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» Minnesota law mandates that all children participate in Early Childhood Screening prior to Kindergarten entrance.
» The required components are identified with an asterisk (*). For further information, call 651-632-3746.

Preschool - 5" Grade
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Approved Screening Tool

1. Parent Report Instruments:
+ Ages & Stages Questionnaire (AsQ)

2. Observational Instruments:
+ Battelle Developmental Inventory - 2 Ed. (BDI-2)

(Bayley Ill)
+ Brigance Screens

Ed. (DIAL-3)
+ Early Screening Inventory - Revised (ESI-R)

(MPSI-R)

* Pediatric Symptom Checklist (psc)

+ Parents’ Evaluation of Development Status (PEDS)
+ Bayley Scales of Infant and Toddler Development - 3¢ Ed.
+ Developmental Indicators for Assessment of Learning - 3¢
» Minneapolis Preschool Screening Instrument - Revised

3. SociallEmotional Screening Instruments:

+ Ages & Stages Questionnaire: Social - Emotional (AsQ:SE)
« Brief Infant Toddler Social Emotional Assessment (BITSEA)

Screening Tool Used

Results/Comments
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Physical ed. restrictions:

*There is a condition that may result in an emergency:
Yes No

There is a condition that may interfere with learning:

Please elaborate on any abnormal findings or chronic conditions:

Problem

Assessment

Yes No (if Yes, eleborate below)

Plan

Note: A separate form is required for all medication and treatment orders.
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LEGAL EXEMPTIONS TO MINNESOTA STATUTES 2003, SECTION 121A.15

No student under 15 months of age shall be required to be immunized against measles, mumps, and rubella.
No student 5 years of age or older shall be required to be immunized against Haemophilus Influenza Type b.
No student 7 years of age or older shall be required to be immunized against pertussis.

No student 18 years of age or older shall be required to be immunized against poliomyelitis.

No student shall be required to receive an immunization for which there is a medical contraindication. The
following (or similar) statement must be signed by a physician in order to receive a medical exemption.

o bk wbd =~

I here by certify that immunization is contraindicated for medical reasons for the following immunizations:

Signature of Health Care Provider (HCP) Date
6. No student shall be required to receive an immunization for which laboratory evidence of immunity exists.

| hereby certify that laboratory confirmation of the presence of adequate immunity exists for the following
immunizations:

Signature of Health Care Provider (HCP) Date

7. No student shall be required to receive an immunization which is contrary to the conscientiously held beliefs of the
parent or guardian. The following (or similar) statement must be signed and notarized in order for the student to
receive an exemption.

| hereby certify by notarization that immunization for my child is contrary to my conscientiously held beliefs. Indicate
vaccine(s):

Signature of Parent or Legal Guardian Date

Subscribed and sworn to me this day of 20

Signature of Notary
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