[bookmark: _GoBack]PARENT CHECKLIST: Planning for Face-to-Face Learning
	Actions to take and points to consider
	Resources

	· Check your child each morning for signs of illness.  If your child has a temperature of 100.4 degrees or higher, they should not go to school.  
· Make sure your child does not have a sore throat or other signs of illness, like a cough, diarrhea, severe headache, vomiting or body aches.  
· If your child has had close contact to a COVID-19 case, they should not go to school.  You may follow DPHSS guidelines on what to do when someone has known exposure. 
	






https://dphss.guam.gov/wp-content/uploads/2020/08/Should-I-Get-Tested.pdf 

	· Identify your school point of person contact if your child gets sick. 
	Homeroom Teacher: 
School Nurse: Lily Concepcion, RN, SHC
Principal: Natasha Dela Cruz
School Phone Number: 789-1535

	· Make sure your child is up to date with all recommended and required immunizations.  
	https://www.cdc.gov/vaccines/schedules/easy-to-read/child-easyread.html 

	· Review and practice proper handwashing techniques at home and explain to your child why it is important.    
	Click here to learn more about handwashing techniques.
https://www.cdc.gov/handwashing/when-how-handwashing.html

	· Talk to your child about precautions to take at school. 
	· Wash or sanitize hands more often
· Keep physical distance from other students
· Wear a cloth face covering
· Avoid sharing objects or food with other students 
· Monitor how they fell and tell an adult if they are feeling unwell. 

	· Develop a routine before and after school
	· Things to pack for school in the morning (i.e. backup face mask, water) and things to do when they return home (like washing hands immediately and washing worn face masks)

	· Plan for transportation:  if your child rides the school bus, plan on wearing and talking to your child on following bus rules including spaced seating.  
· Be ready to pick your child up from school should the need arise.   
	

	· Make sure your information is current at school, including emergency contacts and individuals authorized to pick up your child(ren) from school.  
	


	· Safety is our priority.  Need more information?
	· You may contact us at MU Lujan Elementary School at (671)789-1535.
· https://www.gdoe.net/District/Portal/covid19 
· http://dphss.guam.gov/covid-19/
· https://www.cdc.gov/coronavirus/2019-ncov/index.html 
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DEPARTMENT OF EDUCATION 
EMERGENCY INFORMATION & HEALTH FORM 


SY: 20 ___ - 20 ___ 


Student:______________________________________________  School: ___________________________    
 Last                First     Middle Initial 


  Date of Birth: ____/ ___ / ____       Male or Female   Ethnicity:__________    Grade: _______    Room: ______ 
  Month Day  Year             (circle one) 


The information provided below will be used to update demographics on PowerSchool. 
Father/Guardian: Mother/Guardian: 
Mailing Address: Mailing Address: 
Home Address Home Address 
Place of work: Place of work: 
Home Phone:    Work:    Home Phone:   Work:
Cell: Cell: 
Email: Email: 


Mode of  Transportation:       Bus Rider   Car Rider      Walker 


It is required to provide an alternate contact name and number of an adult who can pick your child up from school 
if you cannot be contacted. All adults will be required to show photo identification when picking up your child. 
Students will be released ONLY to those listed below. 


Name Relationship to Child Home Phone Work Phone Cell Phone 
1 


2 


3 


4 


In the event of a food borne illness, DOE/DPHSS are authorized to obtain stool/vomit samples from the child in 
the interest of Public Health.            Yes            No 


I give permission for the ambulance to transport my child to:              GMH                Naval Hospital 
      GRMC in a medical emergency.    Insurance: _______________________________________ 


In case of an Emergency, DOE Reserves the Right to release contact information to your child’s bus driver or the 
Superintendent of Operations, Department of Public Works.                 ____________ (Parent/Guardian Initial) 


My child is able to participate in a regular PE class and physical activities:           YES           NO  if “NO” a 
Health Care Provider’s note is required. 


__________________________________________________________      _______________________ 
Parent/Guardian Print & Signature      Date 
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Basic Health Data 
To be filled out by Parent/Guardian to effectively meet the health needs of your child at school. 


Yes No Complete Checklist below regarding your Child 
  Rheumatic Fever  
  Diabetes 
  Heart Disease  
  Skin Problems                           Eczema                             Other:  
  Seizures                                                         Date of Last seizure:  
  Hearing Problem                               Hearing Aid:                  Yes                     No  
  Vision Problem                                              Glasses   or              Contact Lenses  


  Asthma                                Inhaler                Nebulizer      
Date of Last asthma attack:   


  Allergy to:                    Food                              Drugs                                  Other, specify:  
  Allergy to:          Bee Sting                      Insect              Type of reaction:  
  Epipen                          Yes                       No     
  Current Medication(s):                                                                 Reason:  
  Other Serious Illness or Injury:  
  Other Behavioral or Mental Health Concerns: 


 
(Please Draw a Map to your Residence) 


 
 


 
  List the names of all your children who are attending this school (include Head Start) from the oldest to the youngest.  


 Child’s Name Grade  Room  
1    


2    


3    


4    


 





		SY 20: 20

		20: 21
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		School: M.U. LUJAN ELEMENTARY SCHOOL
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		Name2: 

		Relationship to Child2: 

		Home Phone2: 

		Work Phone2: 

		Cell Phone2: 
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		Date: 
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		Skin Problems Eczema Other: 

		Seizures Date of Last seizure: 

		Asthma Inhaler Nebulizer Date of Last asthma attack: 

		Epipen Yes No: 

		Other Serious Illness or Injury: 

		Other Behavioral or Mental Health Concerns: 

		Please Draw a Map to your Residence: 

		Childs Name1: 

		Grade1: 

		Room1: 
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