

     Staff initial: __________         Date Packet Received:__________ 
 
 
               WHITE – Office Copy    YELLOW – Parent Copy 
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OFFICE USE ONLY 
Date Received   
Date Enrolled    
Inter _____   Intra _____  O/E _____ 
Displaced _____  

Piner-Olivet Union School District  
3450 Coffey Lane ♦ Santa Rosa, CA ♦ 95403-1919 

(707)  522-3000 ♦  Fax (707)  522-3007 
 

OFFICE USE ONLY 
Grade       

Teacher    

School      

 
BIRTHDATE:         /          / Ç MALE: Ç FEMALE:  

 
STUDENT REGISTRATION INFORMATION (PLEASE PRINT) 

 
CHILD'S LEGAL LAST NAME   FIRST                 M. INITIAL 
 
Address     Apt. # 
 

City    State  Zip 

 
Phone Number 

 
Child's Birth Place     State  Zip 
 
School Last Attended   Dates: 
 
School Address          City                  State         Zip 
 
• Date first attended a California School:                   /           /  
   
• Date first attended United States School:                /           /  
 
• ETHNIC BACKGROUND 

 American Indian or Alaskan 
 Chinese 
 Japanese 
 Korean 
 Vietnamese 
 Asian Indian 
 Laotian 
 Cambodian 
 Other Asian 

 Hawaiian 
 Guamanian 
 Samoan 
 Tahitian 
 Other Pacific Islander 
 Filipino 
 Latino/Hispanic 
 Black or African-American 
 White (not Hispanic) 

• SPECIAL SERVICES STUDENT HAS RECEIVED 
 Resource Specialist Program 
 Special Education Class 
 Speech/Language Therapy  
 Special Reading Help 
 Title I  
 ESL/ELD Program  

 Gifted Program (GATE) 
 Counseling  
 Health Problem________________ 

________________________________ 
 Other________________________ 

________________________________ 

• HOME LANGUAGE SURVEY 
The California Education Code requires schools to determine the language(s) 
spoken at home by each student. This information is essential in order for schools 
to provide meaningful instruction for all students.  Your cooperation in helping us 
meet the requirement is requested. 

Please answer the following: 
1. What language did your child learn when first beginning to talk? 
   
2. What language does your child most frequently use at home? 
   
3. What language do you most frequently speak to your child?  
   
4. Name the language most often spoken by the adults in the home. 
   

 
 

 
* Parent’s/Guardian’s Signature 

 

 
FAMILY INFORMATION (PLEASE PRINT) 

  
FATHER’S NAME  
    
Birth Place  Occupation 
   

  
MOTHER’S NAME  
  
Birth Mother’s Maiden Name   
    
Birth Place  Occupation 
   

• STUDENT LIVES WITH  

 Mother 
 Father 
 Stepmother 
 Stepfather 

 Guardian 
 Foster Mother 
 Foster Father 
   Other__________________ 

  
Name of Step/Foster Parent - Guardian  
  
Address (if other than student’s)  
• If student lives with other than both natural parents full time, please 

explain: (Please attach pertinent court orders) 
_________________________________________________________
_________________________________________________________ 
 

• PARENT WITH HIGHEST LEVEL OF EDUCATION 
 Graduate school or,    

         postgraduate training 
 College graduate 
 Some college 

 High school graduate: 
        grade completed _________ 

 Not a high school graduate 
 Declined to state or unknown 

  
• OTHER CHILDREN ATTENDING PINER-OLIVET SCHOOLS: 

(Please list oldest child first) 
     
Name School  Grade 
     
Name School  Grade 
     
Name School  Grade 
 
• OTHER CHILDREN LIVING IN HOUSEHOLD 
 

Name       Birthdate 
   
Name       Birthdate 
   
Name       Birthdate 
   

 
 

 
Date 

             

WHITE – CUM * FAX TO DISTRICT OFFICE IF SPECIAL SERVICES BOX 3’d  PINK - TEACHER 
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Olivet – Piner – Schaefer – Jack London Elementary Schools 

TEMPORARY EMERGENCY PROCEDURE FORM 
 

KINDERGARTEN - 6th GRADE NEW STUDENT INFORMATION SHEET 
 

* PLEASE PRINT ALL INFORMATION 
* RETURN TO SCHOOL OFFICE 
* This is a temporary form–you will receive an emergency card requesting extensive information on the first day of school. 

Name(Last) 
 
 

Name(first) 
 
  

 
Male    Female   

Birth Date: Home Phone: Grade:  

Address: 
 
 

City: Zip Code: 

MOTHER: FATHER: 
 
 

Home Phone Number: Cell: Home Phone Number: Cell: 

E-mail: E-mail: 

Employer: Work Phone Number: Employer: 
 

Work Phone Number: 
 

Student lives with: 

 

Relationship: 

If other than both parents (above), please supply name and address of non-resident parent: 
 
 
Siblings Attending District 
 
Name: 

School: 

 

Name: School: 

 

In case of an Emergency, (illness/accident) or Disaster, (flooding/earthquake/etc.), I authorize school personnel to release my child to 
the individuals, other than parent  (In order or preference) below: 

Name: 

Relationship: 

Home Phone:                                                 Cell: 1 

Employer: Work Phone:    

Name: 

Relationship: 

Home Phone:                                                 Cell: 2 

Employer: Work Phone:    
   

EMERGENCY INFORMATION 

Ç I DO authorize 
Ç I DO NOT authorize my son/daughter 

to be taken to the nearest medical center 
for treatment, (if I am unavailable) 

Hospital:      
Physician:     
 

SERIOUS HEALTH PROBLEMS 
 

(Please Note all Health Concerns & any New Concerns) 

___________________________________
___________________________________
___________________________________
___________________________________ 

OFFICE USE 
ONLY 

Ç RSO 

Ç EPI-PEN 

Ç GRANTED 

Ç DENIED 

In case of an emergency,    I DO authorize   I DO NOT authorize my son/daughter to be given a blood transfusion, (if I am unavailable) 
IN THE EVENT OF A LIFE-THREATENING ALLERGIC REACTION,     I DO authorize     I DO NOT authorize,  TRAINED SCHOOL 
PERSONNEL TO ADMINISTER EMERGENCY TREATMENT (ADRENALINE VIA EPI-PEN) TO MY CHILD 
 
       

* Signature of Parent/Guardian  Date                             
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Sonoma County Office of Education 
STUDENT HEALTH HISTORY 

 
     
Date:   School:  
   
Student’s Name: Sex:  M      F 
   
Birthdate:  Teacher:  
    
Parent/Guardian:  
    
Address:  
 Street                           Apt.                                         City                                     Zip 
    
Telephone: (Home) (      ) (Work) (      ) 
    

 

HAS YOUR CHILD HAD ANY OF THE FOLLOWING: 
o Chicken Pox o Tuberculosis o Diabetes 
o Asthma o Allergies o Stinging Inset Allergy 
o Heart Problems o Behavior Problems o Convulsion, Seizure 
o Frequent Colds o Recurring Ear Infections o Eye Problems 
o Movement Limitation   
o Recent illness, hospitalization, surgery or other physical condition which limits your child’s 

physical activity at school 
  

Please provide additional information for any of the above conditions checked: 
  
 

 

ü ALL MEDICATION SENT TO SCHOOL MUST BE IN THE PRESCRIPTION 
CONTAINER WITH A CURRENT DATE. 

   

Does your child require medication while at school? o Yes o No 
If yes, please complete an “Authorization for Administration of Medication” (obtain form 
from the school secretary) 
Please indicate:   
Medication  Dosage  Hour(s) given  
Medication  Dosage  Hour(s) given  
   

 

Date of last physical exam:     Doctor  
Date of last dental exam:     Dentist  
Does your child wear glasses? o Yes o No 
Does your child have any medical condition which might  require care while at school or 
which might restrict his/her physical activity, such as in contact sports? (Please 
describe) 
  
 
 

Information obtained from this health history may be included on a confidential health 
conditions list, if appropriate.  For more information/concerns, please contact the school 
nurse. 
 

PARENT SIGNATURE                  DATE 
 

White: CUM File Yellow: Health Office 
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PINER-OLIVET UNION SCHOOL DISTRICT
3450 Coffey Lane ◆ Santa Rosa, California 95403-1919 ◆ (707) 522-3000  ◆ Fax (707) 522-3007 

 
             www.pousd.org 

 
 

 
February, 2010 

 
Board of Trustees 

Lisa Anderson 
William Campbell 

Mardi Hinton 
Beth Mead 

Tricia Woods 

◆ 
Superintendent 
Marion Guillen 

New California Oral Health Assessment Requirement 
 
 
Dear Parent or Guardian: 
 
To make sure your child is ready for school, California law, Education Code Section 49452.8, now 
requires that your child have an oral health assessment (dental check-up) by May 31 in Kindergarten 
through Fifth Grade, whichever is his or her first year in public school. Assessments that have 
happened within the 12 months before your child enters school also meet this requirement. The law 
specifies that a licensed dentist or other licensed or registered dental health professional must do the 
assessment.  
 
Take the attached Oral Health Assessment/Waiver Request form to the dental office, as it will be 
needed for your child’s check-up. If you cannot take your child for this required assessment, please 
indicate the reason for this in Section 3 of the form. You can get more copies of the necessary form at 
your child’s school or online from the California Department of Education’s Web site at 
http://www.cde.ca.gov/ls/he/hn/. 
 
California law requires schools to maintain the privacy of students’ health information. Your child’s 
identity will not be associated with any report produced as a result of this requirement.  
 
The following resources will help you find a dentist and complete this requirement for your child: 
 

1. Medi-Cal/Denti-Cal’s toll-free number or Web site can help you to find a dentist who takes 
Denti-Cal: 1-800-322-6384; http://www.denti-cal.ca.gov. For help enrolling your child in 
Medi-Cal/Denti-Cal, contact your local social service agency at (fill in appropriate local contact 
information, available at http://www.dhs.ca.gov/mcs/medi-Calhome/CountyListing1.htm.) 

 
2. Healthy Families’ toll-free number or Web site can help you to find a dentist who takes Healthy 

Families insurance or to find out if your child can enroll in the program: 1-800-880-5305 or 
http://www.healthyfamilies.ca.gov/hfhome.asp.  

 
3. For additional resources that may be helpful, contact the local public health department at (fill 

in appropriate local contact information, available at http://www.dhs.ca.gov/mcs/medi-
Calhome/CountyListing1.htm) 

 
 
                    (Updated: 12/22/09) 

 
         Jack London Elementary School ◆ Olivet Elementary School ◆ Piner Elementary School ◆ Schaefer Elementary School ◆ Piner-Olivet Charter School ◆ Northwest Prep at Piner-Olivet 



 
 
 
 
 
Remember, your child is not healthy and ready for school if he or she has poor dental health! 
Here is important advice to help your child stay healthy: 
 

•  Take your child to the dentist twice a year. 
 
•  Choose healthy foods for the entire family. Fresh foods are usually the healthiest foods. 
 
•  Brush teeth at least twice a day with toothpaste that contains fluoride. 

 
•  Limit candy and sweet drinks, such as punch or soda. Sweet drinks and candy contain a lot of 

sugar, which causes cavities and replaces important nutrients in your child’s diet. Sweet 
drinks and candy also contribute to weight problems, which may lead to other diseases, such 
as diabetes. The less candy and sweet drinks, the better! 

 
Baby teeth are very important. They are not just teeth that will fall out. Children need their teeth to eat 
properly, talk, smile, and feel good about themselves. Children with cavities may have difficulty 
eating, stop smiling, and have problems paying attention and learning at school. Tooth decay is an 
infection that does not heal and can be painful if left without treatment. If cavities are not treated, 
children can become sick enough to require emergency room treatment, and their adult teeth may be 
permanently damaged.  
 
Many things influence a child’s progress and success in school, including health. Children must be 
healthy to learn, and children with cavities are not healthy. Cavities are preventable, but they affect 
more children than any other chronic disease. 
 
If you have questions about the new oral health assessment requirement, please contact the school 
nurse of your school site. 
 
Schaefer and Piner:  
Nancy Carle, (707) 522-8917 ext. 13 or e-mail, ncarle@pousd.k12.ca.us 
 
Jack London and Olivet:  
Andrea Finerty, (707) 522-8917 ext. 14 or e-mail, afinerty@pousd.k12.ca.us  
 
 
Sincerely, 
 
 
 
Karen Ricketts 
Director of Student Instruction 
 
 
 
 
Attachment: Oral Health Assessment Request/Waiver Form 
 
 
 
 



February, 2010                                                                                   California Department of Education 
                                                                                                                   Piner-Olivet Union School District 

 

 
 
 

Oral Health Assessment/Waiver Request Form 
 
California law, Education Code Section 49452.8, now requires that your child have an oral 
health assessment in Kindergarten through Fifth Grade, whichever is his or her first year 
of public school.  The law specifies that the assessment must be performed by a licensed 
dentist or other licensed or registered dental health professional.  Oral health assessments that 
have happened within the 12 months before your child enters school also meet this requirement. 

 
If you cannot take your child for this assessment, you may be excused from this requirement by 
filling out Section 3 of this form. 

 

Section 1 
To be completed by the parent or guardian 

 
Child’s First Name: 
 

Last Name: 
 

Middle Initial:
 

Child’s birth date: 
 

Address: 
 

Apt.: 
 

City: 
 

ZIP Code: 
 

School Name: 
 

Teacher: 
 

Grade: 
 

Child’s Gender: 
o Male 
o Female 

Child’s race/ethnicity:   
o White 
o Asian 

o Black/African American   
o Indio Americano   

o Hispanic/Latino 
o Alaska Native 

o Native Hawaiian/Pacific Islander o Multi-racial 

Parent/Guardian Name: 

o Unknown  
 

Section 2 
 Oral Health Data Collection                                  

To be completed by the dental professional conducting the assessment 
 

Assessment Date: 
 

Visible caries 
and/or fillings 
present: 
o Yes  
o No 

Visible caries 
present: 
o Yes 
o No  

Treatment Urgency  
o No obvious problem found 
o Early dental care recommended 
o Urgent care needed 
 

 
 
______________________________________________________________________   

Dental professional’s signature       Date 
            

 
 

Updated: 12/22/09 
 

Original to be retained in child’s school record. 
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Section 3 
Waiver of Oral Health Assessment Requirement 

To be completed by a parent or guardian requesting to be excused from this requirement 
 

I request that my child be excused from the oral health assessment requirement for the following 
reason:  (Please check the box that best describes the reason.) 

 
Ç I am unable to find a dental office that will take my child’s insurance plan. 
 
Ç My child is covered by the following insurance plan:  
 o Medi-Cal/Denti-Cal     o Healthy Families     o Healthy Kids     o None 

  o Other __________________________________ 
 
Ç I cannot afford an oral health assessment for my child. 

 
Ç  do not wish my child to receive an oral health assessment. 

 
Optional:  other reasons my child could not get an oral health assessment:  _______  

              _____ 
              _____ 
              _____ 

 
 

California law requires schools to maintain the privacy of student’s health 
information.  Your child’s identity will not be associated with any report produced as a result 
of this requirement.  If you have any questions about this requirement, please contact your 
school office. 

 
 
 
 
      Signature of parent or guardian      Date 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Original to be retained in child’s school record. 
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