
Screening 
Registration 

Complete the attached forms to register for 
Early Childhood Screening 

 
Census 

 
Child Health and Development History 

 
Early Childhood Screening Consent 

 
Early Childhood Screening Release of Information 

 
Immunization Record 

 
Registration for Early Childhood Screening 



 

Excellence in Academics, Activities, and Character  
Adult living at this address 

Parent or Guardian (Full Legal Name)  _________________________(Maiden) __________   Male     Female    Birthdate_____________________ 

Parent or Guardian (Full Legal Name)  _________________________(Maiden) _________      Male     Female   Birthdate_____________________ 

Address ________________________________________  Apt # ______  City  _____________________________  Zip  ____________________ 

Home Phone Number  ________________   Cell (Mom) Phone Number _________________    Cell (Dad) Phone Number ___________________ 

List all children under age 21 living in the household 

Date: __/__/_____ 

Legal Last Name First Name Middle Name Gender Birthdate School Attending/

Preschool/ECFE 

Pre-K/ECFE/Grade 

   Male/Female    

   Male/Female    

   Male/Female    

   Male/Female    

   Male/Female    

Office Use Only: 

Interpreter    Early Ed. Volunteer:  Fee:   Funding Source:              Special Education Status 

Immunization  01: Not volunteering  01: Full fee  P1: Pathway 1/P2: Pathway 2                  01: IEP/IFSP is Current 

   02: Classroom Volunteer  02: Reduced Fee  P1: Parent Fee                 02: No IEP/IFSP 

   03: Parent advisory Committee 03: No fee/Scholarship 02: School Readiness                                 03: Developmental Concerns 

   99: Other (donations, etc.)     03: ECFE      04: ECSE        













Immunization Program (2019)  
www.health.state.mn.us/immunize

Immunizations required for child care, early childhood programs, and school.

Name Birthdate

Diphtheria, Tetanus,  
Pertussis (DTaP, DT, Td)

Haemophilus  
influenzae type b (Hib)

Pneumococcal (PCV)

Polio

Tetanus, Diphtheria,  
Pertussis (Tdap)

Meningococcal  
(MCV4)

Measles, Mumps,  
Rubella (MMR)

Chickenpox  
(varicella)

Hepatitis A

Hepatitis B

Birth to 6 months 12 -24 months At  
Kindergarten At 7th grade At 12th grade

Vaccine

Enter the dates for 
each vaccine your child 
has received to date. 
Specify the month, day, 
and year of each dose 
such as 01/01/2010.

Minnesota law requires children enrolled in child care, early childhood education, or school to be immunized against certain diseases, unless the child is medically or 
non-medically exempt.
Instructions for parent or guardian:
1. Fill out the dates in chronological order even if your child received a vaccine outside of the age/grade category that the box is in. Depending on the age of your child,  
 they may not have received all vaccines; some boxes will be blank. 

• If you have a copy of your child’s immunization history, you can attach a copy of it instead of completing the front of this form. 
• Your doctor or clinic can provide a copy of your child’s immunization history. If you are missing or need information about your child’s immunization history, talk 

to your doctor or call the Minnesota Immunization Information Connection (MIIC) at 651-201-3980 or 800-657-3970.
2. Sign or get the signatures needed for the back of this form.

• Document medical and/or non-medical exemptions in section 1.
• Verify history of chickenpox (varicella) disease in section 2.
• Provide consent to share immunization information (optional) in section 3. 

Immunization Form



3.  Consent to share immunization information: This school is asking for permission 
to share your child’s immunization record with Minnesota’s immunization information 
system. Giving your permission will:
• Provide easier access for you and your school to check immunization records, such 

as at school entry each year. 
• Support your school in helping to protect students by knowing who may be 

vulnerable to disease based on their immunization record. This can be important 
during a disease outbreak. 

Under Minnesota law, all the information you provide is private and can only be released 
to those authorized to receive it. Signing this section of the form is optional. If you choose 
not to sign, it will not affect the health or educational services your child receives.
I agree to allow my child’s school to share my child’s immunization documentation with 
Minnesota’s immunization information system:

Signature: Date:*Health care practitioner is defined as a licensed physician, nurse practitioner, or 
physician assistant.

2.  History of chickenpox (varicella) disease. This child had chickenpox in the 
month and year 
My signature below means that I confirm that this child does not need 
chickenpox vaccine because:

I am a health care practitioner and this child was previously diagnosed 
with chickenpox or the parent provided a description that indicates this 
child had chickenpox in the past.
I am the parent or guardian and this child had chickenpox on or before 
September 1, 2010. 

Signature: Date:
(of health care practitioner*, representative of a public clinic, or parent/
guardian). Parent can sign if chickenpox occurred before September 2010.

A.  Medical exemption: By my signature below, I confirm that this child 
should not receive the vaccines marked with an X in the table for medical 
reasons (contraindications) or because there is laboratory confirmation that 
they are already immune.

1. Document a medical and/or non-medical exemption (A and/or B). 
Place an X in the box to indicate a medical or non-medical exemption. If there are exemptions to more than one vaccine, mark each vaccine with an X.

Signature: Date:

B.  Non-medical exemption: A child is not required to have an immunization that is against 
their parent or guardian’s beliefs. However, choosing not to vaccinate may put the health 
or life of your child or others they come in contact with at risk. Unvaccinated children who 
are exposed to a vaccine-preventable disease may be required to stay home from child 
care, school, and other activities in order to protect them and others. 

By my signature, I confirm that this child will not receive the vaccines marked with an X in 
the table because of my beliefs. I am aware that my child may be required to stay home 
from child care, school, and other activities if exposed.

Non-medical exemptions must also be signed and stamped by a notary:
This document was acknowledged before me  
on  (date)

by 

Notary Signature:

(of health care practitioner*)

Vaccine

Diphtheria, Tetanus, and Pertussis

Polio

Measles, Mumps, Rubella

Haemophilus influenzae type b

Chickenpox (varicella)

Pneumococcal

Hepatitis A

Hepatitis B

Meningococcal

Medical  
Exemption

Non-Medical
Exemption

(of parent or guardian in presence of notary)
Signature: Date:

Notary Stamp

STATE OF MINNESOTA, COUNTY OF

(name of parent or guardian)

Name
Instructions: Complete section 1 to document a medical or non-medical exemption, 
section 2 to verify history of varicella disease, and section 3 to consent to share 
immunization information.

Minnesota Department of Health - Immunization Program (2019)
(of parent/guardian)
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Registration for Early Childhood Screening 
GENERAL INFORMATION AND INSTRUCTIONS: Page one of the registration form must be completed by the child’s 
parent/guardian. Page two is completed by school district personnel only. Please print or fill in electronically. 

Child’s Legal Name: (First, Middle, Last): 

Child’s Nickname or Other Name (First, Middle, Last): 

Child’s Birth Date: Gender: Male  Female  

Parent/Guardian: Phone: P.O. Box: 

Address: 

City: State: Zip: 

Parent/Guardian: Phone: P.O. Box: 

Address: 

City: State: Zip: 

Please complete the state race/ethnicity question below: American Indian: Person having origins in any of the original 
peoples of North America and maintains cultural identification through tribal affiliation or community recognition. 
(choose ONE) 

_____ NO, not American Indian _____ YES, American Indian 

Please complete the federal race/ethnicity questions below. You may choose more than one answer in Part B. See top of 
page two for specifics on how to complete this section. 

*Part A – Is the child Hispanic/Latino? (choose ONE) 

NO, not Hispanic/Latino YES, Hispanic/Latino 

*Part B – What is your child’s race? (choose all that apply) 

American Indian/Alaska Native Asian Black/African American 

Native Hawaiian/Pacific Islander White 

PRIMARY/SECONDARY LANGUAGE INFORMATION 

Which language did your child learn first? English Other (specify) 

Which language is most often spoken in your home? English Other (specify) 

Which language does your child usually speak? English Other (specify) 

PREVIOUS HEALTH AND DEVELOPMENTAL SCREENING INFORMATION 

Has your child received comprehensive health and developmental screening as a preschooler (3-5-years-old)? 

YES  NO If yes, screening dates: Location: 

Has your child ever been evaluated for special education or ever received special education services through an Individual 
Education Program (IEP) or Individual Family Education Plan (IFSP)? 

YES  NO 

PARENT/GUARDIAN VERIFICATION OF INFORMATION 

I hereby verify that the above information is true and current to the best of my knowledge. 

Parent/Guardian Signature Date 

Use after 7/1/18 Page 1 



     

 

 
      

   
  

 
    

     
 

    
 

 
 

     
 

    
 

 
   

    
 

      
 

 
   

 
            

 
                  

 
              

 
             

 
              

 
   

  

       

   

         

 
  

      
       

 
 

     

     

     

      
 

    

 
  

        

     

 
 

 
   

 
 

                    
   

Instructions and definitions for Part A and Part B race/ethnicity questions 
The question for Part A is about ethnicity, not race. No matter what is selected in Part A, have the parent continue to answer the 
question in Part B indicating the child’s race by marking one or more boxes. 

American Indian or Alaska Native – Person having origins in any of the original peoples of North and South America 
(including Central America), and who maintains tribal affiliation or community attachment. 

Asian – Person having origins in any of the original peoples of the Far East, Southeast Asia or the Indian subcontinent
 
including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand and 

Vietnam. 


Black or African American – Person having origins in any of the black racial groups of Africa. 

Hispanic/Latino – A person of Cuban, Mexican, Puerto Rican, South or Central America or other Spanish culture of origin, 
regardless of race. 

Native Hawaiian or Other Pacific Islander - Person having origins in any of the original peoples of Hawaii, Guam, Samoa or 
other Pacific Islands. 

White - Person having origins in any of the original peoples of Europe, the Middle East or North Africa. 

TO BE COMPLETED BY SCHOOL DISTRICT PERSONNEL ONLY 

Screening District Number and Type:
 

Screening Date: Screening District Name:
 

Child’s Resident District Name:
 

Resident Screening District Number and Type: 

MARSS ID Number: 

Check type of screening child received – STATE AID CATEGORY (SAC) 
(To be completed by the Early Childhood Screening Coordinator) 

___ 41 - Screening by District ___ 44 - Private Provider 

___ 42 - Child and Teen Checkups/EPSDT 

___ 43 - Head Start ___ 45 - Conscientious Objector, no screening 

Check the Primary type of referral following the early childhood health and developmental screening using STATUS END 
CODES (SEC).  Only one box may be checked.  Must have a valid SEC for – STATE AID CATEGORY (SAC) 41. If unsure of 
referral status for SAC 42-44, use “no referral” SEC 60. (To be completed by the Early Childhood Screening Coordinator.) 

Status End Codes: 

___ 60 - No referral	 ___ 64 - Referral to early childhood programs* 

___ 61 - Referral to special education	 (*School Readiness, Head Start, Early Childhood Family 
Education, family literacy) 

___ 62 - Referral to health care provider 
65 – Referral offered, parent declined 

___ 63 - Referral to special education AND health care 
provider 66 - Rescreen planned 

SCHOOL DISTRICT VERIFICATION OF INFORMATION 
I hereby verify that the above information is true and current to the best of my knowledge. 

School District Early Childhood Screening Coordinator Signature Date 

Use after 7/1/18 Page 2 


