
Student's Name Phone 
------------- --------

THE FOLLOWING MATERIALS MUST BE FURNISHED 

FOR REGISTRATION 

Please bring with you: 

1. Driver's License with current FPS District Address. Must be provided within 7 days
of enrollment.

2. Three (3) of the following: tax bill, or closing papers, or lease with all occupants
names printed on lease, and 2 utility bills (not water). Utility bills must be furnished
within 30 days of occupancy and in occupant's name. If not received within 30 days
of occupancy, student may be withdrawn from school.

3. Birth Certificate - Certified Copy

4. Record of Immunizations -Must list all dates with month/day/year- Waivers

__ 5. Guardianship papers 

__ 6. Last IEP

Forms in this packet are for you to complete and bring back to us before your 

appointment: 

1. Release of Records Form.
2. Enrollment Form filled out completely (3 pages)
3. Health Information
4.  Residency Affidavit
5.  Consent to Release of Leasing Records (if applicable

__ 6. Medication Authorization Form (if applicable) 
7. Home Language and Race-Ethnicity Survey 

Free & reduced lunch applications are available to complete on line or you can pick up a paper 
copy in the office. 









 

Special Education  
Release of Records 

Serving Farmington, Farmington Hills, and West Bloomfield

Date of Request: 
The purpose of this request is: (please check one box)  

Complete name and address: 

For Farmington Public Schools to      Name: 
release records or information to:      Address:

- OR –

For Farmington Public Schools to  
receive records or information from:

Student Name:   Date of Birth: 
 Address: 

Specifically: 
Educational Reports Social History 
Medical Information Speech Evaluation 
Occupational Therapy Reports IEPT/MET 
Physical Therapy Reports OTHER: 
Psychological Evaluation  

 
 
 
 

I hereby authorize you and/or your department to release information as indicated above concerning the named individual. Information received will be used solely
for educational planning and will not be transferred to a third party without written permission from parents or legal guardian, licensed physician, registered nurse, 
social worker, school social agency, or other helping professionally qualified personnel whose training and/or information would be useful. The parental release  
of information and/or sending of school information is in compliance with Federal Public Law 93-380  

Please send requested 
information to:  Farmington Public Schools 

Visions Unlimited 
33000 Freedom Rd

 Farmington, MI 48336

Fax to: 248-489-3839  
Attention: Dorene Forster/ 
Records 

Printed Student Signature or 
Parent/Guardian if student is under 18: - Telephone No.: 

Signature of Student or Parent/Guardian 
if student is under 18: 

Date: 

School Personnel Signature: Building: 

  
 

Phone: 248-489-3833
 Fax: 248-489-3839

www.farmington.k12.mi.us

The parental release of information and/or sending of school information is in compliance with Federal Public Law 93-380. Parents, Legal Guardians, or students 
 of legal age may request a review and/or copy of the school records transferred. If this is desired, the school office should be notified. If you request a copy of 
 the school records being transferred, the school is relieved of the responsibilities for confidentiality of those records.  

Farmington Public Schools  
Visions Unlimited  Sent:   □Yes        □NO

By: _________________ 
staff

Form:     Release 1f 
Revised: 1/20/2021





VISIONS UNLIMITED 2022-23 SCHOOL YEAR 
STUDENT EMERGENCY INFORMATION 

Birthdate:_____________________ 

Student Name:______________________________________ Home Phone:____________________________ 

Address:__________________________________________________________________________________ 
(street)                                     (city)                                                  (zip) 

Please indicate the FIRST telephone number we should call in the event of an emergency: 

________________________________ _____________________________________________________ 
Telephone Number Contact Name 

Please list the student’s parents, stepparents, guardians that child lives with.  State relationship where 
applicable (i.e., father, stepmother, guardian*).  *Guardianship papers must be on file in office. 

Student Lives With: 

1.________________________________________________________________________________________   
    Last Name  First  Relationship  Place of Employment  Day/Cell 

2.________________________________________________________________________________________   
    Last Name  First  Relationship  Place of Employment  Day/Cell 

Non-custodial parent information 

Parent____________________________________________________________________________________   
Last Name      First       Number/Street   City/Zip Day/Cell 

Step-parent________________________________________________________________________________   
Last Name      First       Number/Street   City/Zip Day/Cell 

Neighbors or relatives school may contact in case of emergency if parent/guardian cannot be reached: 

__________________________________________________________________________________________   
Name    Relationship     Day/Cell 

__________________________________________________________________________________________   
Name    Relationship     Day/Cell 

HOSPITAL OF CHOICE (IN CASE OF EMERGENCY): __________________________________________ 
In case of serious illness or accident, if the school is unable to contact me, I hereby authorize the school authorities to use their best 
judgment on behalf of my child. 

PLEASE FILL OUT BACK OF THIS FORM 



Health Information 

Particular health problems:  e.g., Heart, Kidney, Orthopedic, etc.  No_____  Yes_____ (Please specify) _________________________ 

Does student have seizures? No_____  Yes_____ (If yes, describe likely pattern) __________________________________________ 

Does student have allergies:  If yes, please indicate below: 

Medicine:___________________________________________________________________________________________________ 
Foods:______________________________________________________________________________________________________ 
Insects:_____________________________________________________________________________________________________ 
Pollen:______________________________________________________________________________________________________ 
Others:______________________________________________________________________________________________________ 

List all medications taken BOTH AT SCHOOL AND HOME 

Name of Medicine:______________________ Dosage:__________________Time Administered:___________ 

Name of Medicine:______________________ Dosage:__________________Time Administered:___________ 

Name of Medicine:______________________ Dosage:__________________Time Administered:___________ 

Attach a list of additional medications, if necessary, including dosage and time administered. 

Date of last physical examination:_____________________ 

Physician’s Name:__________________________________Phone:__________________________________ 

Dentist’s Name:____________________________________Phone:__________________________________ 

DATE OF ALL IMMUNIZATIONS     (If you submitted these records to Visions in the past, no need to send them in again. 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Parent/Guardian Signature:__________________________________Date:_____________________________ 



Farmington Public Schools 

BLANKET FIELD TRIP PERMISSION & MEDICAL CONSENT FORM  
 2022-23 SEASONAL ACTIVITIES

For students who are part of a school sponsored activity that takes place off home school property repeatedly 
(i.e. parks, museums, malls, farmer’s market, Farmington Festival, walks to Farmington). 

It will not be necessary for my son/daughter to have a permission form signed by me each time he/she leaves 
the home school to participate in the following activities. 

____________________________has my permission to participate in the off-school site of 
             student’s name 

___Community Based Instruction         ______ while at Visions Unlimited.  
       name of activity or class 

PLEASE PROVIDE THE FOLLOWING HEALTH INFORMATION, IF APPLICABLE: 

MEDICATION___________________________________________________________ 

ALLERGIES______________________________________________________________ 

SPECIAL HANDLING______________________________________________________ 

PLEASE PROVIDE THE FOLLOWING MEDICAL INSURANCE INFORMATION: 

INSURED’S NAME__________________NAME OF INSURANCE _________________ 

CONTRACT NUMBER________________________GROUP NUMBER______________ 

In the event of an emergency and I cannot be reached, please contact the following person: 

NAME__________________________________RELATIONSHIP___________________ 

PHONE(S)______________________________   _________________________________ 

I recognize that while on a field trip, medical treatment on an emergency basis may be necessary, and I further 
recognize that school personnel may be unable to contact me for my consent for emergency medical care. 
Therefore, I do hereby consent in advance to such emergency care including hospital care as may be deemed 
necessary under the existing circumstances. In addition, I have discussed with my children the necessity of 
acting responsibly while on the trip. 

In consideration of my child being able to participate in this event I relieve and hold harmless members of the 
Board of Education, its employees and agents for any claims, lawsuits and judgments arising out of the use and 
operation of a vehicle operated by my child or a vehicle operated by a fellow student, school employee or 
volunteer driver. 

________________________   ________________   _______________   _____________  __________ 
Parent/Guardian Signature          Home Phone        Work Phone             Cell Phone        Date 

(A COPY OF THIS COMPLETED FORM MUST BE IN THE POSSESSION OF TEACHER/SUPERVISOR 
WHILE ON EVENT) 
Form ST07-4/06 



VISIONS UNLIMITED 

AUTHORIZATION FOR PHOTOGRAPHS 
2022-23 SCHOOL YEAR 

I AUTHORIZE VISIONS UNLIMITED TO TAKE AND USE  
PHOTOGRAPHS AND/OR VIDEORECORDINGS (INCLUDING 
NAMES) OF  

MY STUDENT ________________________ FOR: 
 Student Name 

PLEASE CHECK ALL APPROPRIATE BOXES TO GIVE PERMISSION 

 VISIONS NEWSLETTERS, YEARBOOK 

 PHOTOGRAPHS POSTED WITHIN THE BUILDING  
(BULLETIN BOARDS, etc.) 

 VIDEORECORDING SCHOOL ACTIVITIES (i.e., TALENT 
SHOW) 

 INSERVICE TRAINING RECORDINGS, SLIDES AND 
PHOTOGRAPHS 

 SCHOOL WEBSITE 

 LOCAL NEWSPAPER AND NEWSLETTERS 

________________________________________ ______________________ 
PARENT/GUARDIAN SIGNATURE DATE 

 I DO NOT AUTHORIZE ANY OF THE ABOVE OPTIONS FOR 

MY STUDENT ____________________________ 
STUDENT NAME 

_________________________________________ ________________________ 
PARENT/GUARDIAN SIGNATURE DATE 



Visions Unlimited 
33000 Freedom Rd 

Farmington, Michigan 48336 
248-489-3833

July 11, 2022

Dear Parents, Guardians, and/or Care Providers: 

In order to be in compliance with the rules set forth by the State of Michigan and/or the Oakland 
County Intermediate School District, we must update our students’ guardianship records.  If you 
or someone else has full or partial guardianship of your student, we MUST have a copy of the 
court order on file.  Please complete the form below: 

Student: __________________________ 

Current Guardian Status: 

_____ Full guardianship held by ___________________________________________________ 

 (PLEASE ATTACH COURT ORDER) 

_____ Partial guardianship held by _________________________________________________ 

 (PLEASE ATTACH COURT ORDER) 

_____ Student is his/her own guardian 

Again, if there is full or partial guardianship, PLEASE ATTACH A COPY OF THE 
COURT ORDER granting the guardianship so that we may include it in the student’s file. 

Thank you for your cooperation in this matter. 

Sincerely, 

Dorene Forster, MEd Principal 



Farmington Public Schools 

Consent for Disclosure of Immunization Information to Local and State Health 
Departments 

Immunizations are an important part of keeping our children healthy.  Schools and State and 
Local health departments must monitor immunization levels to ensure that all communities are 
protected from potentially life-threatening diseases and, if necessary, respond promptly to an 
emerging public health threat. It is important that disease threats be minimized through the 
monitoring of students being immunized. 

Sharing immunization and personally identifiable information including the students name, 
Date of Birth, gender, and address with local and state health departments will help to keep 
your child safe from vaccine preventable diseases.  The Family Educational Rights and 
Privacy Act (FERPA), 20 U.S.C. § 1232g, requires written parental consent before personally 
identifiable information from your child’s education records is disclosed to the health 
department. If your child is 18 or over, he or she is an “eligible student” and must provide 
consent for disclosures of information from his or her education records. 

You may withdraw your consent to share this information in writing at any time. 

I authorize            Visions Unlimited/Farmington Public School District            to 
release my child’s immunization record to the Michigan Department of Health and 
Human Services and Local Health Department. I understand this information will 
be used to improve the quality and timeliness of immunization services and to help 
schools comply with Michigan Law. This includes any immunization information 
and limited personally identifiable information from the school. 

 Student’s Name:  Date of Birth: __/__/_ 

 Signature of Parent/Guardian 
 or Eligible Student:         Date:__/__/__ 

Printed Parent/Guardian 
Name:  ________________________________________________________ 

Rev.8/2/18 









�·· 

Complete next 
. . 

forms only if: 

• Your student
needs to take
medication or

may have medical
needs during the 

school day 



Fannington Public Schools 
AUTHORIZATION FOR MEDICATION FORM

Dear Parent and physician: 

PLEASE READ THE ATTACHED MEDICATION ADMINIS TRATION GUIDELINES ON THE 
BACK OF THIS FORM. 

PHYSICIAN PLEASE COMPLETE THE FOLLOWING: 

Student Name 
----------------------------------

Name ofMedication __________________ Dosage __________ _

Route Given Time 
----------------------- -----------

Start Date End Date 
---------------- ------------------

Student's diagnosis and reason for medication. ______________________ _ 

Adverse reactions or side effects 
----------------------------

Additional Comments 
-------------------------------

Students may self carry/administer (grades 6-12) only if authorized by the physician and parent/guardian. 

-This student is both capable and responsible for self-administering this medication according to school policy

_No _Yes-Supervised _Yes-Unsupervised Physician Initials. ___ _ 

-Student is authorized to self carry this medication:

_No _Yes 

_ Please indicate if you have provided additional information as an attachment.

Parent/Guardian Initials ___ _

I certify this student requires such medication be given during school hours and that no alternative
schedule is medically advisable.

Physician Signature _____________________ Date ________ _

Print Name Phone

Address

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

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

City/State _____________________ Zip Code _________ _

Parent/Guardian Signature __________________ Date ________ _

**Return fax to: 248-489-3839 (Farmington Public Schools)











Allergy Action Plan (AAP) Page 2 0f2 

Extremely reactie to the following: _______________________________ _ 

THEREFORE: 

__ If checked, give epinephrine immediately for ANY symptoms if the allergen was likely eaten. 

If checked, ive e ine hrine immediate! if the alter en was definite! eaten, even if no s m toms are noted. 

If ANY SEVERE SYPMTOMS after suspected or 

known Ingestion (or contact, If allergen other than food 

One or more of the following: 

LUNG: Short of breath, wheeze, repetitive cough 

HEART: Pale, blue, faint, weak pulse, dizzy, confused 

THROAT: Tight, hoarse, trouble breathing/swallowing 

MOUTH: Obstructive swelling (tongue and/or lips) 

SKIN: Many hives over body 

Or combination of symtoms from different body areas: 

SKIN: Hives, itchy rashes, swelling (eyes, lips, etc.) 

GUT: Vomitin , diarrhea, cram ain 

IF MILD SYMPTOMS ONLY: 

Mouth: 

Skin: 

Gut: 

Itchy mouth 

A few hives around mouth/face, mild itching 

Mild nausea/discomfort 

1. INJECT EPINEPHRINE IMMEDIATELY

2. Call 911

3. Begin monitoring (See "monitoring"

box below)

4. Give additional medication**

If ordered such as: Antihistamine or Inhaler

*Antihistamines & Inhalers are not to be

depended upon to treat a severe reaction

(anaphylaxis). USE EPINEPHRINE

1. Give Antihistamine

2. Stay with student; Call parent/guardian

3. If symptoms progress:

USE EPINEPHRINE (see above)

MONITORING; stay with student: call 911 first then can parent/guardian 

Note dose/time epinephrine administered and give information to EMS 

A second dose of epinephrine can be given 5 minutes or more after the first if symptoms persist or recur 

Consider keeping student lying on back with legs raised (if vomiting roll student to his/her side) 

Treat student even if oarent/guardian cannot be reached. 

I am in agreement and authorize the medication/plan as stated in both pages 1 and 2 of this Allergy Action Plan

Physicians Slgnature: ______________________ .Date: __________ _

Print Physicians Name:. _____________________ ,Phone: __________ _ 

Address: _______________________________________ _ 

City/State: _______________________ ---'Zip Code: __________ _ 

Parent/Guardian Signature: ___________________ .Date: __________ _





         

Copyright 2008 Epilepsy Foundation of America, Inc.

Seizure Action Plan Effective Date 

This student is being treated for a seizure disorder. The information below should assist you if a seizure occurs during 
school hours. 

Student’s Name Date of Birth 

Parent/Guardian Phone Cell 

Other Emergency Contact Phone Cell 

Treating Physician Phone 

Significant Medical History 

Seizure Information 
Seizure Type Length Frequency Description 

Seizure triggers or warning signs: Student’s response after a seizure: 

Basic Seizure First AidBasic First Aid: Care & Comfort 
• Stay calm & track timePlease describe basic first aid procedures: 
• Keep child safe
• Do not restrain
• Do not put anything in mouth

Does student need to leave the classroom after a seizure? ❒ Yes ❒ No • Stay with child until fully conscious
If YES, describe process for returning student to classroom: • Record seizure in log

For tonic-clonic seizure:
• Protect head

Emergency Response • Keep airway open/watch breathing
• Turn child on side

A “seizure emergency” for Seizure Emergency Protocol A seizure is generallythis student is defined as: (Check all that apply and clarify below) considered an emergency when: 
• Convulsive (tonic-clonic) seizure lasts❒ Contact school nurse at__________________________

longer than 5 minutes
❒ Call 911 for transport to __________________________ • Student has repeated seizures without
❒ Notify parent or emergency contact regaining consciousness

• Student is injured or has diabetes❒ Administer emergency medications as indicated below
• Student has a first-time seizure❒ Notify doctor
• Student has breathing difficulties

❒ Other ________________________________________ • Student has a seizure in water

Treatment Protocol During School Hours (include daily and emergency medications) 
Emerg. Dosage & 
Med. ✓✓✓✓✓ Medication Time of Day Given Common Side Effects & Special Instructions 

Does student have a Vagus Nerve Stimulator? ❒  Yes ❒  No If YES, describe magnet use: 

Special Considerations and Precautions (regarding school activities, sports, trips, etc.) 
Describe any special considerations or precautions: 

Physician Signature ___________________________________________________ Date _________________________________
 

Parent/Guardian Signature _____________________________________________ Date _________________________________
 
DPC772 




	6th Grade Enrollment Packe1
	power_enrollment_packet
	power letter


	Date of Request: 
	For Farmington Public Schools to: Off
	For Farmington Public Schools to_2: Off
	Name 1: 
	Name 2: 
	Name 3: 
	Name 4: 
	Student Name: 
	Date of Birth: 
	Address 1: 
	Address 2: 
	OTHER: 
	2: 
	ParentGuardian if student is under 18: 
	Telephone No: 
	undefined: 
	Building: 
	Sent: Yes
	By: 
	Check Box1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off

	Check Box2: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off



