
Student Name: 

Parent: Phone:  

Address:

Your child must be 3 YEARS OLD on or before September 15, 2025 to 
qualify for the Grayhound Preschool Program.

Please send a copy of your child's birth certificate and immunization record 
with your application.

It is the policy of the Burlington Community School District not to discriminate on the basis of
         race, color, national origin, sex, disability, religion, creed, age, marital status, sexual orientation,

gender identity, and socioeconomic status, in its educational programs, and its employment
          practices. If you have questions or a grievance related to this policy please contact the district’s

          Equity Coordinators. For Educational Programs:  Cory Johnson, Director of Curriculum, cory.johnson@bcsds.org
          For Employment:  Laci Johnson, Director of Human Resources, laci.johnson@bcsds.org

Complete ALL forms and return to:
Burlington Community School District
Attn:  3 year old Grayhound Preschool

711 S. Leebrick St.
Burlington, IA  52601

Questions?  Call 319-753-2707 or email ciara.walechka@bcsds.org

Street Address City/State/Zip

Preference (AM or PM):

Date of Birth:
First MI Last

  

GRAYHOUND programs meet on Monday, Tuesday, Wednesday and Thursday (no Fridays)

2025-2026 GRAYHOUND
THREE YEAR OLD PRESCHOOL APPLICATION

Tuition rates available upon request

















Burlington Community School District Student Health Registration  

Student’s Name: _____________________________________________ Date of Birth: ______________Grade: _____ Gender:_____  

When child is ill or injured, please list which parent/guardian the school should notify first. Please list in preferred order of contact. 

 #1) Name: ______________________________________ Relationship: ___________ Cell#:____________    Work#:________________ 

 #2) Name: ______________________________________ Relationship: ___________ Cell#:____________    Work#:________________  

In case parents can’t be reached, please contact the individual below: This person has agreed to assume this responsibility and is local.   

#3) Name: ______________________________________ Relationship: ___________ Cell#:______________   Work#:________________  
Child’s Doctor: ______________________________ Phone #: ____________________ Preferred Hospital: ___________________________ 
Child’s Dentist: ______________________________ Phone #: ____________________ Orthodontist: _______________________________ 
Type of Health Insurance: □Private □Title 19/Medicaid □Hawk-I □No Health Insurance  
HEALTH CONCERNS Mark the box ☒ if your child has a history of the following conditions. Mark additional information as 
needed.  Additional forms may need to be completed by your physician (marked with *). Forms available on school website.   

 

□ Asthma or Reactive Airway Disease  
 ▪Triggers� □Exercise □Colds/Allergies □Animals □Smoke □Weather □Food □Dust/Air □ Other: _______________________  
 ▪Will the inhaler ever be needed at school? □ No □ Yes � Asthma Action Plan*  
 ▪Will the student carry their own inhaler? □ No □ Yes � Authorization to Carry/Self-Administer*  
□ Diabetes □Type 1 □Type 2 Does the student use insulin? □ No □ Yes � Diabetic Management Plan*   
▪Does the student have glucagon? □ No □ Yes � □At school � □Office □Backpack □Locker #_____  
□ Seizure Disorder � Seizure Action Plan*  
▪Does the student have rescue meds? □ No □ Yes � □At school � □Office □Backpack □Locker #_____  
□ Allergies [Food, Insect, Seasonal, Medication]  
▪Is the student at risk for anaphylaxis at school? □ No □ Yes � Allergy & Anaphylaxis Emergency Plan*  
▪Will the student need lunch accommodation? □ No □ Yes � Diet Modification Form*  
▪Does the student have an EpiPen? □ No □ Yes � □At school � □Office □Backpack □Locker #_____   
▪List allergies  
□Food(s)� □Peanut □Tree Nut □Eggs □Milk □Fish/shellfish □Soybean □Gluten □Other:________________________  
□Insect stings □Seasonal allergies □Medication(s): ______________________________ □Other:________________________  
□ Heart Condition/Murmur/Disease/Surgery: 
_____________________________________________________________________________  
□ Activity Restrictions (ongoing) � Doctor’s note required for 
explanation*:__________________________________________________  
□ ADD / ADHD □ Emotional and/or Behavioral Diagnoses � □Anxiety □Depression 
□Other:_________________________________  □ Requires medication (list in chart below)  
□ Headaches / Migraines: 
____________________________________________________________________________________________  
□ Bowel/Bladder Concerns or Incontinence: 
_____________________________________________________________________________  
□ Assistive Equipment � □Glasses / Contacts □Hearing Aids □Wheelchair □ Other: 
________________________________________  
□ History of Concussion / Head Injury: 
__________________________________________________________________________________ 
□ Other medical history or current medical/developmental concerns that could affect child’s education (use back if 
necessary):  _____________________________________________________________________________________________________
________________________________________________________________________________________________________________ 

 
 
 
 
 

                                                                                                                                      See the other side 



 
MEDICATIONS List ALL medications taken regularly at home or at school. Please specify frequency and reason for use. Use back if necessary.  

Medication:  Dose:  Time(s) 
Taken:  

Frequency:  School / 
Home  

Reason for use: 

      

      

      

      

I understand that any medication sent from home to be taken at school needs to be in the original labeled container and a 
Medication Authorization Form must be completed in order for it to be given. I understand that students may not carry any medications. I give 
permission to the school to contact my child’s doctor/dentist to confirm appointments and authorize medications/plans of care as necessary. If 
an emergency should arise, I agree to assume full financial responsibility for my child’s medical care. I understand it is my responsibility to 
update any of the above information as needed. I understand this information is confidential but may be shared with appropriate school 
personnel when necessary for the child’s safety or education.   

Parent/Guardian Initials_______  
 
Over The Counter Medications 
The Board of Directors policy for the Burlington Community School District states “Non-prescription medication will be administered 
only with written authorization that is signed and dated by the parent for the current school year.”  
 
Medications provided by the school district will be stored and administered according to label and standard procedures unless 
otherwise indicated. 
 
All parent provided OTC non-prescription medication must be in the original manufacturer container with manufacturer directions and 
must be properly labeled. 
 
The time of medication administration may need to be altered slightly to fit your child’s schedule. 
 
Please remind your child that she/he is responsible to go to the school clinic at the appropriate time. 
 
 

x I understand that the medication must be delivered to the school office in its original container. 

x I understand that if the medication is a nonprescription medication (over-the-counter), there 

must be a parental/guardian/custodial authorization giving the student's name, the name of 

the medication, the dates, times, route of administration, and the dosage. 

x I understand | must submit a revised permission form if any of the information changes. 

x I understand this request and authorization must be renewed each school year. 

x I agree to cooperate with school personnel if questions arise. 

x I agree to timely provide safe delivery of medication to and from school and to timely pickup 

remaining medications. 

□ I give permission to the school to administer over-the-counter medications (such as but not limited to acetaminophen, ibuprofen, 
antibiotic ointment or cough drops) to my child if supply is available. Medication will only be given per label indication and dosed according to 
age. 
 □ I do NOT give permission to the school to administer any medications the school has available. 
 
Parent/Guardian Signature:______________________________________________________ Date: ___________________ 

 






