
 

All forms should be completed in their entirety and sent to Student Services at 
studentservices@catsacademyboston.com 

mailto:studentservices@catsacademyboston.com


CONTACT FORM 

Contact information 

Student name:_________________________________________________________________ 

Student email: ________________________________________________________________ 

Cell phone number (if applicable): ________________________________________________ 

Home phone number: __________________________________________________________ 

Will you be arriving alone or with a companion (family, friend, or other):__________________ 

Name of person(s) traveling with: _________________________________________________ 

Contact email of travel companion: ________________________________________________ 

Mobile phone number of companion (if applicable): ___________________________________ 

Parental contact information 

Mother’s name: ________________________________________________________________ 

Mother’s phone number: ________________________________________________________ 

Mother’s email: ________________________________________________________________ 

Father’s name: _________________________________________________________________ 

Father’s phone number (if not the same as above): ____________________________________ 

Father’s email: _________________________________________________________________ 

IMPORTANT 

Please confirm the best email address for us to use for PARENTAL PERMISSION. We will trust all communications 
from this address as confirmation of parental permission of students’ requests to make one night trips, travel plans, 
or other events requiring authorization of the student’s parent. 

Appointed adult in the United States 

We are requiring all students to have an appointed adult in the US in the event of an emergency or circumstances 
requiring the student to leave school campus urgently. 

Appointed adult’s name: _______________________________________________________________ 

Appointed adult’s age: _________________________________________________________________ 

Relationship to student: __________________________________________________________ 

Contact email: __________________________________________________________________ 

Contact phone number: __________________________________________________________ 

Is the appointed adult able to understand and speak English? _________________________________ 

 



FORM A 

Student factsheet (to be completed by parent/appointed adult) 

Student’s name: ____________________________________________________________________ 

Nickname: ________________________________________________________________________ 

Gender: __________________________________  Birthday: ___________________________ 

Student’s primary language: __________________________________________________________ 

Does your child have a medical condition:  ☐ Yes, please specify _________________  ☐  No 

Does your child take medicine daily? ☐ Yes, please specify_________________   ☐  No 

Allergies to Medicine/Food/Other? ☐ Yes, he/she is allergic to: _________________  ☐  No 
Please provide Allergy Action Plan 
 
Does your child use an Epi-Pen?    ☐ Yes    ☐  No    
If yes, student must arrive with two Epi-Pens 
 
History of asthma/reactive airway disease?  ☐ Yes    ☐  No    
Please provide Asthma Action Plan 

Name of parent/appointed adult(s): __________________________________________________________ 

Home address: _____________________________________________________________________ 

Home telephone (including country code): _______________________________________________ 

Cell phone: ________________________________________________________________________ 

Home email address: ________________________________________________________________ 

Who should we contact in an emergency? (If possible, please list a friend or relative in the United States). 

Emergency contact: _________________________________________________________________ 

Where do they live (Country/State): ____________________________________________________ 

Relationship to emergency contact to the student: ________________________________________ 

Able to understand English? ☐ Yes    ☐  No    

Phone number of emergency contact (include country code if outside U.S.): ___________________ 

CATS Academy Boston’s administrative policies, school physician collaboration, and school nurse standards of 
practice allow us to administer over-the-counter (non-prescription) medications, prescription medications, and 
vaccines/immunizations, as described in more detail in the accompanying Medication Policy Acknowledgment. In 
order to comply with the regulations of Massachusetts Law and the Board of registration in Nursing, I understand 
that my written parental consent is REQUIRED for CATS Academy Boston to administer medicine to the above-
named student (my “child”). 

By signing below, I give permission for the School Nurse to administer over-the-counter (non-prescription) 
medication, prescription medication, and vaccines/immunizations to my child. I authorize my child to self-carry and 
self-administer medication as determined appropriate by the School Nurse and as permitted by applicable law; the  



FORM A continued 

School Nurse may revoke this privilege if the student proves to be irresponsible or incapable. In my capacity as the 
custodial parent and/or appointed adult of the child, I hereby appoint CATS Academy Boston and the School Nurse 
my true and lawful representative for the purposes of taking all steps necessary to ensure the proper care of my 
child while my child is enrolled at CATS Academy Boston, and to execute any and all necessary documents and 
papers, including consent for treatment forms and consent to receive medical information from present and past 
providers, requested by any person or entity for treatment or rendering care to my child. In addition, the School 
Nurse and Finance office have permission to assist in the completion of medical claims and speak on my behalf 
regarding medical bills. I understand and agree that all bills rendered for medical expenses and travels to 
appointments are my responsibility to pay. 

By signing below, I understand that CATS Academy Boston will generally maintain confidentiality with respect to my 
child’s health information. I grant permission for health information related to my child to be given to my child’s 
teachers, dorm parents, advisor, or any other employee of CATS Academy Boston when the School Nurse 
determines that providing such a person with the information is in the best interests of my child. 

In order to receive updates regarding the health of my child, I grant permission to receive email updates addressed 
to the email address I have provided to CATS Academy Boston, kept on file with the Student Services department. 

I, the undersigned, do hereby solemnly swear that I have the legal custody of my child. I understand that my 
authorization and permission herein are valid for the duration of my child’s time at CATS Academy Boston, unless 
withdrawn by me in writing. In consideration of the administration of medication or assistance in the administration 
of medication to my child, I hereby forever release, acquit, discharge, indemnify, covenant to hold harmless and 
covenant to not sue CATS Academy Boston, CATS Academy Boston’s current, former, and future trustees, 
employees, representatives, agents, volunteers, all related to or associated with CATS Academy, (all collectively 
referred to herein as “Releasees”), from any and all claims, suits, liabilities, actions, and causes of action, including, 
but not limited to, negligence of Releasees, which I or my child or our heirs, legal representatives, successor, 
conservators and assigns may have, now or in the future, which arises directly or indirectly by reason of exercise of 
the authorization granted above. 

Print name of parent or appointed adult: ___________________________________________________ 

Signature of parent or appointed adult:____________________________________________________ 

Date: __________________________________________________________________________ 

(If student is 18 Years of Age or Older) 

Print name of Student: ____________________________________________________________ 

Signature of Student: _____________________________________________________________   

Date: __________________________________________________________________________ 

 

 

 

 

 



FORM B 

MEDICATION POLICY ACKNOWLEDGEMENT (to be completed by parent/appointed adult) 

Student’s name: ____________________________________________________________________ 

Nickname: ________________________________________________________________________ 

Birthday: _________________________________________________________________________ 

In order to help safeguard the health of the student, a Medication Order Form (or prescription), signed by the 
prescribing physician, is expected to accompany all prescription medications. Any prescription for medication that is 
in a foreign language must be translated into English, evaluated by the CATS Academy Boston Health Services and 
may need a follow up appointment with our school physician to determine a medication equivalent in the United 
States. It is required that for all students who are taking medication, a parent or appointed adult contact the School 
Nurse before the student’s arrival to plan ahead for the student’s care and to schedule an appointment with a U.S. 
doctor if needed. 

All medications must be checked in through Health Services by the above-named student’s (the “student”) parent or 
appointed adult. Medications not checked-in with Health Services will likely be considered contraband and may 
result in disciplinary action. 

Students may be allowed to keep the following prescription medications in their dorm rooms after consulting with 
Health Services: Epi-Pens, inhalers, asthma allergy medications, birth control pills, acne treatments, and other 
medication that has been approved to be self-administered. With notification and approval of the School Nurse, 
students may be allowed to keep the following over-the-counter medications in their room: analgesics such as 
Tylenol (acetaminophen) and Advil (ibuprofen), cold medicines, antacids, vitamins, and herbal supplements,. 
Students may not keep Nyquil, cough syrups, or caffeine products (such as NoDoz, Alert, etc.) in their rooms. 

Prescription medications must be delivered in their original pharmacy or manufacturer labeled container by the 
student’s parent or appointed adult. In extenuating circumstances, as determined by the School Nurse, the 
prescription medication may be delivered by other persons; provided, however, that the School Nurse is notified in 
advance by the parent or appointed adult of the arrangement and the quantity of prescription medication being 
delivered to CATS Academy Boston. Parents or appointed adults may retrieve the prescription medications from 
CATS Academy Boston at any time while CATS Academy Boston is in session and the student is enrolled at CATS 
Academy Boston. 

Therefore, parents are expected to make arrangements to keep a supply of the student’s prescription medications at 
home for the vacation breaks. Parents are responsible for re-supplying Health Services with the needed medications 
following the break. Students are not allowed to carry regulated, prescription medications to and from School unless 
they are authorized to self-administer such medication. If a student cannot transport the student’s own medication 
and a parent/appointed adults cannot pick up the medication, CATS Academy Boston will destroy the medication 
one week after the last day of the spring semester. 

Print name of parent or appointed adult: ___________________________________________________ 

Signature of parent or appointed adult: _________________________________ Date: _________________ 

(If student is 18 years of age or older)  

Print name of Student: ____________________________________________________________________ 

Signature of Student: ____________________________________  Date: _________________ 

 









FORM E 

MEDICATION ORDER SHEET (to be completed by Doctor) 

Students name: ____________________________________________________________________ 

Nickname: ________________________________________________________________________ 

Birthday: _________________________________________________________________________ 

Allergies to medicine/food/other: _____________________________________________________ 

Yes, he/she is allergic to: ____________________________________________________________ 

No known allergies 

MEDICATION ORDER SHEET BELOW IS TO BE COMPLETED BY LICENSED PRESCRIBER ANNUALLY 

This form is needed ONLY if your child takes prescription medication. 

MEDICAL 
DIAGNOSIS 

MEDICATION 
NAME 

DOSE ROUTE FREQUENCY/TIME START DATE END DATE 

 
 
 
 
 

      

 
 
 
 
 

      

 
 
 
 
 

      

 
 
 
 
 

      

Please use the space below to include any further instructions or information regarding the medications listed above 
including, but not limited to special side effects, contraindications, or possible adverse reactions to be observed: 

 

 

 

Name and Title of Licensed Prescriber (please print): __________________________________ 

Prescribers Signature: __________________________________  Date: _________________ 

Prescriber's Business Phone (include country code if outside of the United States): _________________ 

Prescriber's Emergency Phone (including country code if outside of the United States): _________________ 



Immunization Explanation 

Immunization 
type 

Required documentation 

Hepatitis B 3 doses OR Laboratory proof of 
immunity attached to 
immunization record 

  

DTap 
DTP 
DT 
Td 

5 doses 
DTaP or DTP 

OR 4 doses of DTap/DTP if 
fourth dose in on or after 

fourth birthday 

OR DT only acceptable with a 
letter stating a medical 

contraindication to DTap/DTP 

Tdap 1 dose     
Polio 4 doses required OR 3 doses accepted if third 

dose is given on or after 
the fourth birthday, and 

greater or equal to 6  
months following the 

previous dose 

OR If 4 doses are given  
before age 4 a fifth dose is 

recommended 

MMR 2 doses OR Two doses of Measles, 
Two doses of Mumps, 

and Two doses of Rubella 

OR Laboratory Immunity 

Meningococca 1 dose 
MCV4 

OR 1 dose of MPSY4 in the 
past 5 years 

OR Signed Meningococcal waiver 

Varicella 2 doses OR Laboratory immunity OR Signed proof of  
documented illness. 

 

No unimmunized student shall be admitted to, or be allowed to remain in, school unless they can satisfy these 
requirements: 

a. A medical exemption is allowed if a health care provider submits documentation to school that an immunization is 
medically contraindicated (needs to be submitted annually); or 

b. A religious exemption is allowed if a parent submits a signed statement to school stating that immunizations are 
contrary to his/her sincere religious beliefs. This statement only needs to be submitted once. 

Please note that students who are not immunized (including those with medical and religious exemptions) may be 
subject to exclusion from school if there is exposure to certain communicable childhood diseases, as specified in I 05 
CMR 300.200.  

If a certain required immunization is not provided in your country please inform the School Nurse.  

Please note that we also require annual PPD tests for international students. "Low Risk" is not considered acceptable 
documentation. 

 

 

 

 

 

 



Form F 

IMMUNIZATION RECORD 

To be completed by Health Care Provider 

Student's Name: _________________________________    DOB: (M/D/Y) / / Sex: __________  

    Date: M/D/Y Vaccine Type  Date: M/D/Y Vaccine Type 
Hepatitis B 1   Polio Specification of 

Vaccine Type Required 

Types: 
IPV OR OPV 

1   
2   2   
3   3   
4   4   
5   5   

Hepatitis B 
Immunity Test 

Date: M/D/Y Results: 6   
   7   

Diphtheria, Tetanus, 
Pertussis 
Specification of 
Vaccine Type 
Required 
Types: DTP, 
DTaP, DT, Td,  
 

                    Tdap 

Date: M/D/Y Vaccine Type Meningococcal 
MCV4 or 
MPSV4 Required 
within the last 5 
years. 

Date: M/D/Y Vaccine Type 
1   1   
2   2   

3   3   
4   BCG Vaccine Date: M/D/Y Vaccine Type 
5   1   

Date: M/D/Y 1 Tdap Required 2   

1   PPD test 
REQUIRED FOR 
INTERNATIONAL 
STUDENTS 
 
 

Date: M/D/Y Result 
MMR Date: M/D/Y  1   

1   If  >10mm Chest X-ray is Required 
2   Varicella Date: M/D/Y Vaccine Type 

Measles Date: M/D/Y  1   
1  2   
2  If Patient had the Varicella disease document date, or proof of 

Immunity below. Mumps Date: M/D/Y  
1  Varicella 

Disease: 
Approximate Date: M/D/Y 

2   
Rubella Date: M/D/Y  Varicella 

Titer test 
Date: M/D/Y Results: 

1    
2   

 

I certify that this immunization information was transferred from the above-named individual's medical records. 

Physician, nurse practitioner or physician assistant: 

Name:__________________________________________________    Date: (M/D/Y) ____________________ 

Signature: ____________________________________________________________ 

Facility name: _________________________________________________________ 

 

 

 

 



FORM G 

Varicella Verification (to be completed by Doctor) 

Students name: ____________________________________________________________ 

Nickname: ________________________________________________________________ 

Birthday: _________________________________________________________________ 

This form is ONLY needed if your child has not received TWO Varicella Vaccines 

 

According to the Massachusetts Department of Public Health, all schools are required to provide a record of two 
doses of the Varicella Vaccine or a reliable history of the chicken pox disease. A reliable source is as follows:  

“In the case of Varicella, upon presentation of laboratory evidence of immunity or a statement signed by a physician, 
nurse practitioner, or physician assistant that the student has a history of chickenpox disease"  

(CMR 105:220.500, C-4). 

Documentation of prior Varicella illness can be provided by:  

Serologic confirmation attached to this form (Positive lgG result) 

The below written statement signed by a physician, nurse practitioner, or physician assistant 

“This is to verify that (Name of Student) _________________________ had Varicella disease (chicken pox) on  

approximately (Month/Day/Year) ______________ ____________and does not need the Varicella vaccine." 

Print name of Physician, Nurse Practitioner, or Physician Assistant: _____________________________________ 

Signature of Physician, Nurse Practitioner, or Physician Assistant: ______________________________________ 

Date: ____________________  


