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Sunrise Christian Academy

New Admission Registration Forms

2024-2025

Please use the following checklist to make sure everything in the New Admission
Packet gets filled out and returned to the school. Any questions please contact:

© O O O O 0O O O

Lisa Turek: 989-335-8488

Student Application Information (3 pgs.)

Transfer Records Request (return signed if applicable)
Health Appraisal (make sure Hearing/Vision is completed)
School Information/Photo Release

Permission for Use of SCA computers and Internet
Concussion Awareness acknowledgement

Copy of Birth Certificate

Immunization Record or Waiver

Integrity Excellence Honor




Student Application Information

Sunrise Christian Academy FOROFFICEUSEONLY:

4435 Us 23 DATE RECEIVED RECEIPT# AMOUNTS
Harrisville Ml 48740 TESTED RECORDS RECEIVED____
989.335.8488 CHURCH MEMBERSHIP

Application for New Admission - 2024-2025 School Year

Please fill out the application neatly and completely — print or type.
Return to the school office with the 525 application fee.

NAME OF STUDENT
(1STCH|LD) Last First Middle (preferred/nickname)
Student to enter Grade Birth date / / O Male  OFemale
Current School Attending Principal
Address Phonett
Has student ever repeated a grade? [dYes [INo If yes, which grade?

Indicate if student has been disciplined by a previous school: [dYes [INo

Suspension: [1Yes [ONo Asked to withdraw by school: ClYes [ONo Expulsion: [lYes O No
Please explain any yes:

Indicate if student has been: Evaluated by SSD: [Yes ONo Current IEP: OYes CINo ADD Diagnosis: [Yes CINo
Please explain any yes:

NAME OF STUDENT

(ZNDCH”.D) Last First Middle (preferred/nickname)
Student to enter Grade Birth date / / [ Male OFemale

Current School Attending Principal

Address Phonett

Has student ever repeated a grade? [lYes [INo If yes, which grade?

Indicate if student has been disciplined by a previous school: [dYes [INo

Suspension: [1Yes [ONo Asked to withdraw by school: ClYes [ONo Expulsion: [lYes O No
Please explain any yes:

Indicate if student has been: Evaluated by SSD: [Yes [ONo Current IEP: [dYes [ONo ADD Diagnosis: [IYes [INo
Please explain any yes:




___ Father & Mother __ Father Only __ Mother Only
STUDENT(S) LIVES WITH: __ Father/Stepmother __ Mother/Stepfather __ Grandparent/Guardian
African/American Caucasian

Ethnic Origin: (used for government reporting purposes only) Hispanic Other
Public School District in which you live
Public Elementary School /Junior High School which you would attend
The following family referred me to Sunrise Christian Academy: Parent Child
FAMILY DATA
Parent/Guardian #1 Name (Dr./Mr./Mrs./Ms.) Home Phone ()
Home Address

Street City State Zip
E-mail Address Cell Phone( )
Employer Occupation
Work Phone ( ) Pager( )
Parent/Guardian #2 Name (Dr./Mr./Mrs./Ms.) Home Phone( )
Home Address

Street City State Zip
E-mail Address Cell Phone( )
Employer Occupation
Work Phone ( ) Pager( )

Are parents separated? [ Yes [ No

Divorced? I Yes [ No

If yes, who has custody?

Please star (*) above which address to use for all correspondence about this application.

EMERGENCY INFORMATION

School/ EMERGENCY CONTACTS (Someone that does NOT reside at your address and is authorized to pick up your child-include

additional names on another sheet of paper if needed):

Name

Name

Doctor's Name

Relationship

Relationship

Day Phone ( )

Day Phone ( )

Office Phone ( )

Please share with us information about special needs (allergies, chronic conditions, discipline, special education):



STUDENT APPLICATION FOR NEW ADMISSION

Sunrise Christian Academy

Contract of Enrollment

If accepted by Sunrise Christian Academy and with (my/our) payment of the appropriate application fee, please enter
(my/our)child/ren at Sunrise Christian Academy for the full school year subject to the rules and regulations of Sunrise
Christian Academy as established by the faculty and approved by the Board of Christian Education and also subject to the
written statements, rules, regulations, conditions, and financial terms contained in the Sunrise Christian Academy
Parent/Student Handbook which is acknowledged to include the following:

1.

A non-refundable application fee of $25 (for evaluation material) is required. Once accepted, you will
receive an email for additional paperwork and a fee of $500.00 required for each student by Aug. 1%
(used to purchase customized curriculum and uniforms). (Please make checks payable to Sunrise Christian
Academy.)

Students are expected to be in the school and ready to begin class at 8:00 AM, when the school day begins. School
doors open at 7:50 AM. The school day ends at 1:15 PM. Parents are expected to be prompt in picking up their child at
the end of the day. If students are involved in after school activities, they should leave school after the activity. If a
student is absent for a day, parents are to call the school before 9:15 am to inform the school of the reason for the
absence.

If I cannot be contacted, those people listed as "Emergency Contacts" are authorized to pickup my child during the
school day (Additional names may be attached to this application as needed.)

We, the parent(s)/guardian(s) give permission to Sunrise Christian Academy to use pictures, videos, and directory
information regarding our child(ren) as related to school sponsored events, activities, and special recognitions as
authorized by The Family Educational Rights and Privacy Act. Release of student information by the school is done
prudently and primarily to promote the accomplishments of our school and our students.

If in the opinion of a properly licensed and practicing physician, (my/our) (child/ward) need medical or surgical services
which require (my/our) authorization or consent before being supplied and reasonable attempts have been made to
contact the parents/guardians, (I/we) hereby authorize, appoint and empower Sunrise Christian Academy to act as
(my/our) agent to furnish on (my/our) behalf such oral or written authorization as may be so required, and (I/we)
release Sunrise Christian Academy from any liability which might arise from the giving by it of such authorization; it
being (my/our) desire that (my/our) (child/ward) be furnished with such medical or surgical services as soon as
reasonably possible after the need arises.

WE EXPECT THAT THE STUDENTS OF SUNRISE CHRISTIAN ACADEMY WILL ABIDE BY THE RULES AND
REGULATIONS OF THE SCHOOL AS ESTABLISHED BY THE FACULTY AND APPROVED BY THE BOARD.

Date Signature of Father/Legal Guardian Signature of Mother/Legal Guardian

% APPLICATION IS INCOMPLETE WITHOUT SIGNATURE(S) AND APPLICATION FEE %



Subject: Transfer Records Request

Please send your cumulative records, health records, test records (including the most recent
[.E.P. and psychological reports), and any other pertinent information that you may have

regarding my child

Please include the latest grades.

We would like this information sent to:
Sunrise Christian Academy

443 S US 23
Harrisville MI 48740

Name and Address of Previous School:

Parent/Guardian Signature Date



HEALTH APPRAISAL

Dear Parent or Guardian: The following infoemation is equested so that the school canwork with the parent to meet the physical, intellectual and emotional nesds
of the chiid, F# out the information requested in Section |, Section [l may be cerified by the transcription of information from the certificate of immunization. The
remaining sactions are to be compisted by & doctor, nurse and dentist. (BE SURE TO BRING YOUR GHILD'S IMMUNIZATION RECORDS TO THE EXAMINATION.)

PERSONAL
CHILL'S MAME {Last, First, Middl=} DETE OF BIFTH (mmiddhny}
i i
ACTDAESS |Numiber & Stresty fiy) [ZIF Code) TODAY S DATE |memdadiyy)
M !
PARENT/GLARDAAN [Lost, Finst, Middis} HOME TELEPHIONE HUIMBER
1 l
ADDAESS {Mumiter & Stresty iy |ZIP Code} WORK TELEPHONE NUMBER
Mi { 1
SECTION | - HEALTH HISTORY
¥
£ 3 E # Iz your child having any of the problems listed below? Birth History:
O OO 1 Alemies or Beactions (for example, food. medication or other)
0O 0O 2 Hay Fever, Asthma, or Wheazing
| Tl 3 Eczemaor Frequent Skin Rashes
O O 0O 4 Convulsions/Seizuras
[ | [1 5 Heart Troubls
0 O O & Diabates
O 0O 0O 7 Feguent Colds, Sore Throats, Earaches (4 or more per year) Are theare any cumant or past diagnosisfes) [ Yes Mo
| T B Troublewith Passing Urine or Bowsl Movaments If yes, please describe:
[ 0 9 Shortness of Breath
[ | 1 10 Speech Problems
O 0O 0O 11 Menstrual Problems
1 00 12 Dental Problema: Diate of Last Exam '}
| 1 Other (please describal
O Choes your child take any medication(s) regularfy? If yes, st medications:
Reason for Medication =
! ! Was the health history reviewed by & health professional?
Parent/Guardian Signature Crate O Yes [l Mo Examiner's Initials:
SECTION Il - PHYSICAL EXAMINATION, INSPECTION, TESTS AND MEASUREMENTS
Required for Child Care and Head Start / Early Head Start
Tasts and Measuraments
=| &
HHE HHE
5| #| Wes child tested for Test results: 2| 2|B| 5| #| was chic tasted for Test results: 3 Z|3
WSION Vil Aoty O] | HEXGHT & WEIGHT Haight
1 Moscls Imbalanca Weight
. Datar f { Osar O] CT | Dther Char
HEARNG Auiomater | £ | HEMOGLCEIN ¢ HEMATOCRT Fo
O
i 1| | BLDOD PRESSURE Zeading
Dot ! { -
LIRINALFEIS Sugar TUEBERCLLIM Tvpa:
| i) O L
Diatac ! ! Microscopéc Dlabax ! ! Mg P 0 mm
BLOCO LEAD LEWEL NOTE: Blood lead leved required for all childran enrofied in Madicaid must be fested
Faa ugldl | &t one end twno years of age, or once between thres a.'fd_ BNl yEars -:f H;E‘i‘f ot
l — previously tested. Al children under age s fving in high-rek arsas should be festad
Dt ! ! at the came intervals as fsted abowe.
Examinations and/or Inspections
Essential Findings Deviating from Morma:

MOHHS/BCAL-3305 Pl July 2015



SECTION Il - IMMUNEZATIONS
Statenents such as “UP-TO-DATE™ or "COMPLETE” will not be accepted. Admission fo school may be demed on the basis of the information.*

VACCIMES [Circle Type] Dhﬁﬂwm VACCINES [Circle Type] mmmnm
Hepatitis B 1 3 Hepatitis A (Heph) 1 2
tHenE) f influerza (IV/LAIV) : j
DT=ROTROT T 2 5 Meningococoal MOVE 7 MPSVY) |1 2
5 Human Papliomavius 1 E]
Tdap ] [HPWIHIVLHPYZ) 2
Hasmophilus [nflusnzas 1 i Type of Vaccine(s) Date of Veccneds)
type b [HIB) 2 4 CTHER Vaccines |
Palic 1 3 Specity Date & Type 2
PO 2 4 2
Preumpcoccal Conjugats 3 Indiceis and =ach physicien disgnosis or labomatory svidenoe of immunify as appdcable
[FCVTPCV13) z 4 "NOTE: According to Public Act 368 of 1574, any chifd enmlfing in o Michigan school for
Botavirus. [AW1/AYsS) 3 the first Bme must be adequately immunized, vision irated and hearing tested.
Exempéons to these requinemeants ame granted for mediool, refigious and ather
z obisctions, praovided that the waiver forma ore properdy prepored, signesd and
Magsies Mumps, Rubsiia (MMB] |4 2 dafivered to achool administrators. Fomme for thees sxemptiors ane ovnilable
Varcai [Chickenpa) 5 = uwwwmm:smmm%mmmymmmm
History of Crickenpo, Dissass” O Yas [ Ma  Hyes dala Parent/Guandian refussd immunzosons: [
| partdfy that tha immunizshon dates ore trua 1o tha bast of my inowledgo
f !
Health Professional 5 wpnaire Tile Date

SECTION IV - RECOMMENDATIONS

2 {Requrred for Child Care and Head StarbEarly Haad Start)
| 0| s thers oy dafect of vision, haaring or athar condition for which the school could halp by scating or othar actions? B yes, ploaso awplain:
Should tha chid's activity be restricted becsase of any physical delact or ilnass?
H yes, chack and explam dagree of restriction{s}: 0 Classmom O Playpround [0 Gymnasium 11 Ssimming Pool | 0 Compebtive Sports 1 Other
Dthar Recommandations
SECTION ¥ - DENTAL EXAMINATION AND RECOMMENDATIONS (OPTIOMAL)
! hava mxarned ‘s testh. A5 o rosell of this emination, my Rcommendation for roamant i
child' rama
i ]
Ulantrst's Signatura Tala
PHYSICIAN'S SIGNATURE
I !
Examiner's Signature Dmta Examinar's Nama [Print or Typal Dagres or Licensa
Wi | i
Mermbar & Streal Gy 7P Coda Talophona
Informeation required for:

Eanly On - Hearing and Vision Status; Magnosis; Health Status
Child Care Licensing - Physical BExam, Restrictions, Immunizations

Head Start/Early Head Start - Determination that child is up-to-date on a schadule of age-appropriste preventive and primary health cars, including
medical, dentzl, and mental health. The schedule must incorporate the well-child care visit reguired by EPSOT and the latest immunizations schedule
recommended by the Centars for Disease Control and Prevention, State, tnbal. and local authonties. An EPSOT well-child ewam includes height. weight.
and blond tests for anemia at regular intervals based an age.

Devaloped in Cooperation with the Department of Health and Human Services, Education, Michigan American Association of Pediatrics, Early
Chitdhood Investment Corporation, Child Care Licensing, Head Start, Michigan State Medical Socisty, Michigan Azsocigtion of Csteopathic
Physicians and Surgecns.

MOHHS/BCAL 3305 Formerly OCAL 3305/BRS-35305) Page2 of 2 Hewv. Jury 2015



School Communication/News

A school newsletter will be developed and shared with families. A great deal of effort is put
into each one as teachers and staff try to share the information that parents need as part of the
school family.

ki kkkkk Here’s what we need from you..... Please read the newsletter ! * %% ¥k

YES'! I pledge to partner in my child’s education by looking through the school newsletter.

Parent/Guardian Signature Date

Parents are also asked to consider being a part of a REMIND GROUP to receive periodic texts
from the school office with important bits of information such as alerts about weather-related
school closings. Interested? Share your name and cell number below:

I’m already signed up

Sign me up! Parent Name & Cell Number/s

Photo Release
Website
I give my permission for my child’s photos (taken during school functions) to be
published on the school website and/or facebook page
I do not wish to have my child’s picture on the website or facebook.

Newspaper
I give my permission for my child’s photos (taken during school functions) to be
published in local newspapers.
I do not wish to have my child’s picture in local newspapers.

Parent/Guardian Signature Date

Student (s)

Parent Comments: SCA
)



CONCUSSION FACT SHEET

FOR PARENTS

A concussion is a type of traumatic brain injury. Concussions
are caused by a bump or Blow to the head. Even a “ding,™
“getting your befl rung,” or what seems to be a mild bump
or blow to the head can be serious.

You cant see a concussion. Signs and symptoms of
comcussion can show up right after the injury or may not
appear or be noticed until days or weeks after the injury. If
your child reports any symptoms of concussion, or if you
notice the symptoms yourself, seek medical attention right
away.

If your child has experienced a bump or blow to the head
during a game or practice, look for any of the following
signs of a concussion:

SIGNS OBSERVED BY PARENTS/

SYMPTOMS REPORTED BY ATHLETE: GUARDIANS:

= Headache or “pressure” in head = Appears dazed or stunned

= Nausea or vomiting » s confused about assignment or position

» Balance problems or dizziness = Forgets an instruction

= Double or blurry vision = [s unsure of game, score, or oppanent

= Sensifivity to light » Moves clumsily

» Sensitivity to noise = Answers questions slowly

» Feeling sluggish, hazy, foggy, or groggy » | oses conscipusness (even briefly)

» Concentration or memory problems = Shows mood, behavior, or personality changes
= Confusion

Just not “feeling right™ or is “feeling down™

SCA



Be alert for symptoms that worsen owver time. Your child
or teen should be seen in an emergency department right
away if s'he has:

= (ne pupil (the black part in the middie of the eye)
larger than the other

+ Drowsiness or cannot be awakened

» A headache that gets worse and does not go away

= Weakness, numbness, or decreased coordination

+ Repeated vomiting or nausea

= Slurred specch

+ Convulsions or seizures

= Difficulty recognizing people or places

= Increasing confusion, restlessness, or agitation

+ Unusual behavior

= | o5 of consciousness (even a brief loss of
consciousness should be taken seriousiy)

1. SEEK MEDICAL ATTENTION RIGHT AWAY
A health care professional will be able to decide how
serious the concussion is and when it is safe for your
child to return to regular activities, including sports.

2. KEEP YOUR CHILD QUT OF PLAY.
Concussions take time to heal. Don't let your child
return to play the day of the injury and until a health
care professional says it's OK. Children who return to
play too soon - while the brain is still healing - risk a
greater chance of having a second concussion. Repeat
or later concussions can be very serious. They can
cause permanent brain damage, affecting your child for
a lifetime,

3. TELL YOUR CHILD'S COACH ABOUT
ANY PREVIOUS CONCUSSION.
Coaches should know if your child had a previous
concussion. Your child's coach may not know about a
concussion your child received in another sport or
activity unless you tell the coach.

= Ensure that they follow their coach’s rules for safety
and the rules of the sport.

+ Encourage them to practice good sportsmanship at
all times,

+ Make sure they wear the right protective equipment
for their activity. Protective equipment should fit
properly and be well maintained.

= Wearing a helmet is a must to reduce the risk of a
serious brain injury or skull fracture.
= However, helmets are not designed to prevent

concussions. There is no “concussion-proof”
helmet. So, even with a helmet, it is important
for kids and teens to awoid hits to the head.

Children and teens who return to school after a concussion
may need to:

= Take rest breaks as needed

= Spend fewer hours at school

= Be given mare time to fake tests or complete
assignments

= Receive help with schoobwork

+ Reduce time spent reading, writing, or on the computer

Talk with your child’s teachers, school nurse, coach,
speech-ianguage pathologist, or counselor about your
child's concussion and symptoms. As your child’s symptoms
decrease, the extra help or support can be removed
gradually.

JOIN THE CONVERSATION L, www.facebook.com/CDCHeadsUp



Concussion Awareness
Educational Material Acknowledgement

By my name and signature below, I acknowledge in accordance with Public Acts 342 and
343 of 2012 that [ have received and reviewed the Concussion Fact Sheet for Parents and
Students provided by Sunrise Christian Academy.

Student name printed Parent or Guardian name printed
Student signature Parent or Guardian signature
Date Date
Student’s Date of Birth Date that student will tum 25 years old

Report any known previous incident{s) of concussion (use back of formm if necessary)

Return this signed form to Sunrise Christian Academy. This form will be kept on file for the duration of
enrollment/participation and until age 25.

Students and parents should review and keep the educational materials available for future reference.

é‘Cj\



