
Welcome back to school! 

Please fill out each form to completion and submit to the front office by Monday August 18th . 

You can drop off the packet in the red drop box, drop it off in the front office, or scan and email 

to schooloffice@oursaviorhartland.org. These forms are all required by the State of Michigan or 

by Our Savior Lutheran School in order for your child/children to attend. 

Contents: 

■ Emergency Card {1 per student)

■ Allergy Form (1 per student if applicable)

■ Medication Authorization (1 per student if applicable)

■ Handbook Agreement signed {1 per family)

■ Mission Statement signed (1 per family)

■ Immunizations or Waiver (1 per student)

■ Acceptable Use Policy signed (1 per student)

■ Concussion Awareness signed {1 per student)

■ PTL sheet (1 per family)

■ Photo Release/Vacation Form {1 per family)

■ Family Messenger Form (1 per family)

■ M ICR Authorization Form (1 per student in K1 7
h grade or NEW to the school)

■ Health Appraisal (1 per student in K1 7
h grade or NEW to the school)

■ Band Form (1 per student for 6-Bth grade)

■ Background check release {1 per parent if you want to volunteer)

■ Central Registry Clearance (1 per parent if you want to volunteer)



Our Savior Lutheran School 13667 
West Highland Road, Hartland, MI 

48353 PH: 248-887-3836 

Emergency Card Information 

Student: Grade: 

Allergies/Medical Alerts: 

Parent/Guardian 1: 

Address: 

Phone: 

Email: 

Parent/Guardian 2: 

Address: 

Phone: 

Email: 

Additional authorized persons to pick up & phone numbers: 

Emergency Person(s) to Pick up and phone numbers: 

Physician: 

Dentist: 

Hospital: 

In the case of an accident or serious illness, I request the school contact 

me. If the school is unable to reach me, I hereby authorize the school to 

call the physician/dentist/orthodontist listed above. If it is impossible to 

contact the medical professional, I authorize the school to make whatever 

arrangements seem necessary on behalf of my child. 

Signature: Date: 



+, EAB,c�;ucalion 
FOOD ALLERGY & ANAPHYLAXIS EMERGENCY CARE PLA

Name: __________________________ _ D,O.B.: _______ _ PLACE 
PICTURE 

HERE Allergy to: ___________________________________ _ 

Weight: _____ _  lbs. Asthma: □ Yes (higher risk for a severe reaction) □ No 

NOTE: Do not depend on antihistamines or inhalers (bronchodilators) to treat a severe reaction. USE EPINEPHRINE. 

Extremely reactive to the following allergens: 

________________________ THEREFORE: 

□ If checked, give epinephrine immediately if the allergen was LIKELY eaten, for ANY symptoms.

□ If checked, give epinephrine immediately if the allergen was DEFINITELY eaten, even if no symptoms are

apparent. 

FOR ANY OF THE FOLLOWING: 

@sEVERE@SYMPTOMS 

@ @ 
LUNG HEART THROAT MOUTH 

Shortness of Pale or bluish Tight or hoarse Significant breath, 

wheezing, skin, faintness, throat, trouble swelling of the 

repetitive cough weak pulse, breathing or tongue or lips 

dizziness swallowing 

ORA 

COMBINATION 

SKIN GUT OTHER of symptoms 

Many hives over Repetitive Feeling from different body, 

widespread vomiting, severe something bad is body areas. redness 

diarrhea about to happen, anxiety, confusion 

...0.- ...0.- ...0.-

1. INJECT EPINEPHRINE IMMEDIATELY.
2. Call 911. Tell emergency dispatcher the person is having anaphylaxis

and may need epinephrine when emergency responders arrive. 

• Consider giving additional medications following epinephrine:

» Antihistamine

» Inhaler (bronchodilator) if wheezing

• Lay the person flat, raise legs and keep warm. If breathing is difficult or

they are vomiting, let them sit up or lie on their side.

• If symptoms do not improve, or symptoms return, more doses of

epinephrine can be given about 5 minutes or more after the last dose.

• Alert emergency contacts.

• Transport patient to ER, even if symptoms resolve. Patient should

remain in ER for at least 4 hours because symptoms may return.

MILD SYMPTOMS

@@@@ 
NOSE 
Itchy or 

MOUTH SKIN 
Itchy mouth A few hives, 

GUT 
Mild 

runny nose, mild itch nausea or sneezing discomfort 

FOR MILD SYMPTOMS FROM MORE THAN 

ONE SYSTEM AREA, GIVE EPINEPHRINE. 

FOR MILD SYMPTOMS FROM A SINGLE 

SYSTEM AREA, FOLLOW THE DIRECTIONS 

BELOW: 

1. Antihistamines may be given, if ordered by a

healthcare provider.

2. Stay with the person; alert emergency contacts.

3. Watch closely for changes. If symptoms worsen, give

epinephrine . 

MEDICATIONS/DOSES 
Epinephrine Brand or Generic: _______ _ _ __ 

Epinephrine Dose: D 0.1 mg IM D 0.15 mg IM D 0.3 mg IM 

Antihistamine Brand or Generic: ____ _ _ _ __ _ 

Antihistamine Dose: ____________ __ 

Other (e.g., inhaler-bronchodilator if wheezing): ____ __ 





Our Savior Lutheran School 

2025-2026 MEDICATION AUTHORIZATION 

Authorization for medical interventions to be administered by school personnel: 

To be completed by the parent or physician: 

Child's Name: _____________ Birth Date: ______ Grade: __ _ 

Allergies: _____________________________ _ 

Name of Medication Dose Form Time(s) to be 
administered 

(tablet, liquid, etc.) 

Reason for medication: _________________________ _ 

Special instructions: __________________________ _ 

Start: D date form received other start date: 
--------

Stop: D end of school year other stop date: _______ _ 

Restrictions and/or possible side effects: ___________________ _ 

Special storage requirements: _______________________ _ 

Physician's Name: 

& Address: 

______________ Phone#.: ________ _ 

I hereby request that Our Savior Lutheran School provide the above ordered medication to my child, 

------------

. I will not hold the school personnel responsible for complications 
re I ate d to this intervention. Any change in the procedure/medication will be accompanied by an updated 
statement. 

Signature of Parent/Guardian Date 

I FOR OFFICE USE ONLY 

I Date form received: 



Appendix E 

Handbook Agreement for Parents 

Our Savior Lutheran School 

Parents: Please read the following statements carefully and sign below to indicate your 

agreement. 

I hereby affirm that I have read the School Handbook and discussed its policies with my student. 

I certify that I consent to and will submit to all governing policies of the school, including all 

applicable policies in the School Handbook. 

I understand that the standards of the school do not tolerate dishonor to the Holy Trinity and the 

Word of God, disrespect to the personnel, volunteers, or students of the school, or continued 

disobedience to the established policies of the school. 

I understand that the services of the school are engaged by mutual consent, and that either the 

school or I reserve the right to terminate services at any time. I understand that this Handbook 

does not contractually bind Our Savior Evangelical Lutheran Church and School and is subject to 

change without notice by decision of Our Savior's governing body, the Church Council and its 

School Board. Admission to the school is a privilege, not a right, and admission for one school 

year does not guarantee automatic admission for future school years. 

______________ 
Signature  of MotherDate 

Name (Please print) 

Signature of Father Date 

Name (Please print) 

**Please return to the school office at Orientation or no later than the first day of school 

Being a member congregation and school of the Lutheran Church-Missouri Synod, the policies and procedures of Our 

Savior Evangelical Lutheran School are: 1) in full agreement with the doctrinal positions of the LCMS, 2) in full 

compliance with the doctrinal practices of the LCMS, and thereby 3} of the confession that the Word of God, or the 

Bible, is the sole norm for faith and practice, being divinely inspired, inerrant, and immutable in meaning. While school 

policies and procedures are revisited regularly, there may be a lag time between the changing of a church policy and 

the subsequent aligning of a school policy. In order to maintain faithfulness to Christ and His Word, in all cases the 

church's policies supersede that of the published school policies. 













PTL Family Contact Sheet 

At multiple times throughout the school year the PTL (Parent Teacher League) will email important 

information regarding upcoming school activities or events. It is important that we have the information 

listed below to ensure the correct emails get to the proper families. 

Student(s) Name and Grade(s): 

First Point of Parent/Guardian Contact Name and Email: 

Second Point of Parent/Guardian Contact Name and Email (if two are requested): 

With the help of God, we look forward to another fun year of learning and growing our minds and hearts. 

Blessings, 

Our Savior Lutheran School PTL Board Members 





Family Messenger 2025-2026 

The Flame newsletter will be posted on the Sycamore website each week. Forms needing to be 

returned to school will continue to be sent home in paper form. Please indicate your child's 

name below as your family messenger (if you have more than one student enrolled, please list 

who you would like to have forms sent home with). 

Family Messenger's Name: _____________ Grade: ______ _ 

Snow Day/ School Cancellations 

Messages regarding school cancellations will still be available on media (radio/television), but this 

year, instead of email, text messages will be used. Please provide the cell phone (s) you would 

like to receive school cancellation messages. 

Name/Cell# ____________ Name/Cell# ___________ _ 

Preferred E-mail Address for Billing 

Name: Email Address: 
------------ --------------

Preferred E-mail Address(es) for the PTL 

Same as above If different: 

Caregiving Program 

The PTL coordinated "Caregiving" program is available to assist Our Savior families in need during 

the school year. 

If you are available to volunteer your assistance, please check the appropriate items below. 

(The program can only be successful through "good communication" and plenty of volunteers.) 

__ Yes, I will assist with meal preparation for school families. 

__ Yes, I will be available to transport children in an emergency situation 

__ No, I am not available to assist at this time 

Printed Name: Phone Number: 
------------ ----------





HEAL TH APPRAISAL 

Dear Parent or Guardian: The following information is requested so that the school can work with the parent to meet the physical, intellectual and emotional needs 
of the child. Fill out the information requested in Section I. Section Ill may be certified by the transcription of information from the certificate of immunization. The 
remaining sections are to be completed by a doctor, nurse and dentist. (BE SURE TO BRING YOUR CHILD'S IMMUNIZATION RECORDS TO THE 
EXAMINATION.) 

PERSONAL 

CHILD'S NME (Last, First, Middle) DATE OF BIRTH (mm/dd/yy) 

I I 

ADDRESS (Number & Street) (City) (ZIP Code) TODAY'S DATE (mm/dd/yy) 
Ml I I 

PARENT/GUARDIAN (Last, First, Middle) HOME TELEPHONE NUMBER 

( ) 

ADDRESS (Number & Street) (City) (ZIP Code) WORK TELEPHONE NUMBER 
Ml ( ) 

SECTION I - HEAL TH HISTORY 

� z '# Is your child having any of the problems listed below? Birth History: 

h 
h 

h 1 Allergies or Reactions (for example, food, medication or other) 
h h h 2 Hay Fever, Asthma, or Wheezing 

h h h 3 Eczema or Frequent Skin Rashes 

h h h 4 Convulsions/Seizures 

h h h 5 Heart Trouble 

h h h 6 Diabetes 

h h h 7 Frequent Are there any current or past diagnosis(es) h Yes h No 
Colds, Sore Throats, Earaches /4 or more per vear) 

h h h 8 If yes, please describe: 
!Trouble with Passinq Urine or Bowel Movements 

h h h 9 Shortness of Breath 

h h h 10 Speech Problems 

h h h 11 Menstrual Problems 

h hh 12 Dental 
Problems: Date of Last Exam I I 

h h h Other (please describe): 

h h Does your child take any medication(s) If yes, list medications: 
reqularly? 

Reason for Medication 

I I Was the health history reviewed by a health professional? h 
Yes h No Examiner's Initials:

Parent/Guardian Sianature Date 

SECTION II - PHYSICAL EXAMINATION, INSPECTION, TESTS AND MEASUREMENTS 

Required for Child Care and Head Start I Early Head Start 

Tests and Measurements 

""O c3 ""O c3 
� � � � 

ro � ""O ro � 
Q) C 

E Q) C 

0 0:: ::> 0:: 

� r,Jl/as child tested for: Test results: � Was child tested for: Test results: z z z z 

VISION Visual Acuity h h HEIGHT & WEIGHT Height 

h h 
Muscle Imbalance Weight 



Date: I Other: h h Other: Other 

HEARING Audiometer h h HEMOGLOBIN / HEMATOCRIT 
¢ 

Other: 
Date: I h h BLOOD PRESSURE Reading: 

h h I 

URINALYSIS Sugar TUBERCULIN 
Type: 

Albumin 
Date: I Date: I I 

h h 
Microscopic 

h h 
Neg.: h Pos.: h mm 

I 

BLOOD LEAD LEVEL NOTE: Blood lead level required for all children enrolled in Medicaid must be tested 
Level --- ug/dl at one and two years of age, or once between three and six years of age if not 

� 
previously tested. All children under age six living in high-risk areas should be tested 

h h 
Date: I at the same intervals as listed above. 

I 

Exammat1ons and/or Inspections 

Essential Findings Deviating from Normal: 

Exam Date: I I 

MDCH/BCAL-3305 (formerly OCAL 3305/BRS-3305) Page 1 of 2 Rev. August 2013 

SECTION Ill - IMMUNIZATIONS 
Statements such as "UP-TO-DATE" or "COMPLETE" will not be accepted. Admission to school may be denied on the basis of this information.* 

VACCINES (Circle Type) DATE ADMINISTERED VACCINES (Circle Type) DATE ADMINISTERED 
MM/DD/YYYY MM/DD/YYYY 

Hepatitis B 1 3 Hepatitis A (HepA) 1 2 
(HepB) 2 1 3 

1 4 
Influenza (IIV/LAIV) 

2 4 

DTaP/DTP/DT/Td 2 5 Meningococcal (MCV4 / MPSV4) 1 2 

3 6 Human Papillomavirus 1 3 

Tdap 1 (HPV4/HPV2) 2 

Haemophilus lnf/uenzae type 1 3 Type of Vaccine(s) Date of Vaccine(s) 
b (HIB) 

2 4 
OTHER Vaccines Specify 

Polio (IPV/OPV) 1 3 Date & Type 2 

2 4 3 

Pneumococcal Conjugate 1 3 Indicate and attach physician diagnosis or laboratory evidence of immunity as applicable 

(PCV7/PCV13) 2 4 •NOTE: According to Public Act 368 of 1978, any child enrolling in a Michigan school for 

Rotavirus (RV1/RV5) 1 3 
the first time must be adequately immunized, vision tested and hearing tested. 
Exemptions to these requirements are granted for medical, religious and other 

2 objections, provided that the waiver forms are properly prepared, signed and 
delivered to school administrators. Forms for these exemptions are available at 

Measles,Mumps, Rubella (MMR) 1 2 your child's school or local health department. 

Varicella (Chickenpox) 1 2 

History of Chickenpox Disease? h Yes h No If yes, date: ParenUGuardan refused immunizations: h 

I certify that the immunization dates are true to the best of my knowledge 
I I 

Health Professiona/'s Signature Title Date 

SECTION IV - RECOMMENDATIONS 
Q) 

(Required for Child Care and Head StarVEarly Head Start) z >-

h h Is there any defect of vision, hearing or other condition for which the school could help by seating or other actions? If yes, please explain: 

h h Should the child's activity be restricted because of any physical defect or illness? 
If yes, check and explain degree of restriction(s): h Classroom h Playground h Gymnasium h Swimming Pool h Competitive Sports h Other 

Other Recommendations 

SECTION V - DENTAL EXAMINATION AND RECOMMENDATIONS (OPTIONAL) 



I have examined 

my recommendation for treatment is: 

Dentist's Sianature 

PHYSICIAN'S SIGNATURE 

Examiner's Signature Date 

I I 

Number & Street 

Information required for: 

Early On - Hearing and Vision Status; Diagnosis; Health Status 

Child Care Licensing - Physical Exam, Restrictions, Immunizations 

Citv 

's teeth. As a result of this examination, 

child's name 

I I 

Date 

Examiner's Name (Print or Type) Degree or License 

Ml 

( __ ) 
ZIP Code Telephone 

Head Start/Early Head Start - Determination that child is up-to-date on a schedule of age-appropriate preventive and primary health care, including 
medical, dental, and mental health. The schedule must incorporate the well-child care visit required by EPSDT and the latest immunizations schedule 
recommended by the Centers for Disease Control and Prevention, State, tribal, and local authorities. An EPSDT well-child exam includes height, weight, 
and blood tests for anemia at regular intervals based on age. 
************** 

Developed in Cooperation with the Departments of Human Services, Education, Community Health, Michigan American Association of Pediatrics, Early 

Childhood Investment Corporation, Child Care Licensing, Head Start, Michigan State Medical Society, Michigan Association of Osteopathic Physicians 

and Surgeons. 
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5th GRADE 

and 
TLVvte to Mc;i Re 

Mu.s[e, ! 

Beginning band will be offered 2 days per week and is required 
for all 5th grade students. 

During the first few weeks, students will be introduced to the instruments on which instruction will be 

offered: 

flute, clarinet, alto sax, trumpet, trombone. 

Each student will have the opportunity to "try out" the instrument(s) of their choosing. 

When every student has been carefully "fitted" for an instrument, information on instrument rental will 

be shared with parents. Purchasing an instrument is not recommended this early in the instruction 

process. 

6th, 7th AND 8th GRADE 

Band is optional for 6th-8th grade students. Please check here if your student plans to have Band or 

Study Hall. 

Band or __ Art Appreciation 

Name _______________ _ Grade ___ _ 

The Band instructor will be working with Meyer Music. Instruments can be rented online and delivered 

directly to the school, including the method book and folding music stand. Current rental fees are as 

follows (credited toward purchase, if purchase is later desired): 

• Flute, Clarinet, Trumpet, Trombone - approximately $34/month
• Alto Saxophone - approximately $68/month (7th/8th grade only) --those

interested in saxophone will start on clarinet for first semester □ No percussion
instruction will be offered first semester.

Any other instruments need to be inspected/evaluated by Mr. Hartman prior to use to assure the best 

possible outcome for the student. If you have an instrument to be evaluated, whether for your student, 

or to lend or donate to the school for another student who may have financial need, please drop off at 

the school office. 
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