
Child’s Name: _____________________________________________________________

      Student Information Questionnaire 
Complete information for classroom teacher. 

      Parent Handbook Acknowledgement and Photo Release
Read Parent Handbook 
Parent signature required on Handbook Receipt form
Parent signature required on photo release form

     Permission Form for Children to go Off-Premises 
Parent signature required in 4 places

     OPTIONAL: Release of Student Records
If your child has previously attended another school, sign release and request your child’s 
current school to send copies of all classroom records, test scores, health information, and 
other pertinent information regarding your student to Highlawn.

Medical Record: Medical History
Complete information 
Parent signature required at bottom of page

Authorization for Emergency Medical Care
Complete information
Parent signature required in middle of page
Parent signature must be NOTARIZED

Medical Record: Child Health Assessment
Must be completed and signed by licensed physician

History of Immunizations
Name/date of birth must be on attached form
Parent signature/date required at bottom of attached page 
Copy of child’s immunization record can be entered on form or attached.  It is the parent’s 
responsibility to keep this information up to date with Highlawn’s office.
Certification from licensed physician stating that immunizations “would endanger child’s life” 
is the only immunization exemption accepted.        

       OPTIONAL:  Authorization of Emergency Treatment Plan for children with food or other allergies.   
Must be signed by physician.

       Child’s Birth Certificate
Attach copy of your child’s birth certificate to returned forms.

Highlawn Montessori School 
2025-2026 Required Forms

• All forms are REQUIRED and due in the school office no later than Wednesday, July 23, 2025.

• RETURN form packet to Highlawn’s office when complete.  There is a mailbox to the right of 
the main office door.  Please help office staff by returning as soon as possible.

• All forms, WITHOUT EXCEPTION, MUST be returned to the Highlawn office before your child 
can begin school.          

• CHECK the list below to make sure you don’t miss any important SIGNATURE lines.  Many 
incomplete and/or late forms are turned in each year.  Please help us focus 100% of our 
attention on making your child’s transition to Highlawn go smoothly rather than on collecting 
required late paperwork.

• Don’t wait until the last minute!  You’ll need your child’s doctor to complete the KDHE health 
assessment.  The emergency form must be NOTARIZED.  



 
Highlawn Montessori School 

Student Information Questionnaire 
 

Child’s full name   
Goes by    

 

Date of Birth     
Gender     

 

Father  Mother  

Name  Name  

Date of birth  Date of birth  

Occupation  Occupation  

Place of employment  Place of employment  

Business address  Business address  

Business phone  Business phone  

Cell phone  Cell phone  

E-mail address  E-mail address  

Hours worked/week  Hours worked/week  

 

Do both parents live with the child?    
Are parents separated or divorced?     
Is either parent deceased ?    
Is either parent away for long periods of time?        
Is the child adopted?    

 

Other members in your household Age Relationship 
   

   

   

   

 

List pet (name & species) currently residing in your household:     
 

Conditions at birth:      
_ 

Conditions of other siblings at birth:     
Handedness of child: right  left     
Handedness of parents and siblings: Mother     Father     Siblings     
Development of coordination: slow  normal  fast     
Do you consider it now to be:  poor     fair     average  good     
Any unusual coordination problems?     
Age of crawling     standing     walking     
Age of talking: words  sentences     
Any speech deviations or concerns?  If yes, please explain.    



Does child suck his/her thumb?  If yes, which thumb?  
___________________________________________________________

Has child shown evidence of hyperactivity?  If yes, please explain:  ___________________________________________

Has child shown evidence of low activity?  If yes, please explain:  ____________________________________________

Is there any information about your child’s development (i.e. birth defects, brain damage, diseases, injuries, sight or 
hearing problems) that we should have?  Any other pertinent information?   _____________________________________

_________________________________________________________________________________________________

How long have you lived in your present neighborhood?   ___________________________________________________

What age children live in the neighborhood?  2-4  __________  4-6  ____________  6-9 __________ Older ___________

From which age level does your child select playmates?   ___________________________________________________

How much time does your child play alone?  Always _________  Often _________  Seldom _________  Never_________

Does your child enjoy playing alone?   __________________________________________________________________

To what extent do adults supervise your child’s play?    _____________________________________________________

Potty Training

What is your child’s attitude about going to bed at night?  ___________________________________________________

What is your child’s usual bed time?  ___________________________ Usual waking time?    ______________________ 

Does your child take a regular nap? Yes  ____________  No  ____________      How long?    ______________________ 

What is your child’s attitude toward taking a nap?             ___________________________________________________

Health History Comments

High temperatures

Seasonal Allergies

Food Allergies

Fractures

Ear Infections

Hospitalization

Other

How does your child state 
the need for the following?

Urination Bowel Movement

Actual words used

How dependable is he or she?

Any special information?   



Which of the following experiences with other children has your child had prior to starting school?

What experiences with music has your child had at home? __________________________________________________

What opportunities for hearing stories are offered?   _______________________________________________________

List any particular interested of your child (such as rock collecting, dinosaurs, gardening, etc.) ______________________

Where does your child play indoors? ___________________________________________________________________

Where does your child play outdoors?  _________________________________________________________________

Is your child provided with a special place to keep personal items?  If yes, where? _______________________________

Does your child show a strong interest in helping around the house?   Yes  ____________  No  ____________

Does your child have any responsibilities at home?  Yes  ____________  No  ____________

Setting table  ____________ Drying dishes  ____________     Making the bed   ____________

Other?  ________________________________________________________________________

Which of the following has your child experienced? 

Is there anything that we should be aware of to make your child's transition to Highlawn smooth and pleasant?

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Activity Yes No Comments

Neighborhood Play

Church/Sunday School

Day Camp

Mother’s Day Out

Birthday Parties

Family Friends

Other (list) 

Travel by Yes No Comments Going to Yes No Comments

car museum

plane zoo

train concerts

bus plays

bicycle movies

boat farm

other camping



To what extent can your child achieve the following: 
 

To what extent can your 
child achieve the following: 

Completely With help Not at all 

Buttoning    

Zipping    

Tying under chin    

Shoes on and off    

Tying shoelaces    

Boots on and off    

Buckling    

Putting toys away    

Hanging up clothes    

 
When you find it necessary to discipline your child, what do you usually do? 

Mother:     
 
 

Father:     
 
 

Does your child seek adult attention?  Often  Seldom  Never    

Whose attention is usually sought?     

Does your child get along well with brothers and sisters, as a rule?     

Are there any special problems in the neighborhood which affect your child? If yes, please explain 
 

 
 

Does your child accept new people easily? Yes  No     

Does your child face problems constructively without crying? Yes  No     

Does your child have any special fears? Yes  No     

If yes, what?     

Child’s most desirable quality:      

Child’s least desirable quality:      

Please indicate below any further information or routines about your child or your family which you feel will be helpful to us 
in understanding your child’s behavior: 

 
 
 

Does your child enjoy a variety of food? Yes  No     

Does your child eat with the family? Yes  No     

What do you do when your child refuses food?     

Is there anything unusual about your child’s eating habits which you feel we should know before he or she eats at school? 
 
 
 



                ACKNOWLEDGEMENT OF HANDBOOK RECEIPT                    .                                                              

Please read this handbook carefully and refer any questions you may have to Highlawn’s 
Director. After you have read and understand the Parent Handbook, sign acknowledgement 
and return to the Highlawn Office.  

I have read and fully understand the guidelines set forth in the Family Handbook. I have a 
copy of this handbook for my personal reference.  

Child’s Name (print):  _________________________________________________________ 

Parent’s Name (print):  _________________________________________________________ 

Parent’s Signature: _________________________________________________________ 

Date:     _________________________________________________________ 

 
 

             HIGHLAWN MONTESSORI SCHOOL PHOTO RELEASE        .                                                                               

I authorize Highlawn Montessori School or anyone authorized by the school to use and 
reproduce any and all photographs or videotape taken of my child for Highlawn’s art, 
newsletters, advertising, school web site, annual yearbook, or any similar purpose of 
Highlawn’s, without compensation to me. All negatives and positives, together with the prints, 
shall constitute the school’s property, solely and completely; provided that Highlawn will not 
sell or license any such photographs or videotape or authorize others to do so without my 
prior written consent. Highlawn will not publicly use or disclose identifying personal 
information of my child in connection with any such photographs or videotape.  

I hereby waive any right that I may have to inspect and/or approve the finished product that 
may be used, or the use to which it may be applied.  

My child’s photo may be used as described above.  

Child’s Name (print):       ______________________________________________ 

I am the parent and/or guardian of the minor named above and have the legal authority to 
execute the above consent and release.  

Parent’s Name (print):  _________________________________________________________ 

Parent’s Signature: _________________________________________________________ 

Date:     _________________________________________________________ 

 

Highlawn Montessori School DOES NOT post children’s pictures on Social Media sites. 
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Permission Form for Children to go Off-Premises 
 

Name of the Facility (exactly as stated on the license) License # 
 

Street Address of the Facility City Zip Code County 
 

 
 
_______________________________________may go to the following locations off the premises with adult supervision: 
     First and Last Name of Child or Youth 
 
Place Street Address City By Vehicle Walk/Bike 

 
Signature of Parent or Guardian   Date Signed 

 
 

 
 
Place Street Address City By Vehicle Walk/Bike 

 
Signature of Parent or Guardian   Date Signed 

 
 

 
 
Place Street Address City By Vehicle Walk/Bike 

 
Signature of Parent or Guardian   Date Signed 

 
 

 
 
Place Street Address City By Vehicle Walk/Bike 

 
Signature of Parent or Guardian   Date Signed 

 
 

 
 
Place Street Address City By Vehicle Walk/Bike 

 
Signature of Parent or Guardian   Date Signed 

 
 

 
 
Place Street Address City By Vehicle Walk/Bike 

 
Signature of Parent or Guardian   Date Signed 

 
 

        
  
 
 

mailto:kdhe.cclr@ks.gov
https://www.kdhe.ks.gov/280/Child-Care-Licensing
Kathy Morrison

Kathy Morrison
 
 NOTE:  This permission form will stay on file in the office and is for children in preschool -6th grade. Parents will be notified  
 prior to any walking field trips off campus. Typically, these walking filed trips are for K-6th grade students with the exception
  of the annual Halloween parade to Claridge Court for all Children’s House students.   


Kathy Morrison
Highlawn’s 2nd Floor
Multi-Purpose Room



3531 Somerset Drive . Prairie Village, KS  66208 . 913-649-6160 
Fax 913-649-0323      www.highlawn.org 

Member Association Montessori Internationale 
 

  
  

 
 
 
 
 
 

Highlawn Montessori School 
Authorization for Release of Student Records 

 
 
I here by authorize and request:  
__________________________________ 
 
__________________________________ 
 
__________________________________ 
 
__________________________________ 
 
 
To release information or to furnish copies of all classroom records, test scores, health 
information, and other pertinent information regarding this student(s). 
 
Student(s) :    ______________________________ 
 
Date:   ______________________________ 
 
 
To:   Highlawn Montessori School 

3531 Somerset Drive 
Prairie Village, KS  66208 
Fax Number 913-649-0323 

 
 
Signature of Parent or Guardian 
 
__________________________ 
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Medical Record 
Medical History 

In accordance with K.A.R. 28-4-117 and K.A.R. 28-4-430, a completed medical record shall be on file for all children in 
care.  For a Family Child Care Home, children under 10 years of age and all children living in the home under 16 years of 
age, a medical record shall be completed. The Medical Record shall include a Medical History including current 
Immunizations and a Child Health Assessment. The Medical Record is transferable when the child moves to another 
licensed child care facility.  

Child’s First Day in Child Care Name of Child Care Facility 

Child’s Name   Date of Birth   Gender ____ 
First Last     MM/DD/YYYY     M/F 

Parent/Guardian Information Parent/Guardian Information 

Name  Name   

Home Address Home Address 
  Street  City  Zip Code Street  City    Zip Code 

Home/Cell Phone Number Home/Cell Phone Number 

Work Phone Number   Work Phone Number  

E-mail Address ___ E-mail Address

Best way to contact Best way to contact ___  

Persons authorized to pick up the child or to notify in case of emergency (other than the parents):  
Name _______________________________________  Name _________________________________________ 

Address _____________________________________  Address _______________________________________ 
Phone Number _______________________________  Phone Number __________________________________ 

Child’s Physician ___________________________________ Phone Number __________________________________ 

Hospital Preference (for emergencies): __________________________________________________________________ 

Known allergies or medical conditions: 

Major changes at home that 
might affect your child in care: 

Additional information or special 
instructions that will help the 
person caring for your child: 

   Parent/Guardian Signature: _________________________________________Date: _____________ 

Date of annual review: _________________ Parent/Guardian Initials: _____________ Provider Initials: _____________ 

Date of annual review: _________________ Parent/Guardian Initials: _____________ Provider Initials: _____________ 

Date of annual review: _________________ Parent/Guardian Initials: _____________ Provider Initials: _____________ 

Date of annual review: _________________ Parent/Guardian Initials: _____________ Provider Initials: _____________ 

mailto:kdhe.cclr@ks.gov
https://www.kdhe.ks.gov/280/Child-Care-Licensing


 

I hereby authorize Highlawn Montessori School staff members who are representatives of the above 
named facility to give consent for any and all necessary emergency medical care for my child or youth 
______________________________ while said child or youth is in said facility’s custody. 

Other authorized adults that may pick up your child: 
________________________________________________________________________________

________________________________________________________________________________

LOCAL RELATIVE OR PERSON TO BE NOTIFIED IF PARENT CANNOT BE LOCATED:

NAME:_________________________________________  PHONE:  _________________________

NAME:_________________________________________  PHONE:  _________________________

It is the parent’s responsibility to keep this information up to date with the Highlawn office.

Highlawn Montessori School License #230-007

Child’s Name: Birthdate:

Sign
Here

Signature of Parent or Guardian

Print Name of Parent or Guardian

Date Signed

 State of Kansas
 County of __________________________

 Signed or attested before me on __________________ by _________________________________
    MM/DD/YYYYY Name of Person

 (Notary Seal)
  _______________________________________________

 Signature of notarial officer

 My appointment expires: ___________________________

HIGHLAWN MONTESSORI SCHOOL
AUTHORIZATION FOR EMERGENCY 

MEDICAL CARE

�

Kathy Morrison

Kathy Morrison
#230-017
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Rev. 08/2024   Curtis State Office Building    
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Medical Record: 
Child Health Assessment 

 
The Child Health Assessment form is to be completed and signed by a nurse approved to perform health assessments, 
a licensed physician, or physician’s assistant (PA).  The health assessment shall be conducted not more than 12 
months before and no later than 60 calendar days after enrollment at the child care facility.  
 

A Child Health Assessment, recorded on a KDHE Form or other acceptable Forms mentioned below, is required for all 
children including children of the provider or staff in Family Child Care Homes, Child Care Centers, and Preschools. A 
Kan-Be-Healthy Assessment Form is a KDHE Form and is acceptable, a Physician Health Assessment Form is 
acceptable, and a School Health Assessment Form is acceptable for school-age children or youth.   
 
Child’s Name ___________________________________________  Date of Birth___________________ 
   First    Last  

Health history and medical information pertinent to routine child care and emergencies 
(describe, if any): 
   None 

Do you see this child for regular 
health supervision: 
    Yes            No 

Allergies to food or medicine (describe, if any): 
   None 

List current medications (if any): 
   None 
 

 
Length/Height: ______IN/CM      %ILE_______              

 
Weight: _____LB/KG    %ILE_______ 

Physical Examination ✓ If Normal If Abnormal - Comments 

Head/Ears/Eyes/Nose/Throat   

Teeth   

Cardio/Respiratory   

Abdomen/GI   

Genitalia/Breasts   

Extremities/Joints/Back/Chest   

Skin/Lymph Nodes   

Neurologic & Developmental   

Screening Tests Screening Date Note Here if Results are Pending or Abnormal 

Lead   

Anemia (HGB/HCT)   

Urinalysis (UA)   

Hearing   

Vision   

Health Problems or Special Needs, Recommended Treatment/Medications/Special Care (Attach additional pages if necessary) 

   None 

Signature of Licensed Physician or Nurse approved for Child Health Assessment Date 

Print the Name of the Individual Signing Above Phone Number 

Address                                                                             City                                             Zip Code 

 

mailto:kdhe.cclr@ks.gov


Medical Record: 
Medical History Cont. - Immunizations 

 
Required for all children in child care facilities, including the provider’s own children.  A Kansas Certificate of Immunizations 
(KCI) may be substituted for this form and attached to the completed Medical Record. 

 
Child’s Name:                                                                                     Date of Birth:        
                                First               Last                                      MM/DD/YYYY 
 
Section I. For a recommended schedule of immunizations, refer to the current schedule published by the Advisory 
Committee on Immunization Practices (ACIP). 

Vaccine Record the Month. Day and Year that each Dose of Vaccine was Received 
1st 2nd 3rd 4th 5th  6th 

Diphtheria, Tetanus, Pertussis                     
(DTaP) ____________ ____________ ____________ ____________ ____________ ____________ 

Poliomyelitis                                         
(IPV/OPV) 

 
 

     

Measles, Mumps, Rubella                             
(MMR) 

 
 

    

Hepatitis B                                           
(HepB) 

 
    

Varicella                                                   
(VAR) 

  Hx of Disease:                                           Date of Illness: 
Physician Signature 

Hemophilus Influenzae Type B                         
(Hib) 

 
 

    

Pneumococcal Conjugate                           
(PCV) 

 
 

   

Hepatitis A                                                     
(HepA) 

 
 

     

Rotavirus                                      
*Recommended <8 mo.; not required 

    

Influenza (Flu)                                      
*Recommended annually >6 mo.; not required 

      

 
Section II.  
Complete this section only if your child is exempted from the law requiring immunizations [K.S.A. 65-508(g)].  
 
Section II. Complete Section below only if your child is exempted from laws requiring requiring 
immunizations [ K.S.A. 65-508(d) and K.S.A. 65-519(c) ] 
 

 
 
Section III.    
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The following two options are the ONLY exemptions allowed by law.  Please check either (A) or (B) below and complete 
as required: 
 
  (A) Certification from licensed physician stating that immunization would endanger child’s life: 
Exempt from following immunizations: 
 

_____DTaP/DT     _____Tdap/TD     _____Pertussis Only     _____Polio     _____MMR     _____Hep A     _____Hep B 

_____Hib     _____PCV     _____Varicella     _____Other (describe): _______________________________________                                                              

 
Physician’s Signature (required): ____________________________________________ Date: ________________ 
 
  
 
  (B) My child is exempt under the law from immunizations. As the Parent or Legal Guardian, I state that I am an 
adherent of a religious denomination whose teachings are opposed to immunizations. 

 
Parent/Guardian Signature: ________________________________________________ Date: ________________ 

Kathy Morrison



AUTHORIZATION OF 
EMERGENCY TREATMENT FOR 

STUDENTS WITH FOOD OR 
OTHER ALLERGIES 

 
 
 
 
 
 

   is allergic to:    
 

1. If you suspect that a food allergen has been ingested (or insect sting), immediately determine the 
symptoms and treat the reaction as follows: 

 
Symptoms:   Give Medication checked “X”* 
Mouth Itching, tingling, or swelling of lips, tongue, mouth | | Benadryl | | EpiPen 
Skin Hives, swelling on face or extremities, itchy rash | | Benadryl | | EpiPen 
Gut Nausea, abdominal cramps, vomiting, diarrhea | | Benadryl | | EpiPen 
Throat Tightening of throat, hoarseness, hacking cough | | Benadryl | | EpiPen 
Lung Shortness of breath, repetitive coughing, wheezing, | | Benadryl | | EpiPen 
Heart Thready pulse, passing out, fainting, pale, blueness | | Benadryl | | EpiPen 
General: Panic, sudden fatigue, chills, fear of impending doom | | Benadryl | | EpiPen 
If a food allergen has been ingested, but no symptoms: |x| Benadryl | | EpiPen | | Other 
If a reaction is progressing (several of the above areas affected): |x| Benadryl |x| EpiPen 

 
Medication Doses: 
Antihistamine (liquid diphenhydramine, Benadryl™): 
Give  Teaspoon(s),  cc (  mg) by mouth. 
Epinephrine: 
EpiPen™ [Epi-Pen  (  mg)] injected once into upper outer thigh 

Epinephrine injection may need to be repeated if the child’s symptoms persist or get worse. 
Call 911 (or Ambulance service and phone number:  ) 
State that the child had a severe allergic reaction, and additional epinephrine doses may be needed 

 
Additional contact information: 
Nearest Hospital  Phone    Address 
Allergist Name   Phone    
Pediatrician Name    Phone   
Parent’s Name (other contacts) and Contact Numbers 
Name    
Phone (1)  Phone (2)    
Name    
Phone (1)  Phone (2)     
Other allergies, medication allergies, medical conditions:  _ Approximate Weight:   lbs 

 
DO NOT HESITATE TO ADMINISTER MEDICATION OR TAKE THE CHILD TO A MEDICAL 

FACILITY EVEN IF PARENTS CANNOT BE REACHED! 
*Additional boxes may be checked depending upon specific patient history 

 
 

Physician’s Signature Date Parent’s Signature Date 
 
 

Provided by the Food Allergy Initiative, a national non-profit organization dedicated to 
finding a cure to life-threatening food allergies. For more information, please visit 
www.FoodAllergyInitiative.org or email Info@FoodAllergyInitiative.org 

 
 
 

PHOTO 


	Exempt from following immunizations: Off
	adherent of a religious denomination whose teachings are opposed to immunizations: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	describe if any: Off
	health supervisionYes: Off
	health supervisionNo: Off
	undefined: Off
	undefined_2: Off
	Health Problems or Special Needs Recommended TreatmentMedicationsSpecial Care Attach additional pages if necessary: Off


