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2011-2012 School Year 

SSttuuddeenntt  IInnffoorrmmaattiioonn  FFoorrmm  

PPlleeaassee  aannsswweerr  aallll  qquueessttiioonnss  ––  AApppplliiccaattiioonnss  tthhaatt  aarree  nnoott  ccoommpplleettee  wwiillll  bbee  rreettuurrnneedd  

**AAccaaddeemmiicc,,  DDiisscciipplliinnee  aanndd  AAtttteennddaannccee  rreeccoorrddss  mmuusstt  bbee  ssuubbmmiitttteedd  wwiitthh  aapppplliiccaattiioonn**  

 

Student Information 

Student Name:  (first) _______________________________ (middle) ___________________________ (last) __________________________ 

Date of Birth: _______________________ Social Security Number: ___________________________ Sex:   M F 

Street Address:  __________________________________ City/State _________________________________ Zip ______________________ 

Home Phone: ______________________________________  Parent Cell: ___________________________________________  

Student Email: _____________________________________  Parent Email: __________________________________________ 

Who is the legal guardian? _________________________________ With whom does the student live? ______________________________ 

Is there another language spoken at home? _______________________________________________________________________________ 

What is the student’s first language? _____________________________________________________________________________________ 

Siblings attending CACS: ________________________________________________________________________________________________ 

Educational Background 

Current Grade Level for the 2010-2011 School Year: ________________________  

Expected Grade Level for the 2011-2012 School Year: _______________________ 

Is the student currently enrolled in school?   Yes/No  

If not, please explain and include the last date the student was in school: ____________________________________________ 

____________________________________________________________________________________________________________ 
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Please list all high schools attended: 

School Attended: _________________________________ City _______________________Grade Level: _______________ Year: __________ 

School Attended: _________________________________ City _______________________Grade Level: _______________ Year: __________ 

School Attended: _________________________________ City _______________________Grade Level: _______________ Year: __________ 

School Attended: _________________________________ City _______________________Grade Level: _______________ Year: __________ 

Has the student ever been tested for or received special education services?  Yes/No   504 Plan?  Yes/No 

If the special education question was answered ‘yes’ when and where were special education services last received? *  

School (s) ________________________________________________________ Year (s) of Service: __________________________________ 

(*Please submit current IEP and Psych Eval or 504 Plan.) 

Disciplinary History      

Has the student ever received a discipline referral for drugs, weapons, or gang activity? Yes/No Which? ____________________ 

Explain: ______________________________________________________________________________________________________________ 

Has the student ever received a referral for fighting or threatening behavior?  Yes/No Which? _____________________________ 

Explain: ______________________________________________________________________________________________________________ 

Has the student ever been expelled from a school or school corporation?  Yes/No  

Is the student currently expelled or up for expulsion (Title 20)?  Yes/No  

If ‘yes,’ please detail below the number of expulsions, specific violation (s), year (s) of occurrence, specific offense and the school 
where it occurred. Failure to disclose discipline history may result in termination of admission. CACS will request discipline transcripts 
from prior schools. 

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________ 

Reason for applying to Campagna Academy Charter School:  _________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

Any additional information that the school should be aware of: _____________________________________________________ 

____________________________________________________________________________________________________________ 
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PPaarreenntt//GGuuaarrddiiaann//SSoocciiaall  SSeerrvviicceess  CCoonnttaacctt  IInnffoorrmmaattiioonn  

Mother’s Name:  (first) _____________________________ (middle) ___________________________ (last) __________________________ 

Address: Street __________________________________ City/State ________________________________ Zip _______________________ 

Home Phone: _______________________________ Cell: _________________________________ Work: _______________________________ 

Place of Employment: ________________________________________________  

Email address: ______________________________________________________

 

Father’s Name:  (first) _____________________________ (middle) __________________________ (last) ___________________________ 

Address: Street __________________________________ City/State _________________________________ Zip_______________________ 

Home Phone: _______________________________ Cell: _________________________________ Work: _______________________________ 

Place of Employment: _________________________________________________  

Email address: _______________________________________________________

 

Legal Guardian (first) _____________________________ (middle) ___________________________ (last) __________________________ 

Address: Street __________________________________ City/State _________________________________ Zip __________________ 

Home Phone: _______________________________ Cell: _________________________________ Work: ______________________________ 

Place of Employment: __________________________________________________  

Email address: ________________________________________________________

Does the student have a Probation Officer? Yes/No       

PO’s Name: ______________________________________ PO’s Cell: _________________________ Office: ____________________________ 

PO email: ______________________________________________ 

Is the student a Ward of Court?  Yes/No       

Does the student have a Case-worker? Yes/No  

CW’s Name:  ____________________________________ CW’s Cell:  __________________________ Office: ____________________________ 

CW email: ______________________________________

 

Residential and ADTP Students Only 

 Therapist Name: ____________________________________ Cell:  ______________________________ Email: _________________________ 
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EEmmeerrggeennccyy,,  TTrraannssppoorrttaattiioonn,,  MMeeddiiccaall  IInnffoorrmmaattiioonn  

Emergency Contact 

List three persons (other than parents/guardian) who can be contacted on behalf of your student in an emergency when you 
cannot be reached. 

1, Name: _________________________________ Relationship to Student: ____________________ Home #: __________________ Cell______________ 

2. Name: ________________________________ Relationship to Student: ____________________ Home #: __________________ Cell______________ 

3. Name: ________________________________ Relationship to Student: ____________________ Home #: __________________ Cell______________ 

Transportation Contact 

List three persons (other than parents/guardian) who have consent to pick up your student from school. Only persons on 
this list will be able to transport your child.  

1, Name: _________________________________ Relationship to Student: ____________________ Home #: __________________ Cell______________ 

2. Name: ________________________________ Relationship to Student: ____________________ Home #: __________________ Cell______________ 

3. Name: ________________________________ Relationship to Student: ____________________ Home #: __________________ Cell______________ 

Daily Transportation Method 

How will your student arrive and depart from school?  

_____ Transported by parent    _____Car-pool with other CACA   student/family 

_____Student will drive * (complete Form I-Student Driver) 

Medical Information 

Is the student allergic to any medications? Yes/No  If yes, list: ______________________________________________________________ 

Is the student allergic to any foods? Yes/No  If yes, list: ______________________________________________________________ 

Does the student currently have any medical conditions or concerns? Yes/No  *(complete Form II-Medical) 

If yes, list:  ____________________________________________________________________________________________________________________ 

Is the student currently taking any medications or need to take medications during school? Yes/No   

If yes, list:  *(complete Form III-Medication Permit) 
_____________________________________________________________________________________________________________________________ 

Who is the students’ doctor? Name: _____________________________________ Address: _________________________________________________  

Phone #: _____________________________  
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Additional Information   

Do you have a computer at home?  Yes/No    Do you have internet at home? Yes/No 

If no, do you have access to a computer with internet (i.e. friends house, other family members, library, etc) Yes/No 

Please include email addresses for access to school announcements, updates on your child’s educational 
progress and attendance (via PowerSchool), and other important information. 

Mother’s Email: ______________________________________________________________________________________________ 

Father’s Email: ______________________________________________________________________________________________ 

Legal Guardian’s Email: _______________________________________________________________________________________ 

Student’s Email: _____________________________________________________________________________________________ 

 

 

PARENT/GUARDIAN PLEASE SIGN 

My signature below indicates that all information provided on this application is true and correct to the best of my abilities. 
I agree to notify CACS if any information changes.  

_______________________________________    _______________________________________ 
Parent Printed Name      Date 
       
________________________________________ 
Parent Signature 

 

**Your application will not be processed until all required documents have been submitted and application is 
complete. 

 

 

 

FOR ADMINSTRATION USE ONLY 

Application was reviewed by: _____________________________ Approved by: _____________________________ Date: ______ 

Start Date: ________________________________ 

Day School ______  ADTP ______  Residential ______ 



Revised 6/09 
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FFoorrmm  IIII--  MMeeddiiccaall
 

22001111--22001122  SScchhooooll  yyeeaarr  

CCAACCSS  SSTTUUDDEENNTT  MMEEDDIICCAALL  FFOORRMM  
Student Name:   __________________________________________________________________________________ 

Student Address:   ___________________________________________________________________________________ 

(City and State)   ___________________________________________________________________________________ 

Date of Birth:   __________________________________________________________________________________ 

 

Doctor’s Name:   ___________________________________________________________________________________ 

Doctor’s Address:   ___________________________________________________________________________________ 

(City and State)   ___________________________________________________________________________________ 

 

TO BE FILLED OUT BY PHYSICIAN:  

Is the student allergic to any medications?     Yes/No   

If yes, list: __________________________________________________________________________________________________________ 

Is the student allergic to any foods?     Yes/No   

If yes, list: __________________________________________________________________________________________________________ 

Is the student currently taking any medications?    Yes/No  

If yes, list: __________________________________________________________________________________________________________ 

Does the student currently have any medical conditions or concerns?  Yes/No   

If yes, list: __________________________________________________________________________________________________________ 

 

______________________________________________    _________________________________________ 
Physician’s Signature       Date 



Revised 6/09 
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Form III-Student Medication Permit 
 

Student’s Full Name________________________________________________________________ Date of Birth________________ 
 
OVER THE COUNTER MEDICATIONS 
 
Name of medication___________________________________________________________________________________________________  
  
Dosage of Mediciation__________________________________________________________________________________________________ 
 
Reason for mediciation________________________________________________________________________________________________ 
 
Times to be administered at 
school/frequency_____________________________________________________________________________________________________ 
 
Side effects to be expected_____________________________________________________________________________________________ 
 
Over the counter medications must be in the original bottle with the label intact and accompanied by written parental/guardian 
permission. 
I hereby give consent for my child, the above named student, to take the above over the counter medication. 
 
Parent/Guardian Signature___________________________________________________ Date______________ 
 
PRESCRIPTION MEDICATIONS 
 

Name of medication__________________________________________________________________________________________________ 

Dosage of medication__________________________________________________________________________________________________ 

Medical condition/reason for medication_________________________________________________________________________________ 

Times to be administered at school/frequency____________________________________________________________________________ 

Times given at home___________________________________________________________________________________________________  

Other medications given at home________________________________________________________________________________________ 

Side effects to be expected_____________________________________________________________________________________________ 

 
I hereby give consent for my child, to take the prescribed medication at school directed by the physician. 
Parent/Guardian Signature____________________________________________________ Date________________ 
The above named student requires the prescribed medication at school, to be given only as directed on the original current 
prescription label on the container. 

PHYSICIAN USE ONLY 

Physician Signature__________________________________________________________ Date_________________ 

Physician Printed Name_______________________________________________________ Phone________________ 
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MEDICAL TRANSPORTATION 
 
 
 
 
Student Name: _________________________________ 
 
 
 
 
 
In the case of a potentially life threatening medical emergency, I hereby give consent for my 
child _____________________________ to be transported by ambulance to the nearest medical 
facility. If medical emergency and/or an ambulance are called to transport a student, the 
parent/guardian of the student is responsible for any cost associated with ambulance 
transportation and any other incurred medical costs.  
 
 
 
 
 
__________________________________________ 
Parent/Guardian Printed Name 
 
 
__________________________________________ 
Parent/Guardian Signature 
 
 
__________________________________________ 
Date 
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Prescribed by State Board of Accounts                                                                                                                         School Form No. 521 / Revised 2009 

  
SCHOOL CORPORATION CORP. NUMBER 

APPLICATION FOR FREE OR REDUCED PRICE MEALS AND OTHER BENEFITS 
Effective July 1, 2005 - One Application per Household 

Part 1.  Children in school.  To apply for free or reduced price meals and other benefits for your child(ren), carefully complete, 
sign, and return this application to the school.  If you need help with this application, please call the school. 

NAME OF CHILD 
(First Name, MI, Last Name) 

LIVING WITH PARENT 
or CARETAKER 

RELATIVE 

 
BIRTHDATE 

 
SCHOOL 

 
GRADE 

TANF or Food Stamps Case # 
(If you receive both benefits, 
list the TANF Case #) 

 YES  -  NO    
 YES  -  NO    
 YES  -  NO    
 YES  -  NO    
If ALL above children are Food Stamps or TANF recipients – now skip to Part 5. 
Part 2.  If the child you are applying for is migrant, homeless, or a runaway, check the appropriate box and call [your school’s homeless liaison, migrant 
coordinator] at [phone #].                        Migrant        Homeless         Runaway 
 
Part 3.  FOSTER CHILD 
If this application is for a child who is the 
legal responsibility of a welfare agency or 
court, complete this section and go to Part 5.  
(First Name, Middle Initial, Last Name) 

 
LIVING WITH 
PARENT or 

CARETAKER 
RELATIVE 

 
BIRTHDATE 

 
SCHOOL 

 
GRADE 

TANF or Food Stamps Case # 
(If you receive both benefits, 
list the TANF Case #)  OR 
Monthly Personal Use Income 
(if zero, indicate as such) 

 YES  -  NO    
 

ALL OTHER HOUSEHOLD TYPES 
Part 4. 
LIST ALL HOUSEHOLD 
MEMBERS 

 
GROSS (before deductions) HOUSEHOLD INCOME FROM ALL SOURCES 

Examples:  $100 / month   or   $100 / biweekly    or     $100 / weekly 
 
NAME 

 
Earnings 
from Work 
Before 
Deductions    W

ee
kl

y 

B
i-W

ee
kl

y 

M
on

th
ly

 

A
nn

ua
l 

Welfare 
Payments, 
Child 
Support, 
Alimony W

ee
kl

y 

B
i-W

ee
kl

y 

M
on

th
ly

 

A
nn

ua
l 

 
Pensions, 
Retirement, 
Social 
Security W

ee
kl

y 

B
i-W

ee
kl

y 

M
on

th
ly

 

A
nn

ua
l 

 
 
All Other 
Income 
Received W

ee
kl

y 

B
i-W

ee
kl

y 

M
on

th
ly

 

A
nn

ua
l 

 
 
Check if 
NO 
income 

(Example)  Jane Smith $  200 � ⌧ � � $   150 ⌧ � � � $  100 � � ⌧ � $  50 � � ⌧ � �

1. $ � � � � $ � � � � $ � � � � $ � � � � �

2. $ � � � � $ � � � � $ � � � � $ � � � � �

3. $ � � � � $ � � � � $ � � � � $ � � � � �

4. $ � � � � $ � � � � $ � � � � $ � � � � �

5. $ � � � � $ � � � � $ � � � � $ � � � � �

6. $ � � � � $ � � � � $ � � � � $ � � � � �

7. $ � � � � $ � � � � $ � � � � $ � � � � �
 

Part 5.  SIGNATURE:  I certify (promise) that all information on this application is true and that all income is reported.  I understand that the school will get 
Federal funds based on the information I give.  I understand that school officials may verify (check) the information.  I understand that if I purposely give 
false information, my children may lose meal benefits, and I may be prosecuted.  
 
  X__________________________________    ____ - _____- ______    No Social        ______________________________ 
    Signature Of Adult Household Member                   Social Security Number      Security Number   Home Telephone #   /  Work Telephone # 
    ______________________________________     ____________________   _________________________________________________
     Printed Name of Adult Household Member             Date Signed                       Home Address/Apt #                                               Zip Code 

Part 6.  OTHER BENEFITS – This section does not need to be completed to receive free or reduced price meal benefits. 
If your child is a U.S. citizen and currently in grades 6-8, ask your school for information on how to apply for Indiana’s Twenty-first Century Scholars program 
– an early promise program to help prepare and pay for college. 

 
Do you want to receive textbook assistance? 
 

 YES     If, YES, SIGN TO THE RIGHT  
 NO 

I certify that I am the parent/guardian of the child(ren) for whom application is being made.  
My signature below authorizes the release of information on this application for textbook 
assistance.  I give up my right of confidentiality for this purpose only. This application 
information will be shared with the Indiana Family and Social Services Administration 
pursuant to I.C. 20-33-5-2 and I.C. 12-14-28-2, solely for purposes of complying with 45 
C.F.R. PARTS 260 AND 265. 
 
  X__________________________________      _________ 
        SIGNATURE OF PARENT/GUARDIAN                                    DATE 

SCHOOL USE 
ONLY: 
 

 Approved 
 Denied 
 Not Applicable 

 
SEE PAGE 2 IF YOU WANT THIS INFORMATION RELEASED FOR THE PURPOSE OF HOOSIER HEALTHWISE. 
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This application information may be shared with the Family and Social Services Administration for the purpose of identifying children who may 
qualify for free or low-cost health insurance under Medicaid or Hoosier Healthwise.  If you want the application information shared for this 
purpose, please sign below.  I certify I am the parent/guardian of the child(ren) for whom application is being made.  I authorize the release of 
information for this purpose. 
 
X__________________________________________       ________________                            For information about Hoosier Healthwise 
   Signature of Parent/Guardian                                            Date                                                    health insurance, call   1-800-889-9949. 

 
Part 7.  RACE AND ETHNICITY:   
Optional - You are not required to answer 
this question.  No child will be discriminated 
against because of race, color, sex, national 
origin, age, or disability. 

Mark one or more racial identities: 
  Asian 
  Black or African American 
  American Indian or Alaska Native 
  Native Hawaiian or Other Pacific Islander 
  White

Mark one ethnic identity: 
 

  Hispanic or Latino 
 

  Not Hispanic or Latino 

 
Privacy Act Statement:  This explains how we will use the information you give us. 
The Richard B. Russell National School Lunch Act requires the information on this application.  You do not have to give the information, 
but if you do not, we cannot approve your child for free or reduced price meals.  You must include the social security number of the 
adult household member who signs the application.  The social security number is not required when you apply on behalf of a foster 
child or you list a *SNAP (Supplemental Nutrition Assistance Program) or TANF case number for your child or when you indicate that 
the adult household member signing the application does not have a social security number.  We will use your information to determine 
if your child is eligible for free or reduced price meals, and for administration and enforcement of the lunch and breakfast programs.  We 
MAY share your eligibility information with education, health, and nutrition programs to help them evaluate, fund, or determine benefits 
for their programs, auditors for program reviews, and law enforcement officials to help them look into violations of program rules. 
 
Non-discrimination Statement:  This explains what to do if you believe you have been treated unfairly.  
In accordance with Federal law and U.S. Department of Agriculture policy, this institution is prohibited from discriminating on the basis 
of race, color, national origin, sex, age, or disability.  To file a complaint of discrimination, write to USDA, Director, Office of Civil Rights, 
1400 Independence Avenue, S.W., Washington, D.C. 20250-9410 or call (800) 795-3272 (voice) or (202) 720-6382 (TTY).   USDA is an 
equal opportunity provider and employer. 
 
* SNAP: Supplemental Nutrition Assistance Program (formerly the Food Stamp Program with USDA) 
 

FOR SCHOOL USE ONLY – DO NOT WRITE BELOW THIS LINE 
INCOME CONVERSION to ANNUAL:   
WEEKLY INCOME X 52 BI WEEKLY X 26 MONTHLY INCOME X 12 

 
ELIGIBILITY DETERMINATION 

Income Eligibility:  Total Household Size:______   Total Income:$___________   per:  Week    Month    Annual   
OR  Categorical Eligibility:   Food Stamps        TANF       Migrant            Homeless         Runaway 
Eligibility Determination:    Approved Free     Approved Reduced price      Denied   
Reason for Denial:      Income Too High      Incomplete Application      Other(Reason)_______________________ 
Temporary:   Free       Reduced        Time Period:__________________  (expires after _____ days) 
Signature of Determining Official:________________________________________  Date:____________ 
Date Withdrawn: ______________ 
 

 
VERIFICATION 

Confirmation Review Official: ___________________________ 
Date Verification Notice 
Sent:________________ 
 
Date Response Due from 
Households:__________ 
 
Date Second Notice  Sent 
(or N/A): _____________ 
 

Approval Based On: 
 

 Food Stamps / 
TANF Case Number 
 

 Household Size 
and Income 
 

 Other _________ 

Verification Results: 
 

 No Change 
 Free to Reduced 
 Free to Paid 
 Reduced to Free 
 Reduced to Paid 

Reason for Change: 
 
  Income:________________ 
  Household Size: _________ 
  Change in Food Stamps /TANF 
  Did not respond 
  Other: _________________ 

Date Notice of 
Change 
Sent:__________ 
 
 
Date Change  
Made:_________ 
 

 
Date Hearing Requested:_________________ 
 
Hearing Decision: _______________________ 

 
Verifying Official's Signature:________________________ 
 
Date:__________________________________ 

 


