
THE SONIA SHANKMAN ORTHOGENIC SCHOOL
AT THE UNIVERSITY OF CHICAGO 

6245 S. Ingleside Ave. 
Chicago, Illinois  60637 

Telephone  (773) 420-2900 
Facsimile  (773) 420-2805 

Student’s Name:  _____________________________ 

ORTHOGENIC SCHOOL ADMISSION CHECKLIST - RESIDENTIAL 

Please return the following items prior to admission: 

(1.a.) Student Emergency Contact Information (Revised) 
(1.b.) Court Documentation (Child Custody, Visitation, &/or Guardianship, if applicable) 
(1.c.) Copy of Insurance Card/s (Please copy front & back) 
(1.d.) Medical Evaluation for Placement 
(1.e.) Immunizations & (1.f.) Physical (Child Health Examination Form) 
(1.g.) Dental Exam or Dental Waiver (Dental Examination Record/Waiver Forms) 
(1.h.) Copy of Birth Certificate 
(1.i.) Copy of Social Security Card 
(1.j.) Parent Information Form (Optional) 
(1.k.) Contract  (Contract will be provided, reviewed & signed on the day of admission) 
(1.l.) ICG Funding Confirmation (If applicable, please provide ICG award letter) 
(2.a.) Consent for Residential Treatment & Participation in School Activities (Revised) 
(2.b.) Consent for Psychodiagnostic Assessment & Release of Info 
(2.c.) Consent to Administer Over-the-Counter (OTC) Pharmaceuticals 
(2.d.) Electronic Device & Internet Policy & Consent 
(2.e.) Consent for Parents’ Association Directory 
(2.f.) Consent Regarding Infectious Disease 
(3.a.) Acknowledgement of Receipt:  Health & Ed Info & Consent Practices (Revised) 
(3.b.) Acknowledgement of Receipt:  Behavior Mgmt Plan & Treatment Plan 
(3.c.) Acknowledgement of Receipt:  Student Manual & Family Handbook 
(3.d.) Acknowledgement of Receipt:  Client Rights 
(3.e.) Acknowledgement of Receipt:  Client Grievance Policy 
(3.f.) Acknowledgement of Receipt:  Subpoena Policy 
(3.g.) Acknowledgement of Truthful & Full Disclosure 
(3.h.) Psychiatric Billing & Financial Aid (If applicable) 
(4.a.) Child Behavioral Checklist & Medical History Form 
(4.b.) Medical History provided by Parent/Guardian 

Please note that the numbering system is for our internal use.

Updated:: March 2015 
________________________________________________________________________________________________ 
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THE SONIA SHANKMAN ORTHOGENIC SCHOOL
AT THE UNIVERSITY OF CHICAGO 

6245 S. Ingleside Ave. 
Chicago, Illinois  60637 

Telephone  (773) 420-2900 
Facsimile  (773) 420-2805 

STUDENT EMERGENCY CONTACT INFORMATION 
In an emergency, it may be necessary to contact you immediately.  For that reason, please notify the Orthogenic School 
of any changes to your current home, business, &/or cell numbers.  If an emergency should arise & we cannot reach 
you, please list the name of a family member or friend that can be contacted.  In addition, please provide an alternate 
emergency contact in the event you cannot be reached. 

Student’s Legal Name: ______________________________Nick Name: ________________ 

Student’s Residence 
Residing with Parent(s)/Guardian Name:   __________________________________________ 

Mother’s /Guardian’s Info 
Mother/Guardian Name:  _____________________________________________________ 

Home Address / City / Zip: _______________________________________________________ 

Hm Phone: ___________________ Cell: _____________________ Wk:____________________ 

Email: _______________________________________ 

Father’s Information  
Father’s Name: ____________________________________________________________ 

Home Address / City / Zip: _______________________________________________________ 

Hm Phone: ___________________ Cell: _____________________ Wk:____________________ 

Email: _______________________________________ 

Emergency Contact 
Emergency Contact: _____________________________ Relationship:___________________ 

Home Address / City / Zip: _______________________________________________________ 

Hm Phone: ___________________ Cell: _____________________ Wk:____________________ 

Alternate Emergency Contact 
Name & Relationship: ________________________________________________________ 

Home Address / City / Zip: _______________________________________________________ 

Hm Phone: ___________________ Cell: _____________________ Wk:____________________ 

1.a.









STATE OF ILLINOIS 
DEPARTMENT OF HUMAN SERVICES 

CERTIFICATE OF CHILD HEALTH EXAMINATION 
  Please Print 

Student’s Name  

Last First Middle

Birth Date 

Month/Day/ Year

Sex School Grade Level /ID# 

Address            Street      City ZIP code 
Parent/ Telephone # 
Guardian Home Work

IMMUNIZATIONS:  To be completed by health care provider.  Note the mo/da/yr for every dose administered.  The day and month is required if you cannot determine if 
the vaccine was given after the minimum interval or age.  If a specific vaccine is medically contraindicated, a separate written statement must be attached explaining 
the medical reason for the contraindication. 

VACCINE/DOSE 
            1
MO     DA      YR 

            2
MO     DA      YR 

            3
MO     DA      YR 

            4
MO     DA      YR 

          5
MO     DA      YR 

            6
MO     DA      YR 

Diphtheria, Tetanus and Pertussis 
(DTP or DTaP) 

Diphtheria and Tetanus (Pediatric DT or Td) 

Inactivated Polio (IPV) 

Oral Polio (OPV) 

Haemophilus influenzae type b (Hib) 

Hepatitis B (HB) 

Varicella (Chickenpox) 

Combined Measles, Mumps and Rubella 
(MMR) 

Measles (Rubeola) 

Rubella (3-day measles) 

Mumps 

Comments 

¨PCV7 ¨PPV23 ¨PCV7 ¨PPV23 ¨PCV7 ¨PPV23 ¨PCV7 ¨PPV23 ¨PCV7 ¨PPV23 ¨PCV7 ¨PPV23 Pneumococcal (not required for school entry) 

Check specific type (PCV7, PPV23)           

Other (Specify hepatitis A, meningococcal, etc.) 

Health care provider (MD, DO, APN, PA, school health professional, health official) verifying above immunization history must sign below. 

Signature                                                                                                                                                    Title                                         Date

Signature          
(If adding dates to the above immunization history section, put your initials by date(s) and sign here.)           Title Date 

Signature   
(If adding dates to the above immunization history section, put your initials by date(s) and sign here.)               Title Date 

ALTERNATIVE PROOF OF IMMUNITY 
1. Clinical diagnosis is acceptable if verified by physician. *(All measles cases diagnosed on or after July 1, 2002, must be confirmed by laboratory evidence.) 

*MEASLES  (Rubeola)     MO      DA     YR          MUMPS     MO     DA     YR          VARICELLA     MO     DA     YR         Physician’s Signature
2. History of varicella (chickenpox) disease is acceptable if verified by health care provider, school health professional or health official. 

Person signing below is verifying that the parent/guardian’s description of varicella disease history is indicative of past infection and is accepting such history as documentation of disease. 

Date of Disease                                                   Signature                                                                                         Title                                                                     Date 

3. Laboratory confirmation (check one)             ¨̈ Measles          ¨̈ Mumps           ¨̈ Rubella           ¨̈ Hepatitis B          ¨̈ Varicella 
Lab Results Date         MO          DA          YR (Attach copy of lab report, if available.) 

VISION AND HEARING SCREENING DATA 

Pre-school – annually beginning at age 3;  School age – during school year at required grade levels 

Date 

Age/Grade 

 R        L    R          L   R          L   R            L   R          L  R          L   R          L   R            L    R             L   R          L 

Vision 

Hearing 

Code: 
P = Pass 
F = Fail 
U = Unable to 
        test 
R = Referred 
G/C = Glasses/ 
Contacts 

Printed by Authority of the State of Illinois 

(Complete Both Sides) 
IL444-4737 (R-01-05) 

1.e.



Student’s  Name Birth Date Sex School Grade Level/ ID # 

 Last First Middle Month/Day/ Year

 HEALTH HISTORY TO BE COMPLETED AND SIGNED BY PARENT/GUARDIAN AND VERIFIED BY HEALTH CARE PROVIDER 

 ALLERGIES  (Food, drug, insect, other) MEDICATION  (List all prescribed or taken on a regular basis.)

 Diagnosis of asthma? 
 Child wakes during the night coughing

 Yes        No 
 Yes        No 

  Indicate Severity  Loss of function of one of paired 
 organs? (eye/ear/kidney/testicle) Yes        No 

 Birth defects?  Yes        No 

 Developmental delay?  Yes        No 

 Hospitalizations? 
 When?  What for? Yes        No 

 Blood disorders? Hemophilia,  
 Sickle Cell, Other?  Explain. 

 Yes        No 
 Surgery?  (List all.) 
 When?  What for? Yes        No 

 Diabetes?  Yes        No  Serious injury or illness? Yes        No 

 Head injury/Concussion/Passed out?  Yes        No  TB skin test positive (past/present)? Yes*      No 

 Seizures?  What are they like?  Yes        No  TB disease (past or present)? Yes*      No 

*If yes, refer to local health
department. 

 Heart problem/Shortness of breath?  Yes        No  Tobacco use (type, frequency)? Yes        No 

 Heart murmur/High blood pressure?  Yes        No  Alcohol/Drug use? Yes        No 

 Dizziness or chest pain with 
 exercise? 

 Yes        No 
 Family history of sudden death 
 before age 50?  (Cause?) Yes        No 

 Dental           ¨Braces     ¨Bridge    ¨Plate   Other  Eye/Vision problems?  _____   Glasses  ¨   Contacts  ¨  Last exam by eye doctor _______ 
 Other concerns?  (crossed eye, drooping lids, squinting, difficulty reading)  Other concerns?

 Ear/Hearing problems? Yes         No 

Bone/Joint problem/injury/scoliosis?       Yes         No 

 Information may be shared with appropriate personnel for health and educational purposes. 
 Parent/Guardian  
 Signature                                                                               Date 

Entire section below to be completed by MD/DO/APN/PA  (*INDICATES TESTING MANDATED FOR STATE LICENSED CHILD CARE FACILITIES) Yes         No

  PHYSICAL EXAMINATION REQUIREMENTS HEIGHT WEIGHT BMI B/P

  DIABETES SCREENING     BMI>> 85% age/sex    Yes  ¨     No ¨     And any two of the following:   Family History   Yes ¨      No ¨   Ethnic Minority   Yes  ¨  No ¨ 
Signs of Insulin Resistance (hypertension, dyslipidemia, polycystic ovarian syndrome, acanthosis nigricans)     Yes  ¨     No  ¨                 At Risk        Yes ¨    No ¨ 

LEAD RISK QUESTIONNAI RE* Required for children age 6 months through 6 years enrolled in licensed or public school operated day care, preschool,  nursery school and/or kindergarten.  
Blood Test Indicated?    Yes ¨̈   No ¨̈       Blood Test Date                        Blood Test Result                           (Blood test required in Chicago and other high risk zip codes.) 

 TB SKIN TEST   Recommended only for children in high -risk groups including children who are immunosuppressed due to HIV infection or other conditions, recent immigrants from high 
prevalence countries, or those exposed to adults in high -risk categories.  See CDC guidelines.        Date Read          /      /                   Result                                              mm 

  LAB TESTS *INDICATES TESTING 
MANDATED FOR STATE LICENSED CHILD 
CARE FACILITIES 

Date Results Date Results 

 Hemoglobin * or Hematocrit * Sickle Cell * (as indicated) 

 Urinalysis Other 

 SYSTEM REVIEW Normal Comments/Follow-up/Needs Normal Comments/Follow-up/Needs 

 Skin  Endocrine

 Ears  Gastrointestinal 

 Genito-Urinary LMP  Eyes    Normal         Yes¨    No¨     Objective screening   Yes¨    No¨     Result______________ 
Amblyopia   Yes¨    No¨     Referred to Opthalmologist/Optometrist   Yes¨   No¨  Neurological 

 Nose  Musculoskeletal 

 Throat  Spinal examination 

 Mouth/Dental  Nutritional status 

 Cardiovascular/HTN 

 Respiratory 
 Mental Health 

 NEEDS/MODIFICATIONS required in the school setting  DIETARY Needs/Restrictions 

 SPECIAL INSTRUCTIONS/DEVICES  e.g. safety glasses, glass eye, chest protector for arrhythmia, pacemaker, prosthetic device, dental bridge, false teeth, athletic support/cup 

 MENTAL HEALTH/OTHER      Is there anything else the school should know about this student? 
 If you would like to discuss this student’s health with school or school health personnel, check title:      ¨ Nurse      ¨ Teacher     ¨ Counselor     ¨ Principal 

 EMERGENCY ACTION   needed while at school due to child’s health condition (e.g., seizures, asthma, insect sting, food, peanut allergy, bleeding problem, diabetes, heart problem)? 
 Yes ¨    No  ¨      If yes, please describe. 

 On the basis of the examination on this day, I approve this child’s participation in (If No or Modified,please attach explanation.) 
PHYSICAL EDUCATION         Yes   ¨̈     No  ¨̈     Modified    ¨̈ INTERSCHOLASTIC SPORTS (for one year)        Yes ¨̈      No ¨̈      Limited  ¨̈ 

 Physician/Advanced Practice Nurse/Physician Assistant performing examination 

 Print Name Signature Date 

 Address  Phone 

(Complete both sides) 
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CONSENT FOR TREATMENT SERVICES AND 

 PARTICIPATION IN SCHOOL ACTIVITIES 

(RESIDENTIAL) 
2014-2015 

I (We) the parent(s)/guardian(s) of_____________________________, hereby give consent for my son/daughter/ward to 
receive residential treatment, mental health treatment, and educational services provided by clinicians, other professionals, 
and supervised paraprofessionals at the Sonia Shankman Orthogenic School.   

I (student) ________________________________hereby admit myself into the Sonia Shankman Orthogenic School and 
consent to receive residential treatment, mental health treatment, and educational services provided by clinicians, other 
professionals, and supervised paraprofessionals at the Sonia Shankman Orthogenic School.   

Consent for Psychiatric Treatment 

I (We) am voluntarily requesting diagnoses and treatment for (student) _________________ to be evaluated and treated 
either at the Sonia Shankman Orthogenic School or Rush University Medical Center and to receive psychiatric treatment 
and or tests that the treating psychiatrist deems necessary. 

I (We) agree to transfer primary psychiatric care for (student) _____________________to the Orthogenic School 
Psychiatrist, Dr. Louis Kraus, M.D., Associate Professor and Chief of Child and Adolescent Psychiatry at Rush University 
Medical Center, or his designee.  I understand that Child Psychiatry Fellows of Rush University Medical School will also 
perform evaluations and assist in providing care under Dr. Kraus’ supervision.   

 I (WE) ELECT TO WORK WITH AN EXTERNAL PSYCHIATRIST (SEE BELOW) 

***IF YOU ELECT TO WORK WITH AN EXTERNAL PSYCHIATRIST, PLEASE COMPLETE THE ATTACHED 

“ACKNOWLEDGEMENT OF DECLINING PSYCHIATRIC SERVICES” FORM   ATTACHED TO THIS PACKET. 

Consent for Medical Treatment 

I (We) hereby consent for (student) _________________________to be seen by the Orthogenic School Medical Director, 
Dr. Peter Smith, M.D., Assistant Professor of Pediatrics at the University of Chicago Hospitals and/or Clinics/La Rabida 
Hospital, and to receive necessary medical treatment and/or tests Dr. Smith, or other assigned treating physicians, deem 
necessary.  We understand that in emergencies parents/guardians may not be informed of the treatment until after the care 
has been rendered and the student’s condition is more stable.  

I (We) hereby consent for (student) __________________________ to receive routine health and wellness monitoring 
and first aid provision by the Orthogenic School Nursing Department, in consultation with the Orthogenic School Medical 
Director (or his designee), and program staff. 

I (We) hereby consent for (student) ___________________________ to be administered prescribed medication, and 
specific over-the-counter medication as agreed to at admission, while he/she is in the care of the Orthogenic School.   

2.a.
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Consent for Psychiatric and Medical Emergency Interventions 

I (We) hereby consent for (student) ____________________to be provided with appropriate interventions by the clinical 
and medical staff of the Orthogenic School in the event of psychiatric or medical emergencies.  Such interventions 
include, but are not limited to, the authorization of transportation by ambulance and communication with ambulance and 
hospital staff regarding the student’s condition. We understand that in emergencies parents/guardians may not be 
informed of the treatment until after the care has been rendered and the student’s condition is more stable. 

Exchange of Information and Limitation on Confidentiality 

I (We) understand and hereby acknowledge that participation of (student) ____________________ in the services 
provided by the Orthogenic School will have limits with regard to confidentiality.  The staff of the Orthogenic School 
may periodically consult with outside consultants.  The staff will also periodically release reports of the student’s progress 
and treatment to applicable funding, accrediting, and licensing agencies.  The Orthogenic School will ensure that these 
entities are fully aware of the provisions of HIPAA (Health Insurance Portability and Accountability Act), and of their 
requirement to maintain confidentiality.   

I (We) understand that in order to best meet the emotional, physical, and educational needs of the student, it will be 
necessary for pertinent information (including psychological information) to be exchanged with program staff who work 
with the student.  This information will be used for the coordination of services.  

 I (We) understand and hereby acknowledge that staff of the Orthogenic School conduct internal program assessments 
(including the administration of surveys to evaluate programs) as part of the Continuous Quality Improvement Process, 
and that this process is part of the provision of services while the student is enrolled at the Orthogenic School.  I 
understand and acknowledge that the Orthogenic School will periodically collect, evaluate, and distribute de-identified 
data in the form of outcome/evaluation reports to the Board of Directors and other stakeholders (including in PR materials 
and newsletters), regulating bodies, and compliance/accrediting agencies – in accordance with the policies and practices 
described in the NOTICE OF HEALTH AND EDUCATIONAL INFORMATION AND CONSENT PRACTICES 
provided to me at student admission.  

I (We) understand that the Orthogenic School staff are Mandated Reporters of child abuse and neglect and, in accordance 
with this law, they are compelled to complete a DCFS hotline call when they become aware of any suspected concerns in 
these areas.  Similarly, I understand that if the school becomes aware that there is a threat of imminent harm to self or 
other, that may result in severe bodily injury or death, the school may communicate with appropriate authorities to ensure 
the safety of all involved. 

Policies on Visitation and Written/Telephone Communication 

I (We) understand and hereby acknowledge that I have been informed of the limitations set by the Orthogenic School on 
visitation and written/telephone communication.  I acknowledge having read and received all policies relevant to these 
issues at admission. 

Behavior Management Plan **SEE ATTACHED UPDATED “BEHAVIOR MANAGEMENT PLAN” 

I (We) have been provided with a written copy of the Sonia Shankman Orthogenic School’s Behavior Management Plan 
prior to admission, and with an updated version attached to this mailing.  I agree to the Behavior Management Plan and 
acknowledge that it is part of the treatment provided at the Orthogenic School. 

2.a.
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Limitations on the Use of Electronic Devices, Electronic Communication, and Access to the Internet  

**SEE AND SIGN ATTACHED UPDATED “ELECTRONIC DEVICE/INTERNET ACCESS POLICY” 

I (We) understand and hereby acknowledge that I have been informed of the limitations set by the Orthogenic School 
regarding use of electronic devices and internet access (see attached updated policy).  This includes limitations around the 
use of the school’s computer resources, and the unauthorized use of computers/laptops, cell phones, tablets, and other 
similar electronic devices owned by the student, school, or another student.  I agree to those limitations and acknowledge 
that they are part of the treatment provided at the Orthogenic School. 

I (We) hereby acknowledge that only students participating in the Transitional Living Center (TLC) Program – or those 
with explicit permission from a Dorm Manager or Case Manager – are permitted to have cell phones (or similar devices, 
used for electronic communication).  I agree to those limitations and acknowledge that they are part of the treatment 
provided at the Orthogenic School. 

I (We) understand and hereby acknowledge that I have been informed that the school retains the right to access and 
review any electronic communications or activities that may be contained in a student’s computer/laptop, cell phone, 
tablet, or other similar electronic device, if a reasonable concern or clinical issue presents itself. 

By my signature I acknowledge having read and received all policies relevant to the unauthorized use of 
computers/laptops, cell phones, tablets, and other similar electronic devices, and access to the internet.  SEE AND SIGN 
ATTACHED UPDATED POLICY. 

Participation in Field Trips, Dormitory Group Outings, and Supervised Off-Campus Activities 

I (We) give consent for (student) _____________________, to participate in field trips, dormitory group outings, and 
other off-campus activities supervised by staff of the Orthogenic School.  I understand that this consent does not guarantee 
a student’s automatic participation in off-campus activities, because participation may be dependent on availability of 
staff and transportation, and that staff will exercise their professional judgment to determine if participation is safe and 
appropriate for a student. 

 PARENT/GUARDIAN NAME: _____________________________  

SIGNATURE:_________________________________ DATE:______________________ 

 STUDENT NAME: ____________________________________  

SIGNATURE:_________________________________ DATE:______________________  
(If the student is a minor, the custodial parent/guardian must sign this consent form.  If the student is at least 12 years of 
age, the student must sign in addition to the parent/guardian). 

 WITNESS NAME: ________________________________ 

SIGNATURE:_________________________________ DATE:______________________ 

This consent shall expire one (1) calendar year from the date signed. 

2.a.
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ORTHOGENIC SCHOOL ELECTRONIC DEVICE and INTERNET ACCESS POLICY 
UPDATED OCTOBER 2014 

It is the goal of the Sonia Shankman Orthogenic School to provide its students with computer and internet 

access, in order to enhance their learning and, at times, for recreational purposes. Because there are some 
potential dangers associated with these technologies, their use must be monitored for everyone’s safety. 
Additionally, given the cost of the equipment, monitoring is required to protect devices in order to ensure their 

availability and functioning at all times. As technologies evolve, so will policies regarding their use.  

Internet Access: 

• Internet use within the classroom shall be limited to staff approved academic purposes.

• Internet use shall be limited to sites and purposes that are appropriate and approved by staff.
• Students may only access the internet with authorization from staff.  The use of any other person’s

password, or unauthorized use of a wireless connection (inside or outside the building), is strictly
prohibited.  This includes the use of non-computer personal electronic devices.

Software: 

• Students may not bring in, download, or copy any shareware, licensed software, or freeware from home
or elsewhere. Software shall only be downloaded to Orthogenic School-owned computers by staff.

• Students may not take any software from the Orthogenic School to use at home or elsewhere.

• Students may only use software provided by the Orthogenic School for Orthogenic School computers.

Shared Resources: 

• Students may not attempt to evade, disable, or “crack” passwords or security measures put in place to

protect others’ property or facilities, or computer settings.
• Designated staff has the final say regarding use of any element connected to the computer, network, and

connected peripherals.

• Students may not attempt to bypass limits set on computers, including any resource allocation
parameters (ex. printing limits).

Hardware: 

• Students shall refrain from harming or damaging the computers and accessories (including software and
peripherals) that belong to the Orthogenic School. When appropriate and necessary, students and/or

families will be held financially responsible for any damage to Orthogenic School property.
• Students shall refrain from attempting to fix or alter the hardware in any way. Computer maintenance

shall be provided exclusively by the Orthogenic School Information Technology Support team.

Intellectual/Property Rights/Commercial Information: 

• Students may not quote in any letters, papers, or emails, any source without attribution and permission.
• Orthogenic School computers shall not be used to create/alter legal or official documents.

• Students may not use the Orthogenic School computer network for commercial activity.

2.d.
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Email Access: 

Students who are eligible for email should note that: 

• Students may only email from designated computers at designated times, and with explicit permission
from Orthogenic School staff.

• Students should only access email accounts approved by their parents, guardians, and the Orthogenic
School.

• Classroom computers are not to be used for student email. Students should not be accessing email 
accounts during the school day.

• Email, as well as other mail service at the Orthogenic School, is subject to monitoring if clinically

appropriate and/or necessary.
• Email should not be sent to other students without staff knowledge and approval, just as students should

not pass notes.

Digital Millennium Copyright Act (DMCA): 

Downloading and distributing copyrighted files is a violation of the Digital Millennium Copyright Act (DMCA), 

which makes it a violation of Federal Law, for which the Orthogenic School will not bear any legal 
responsibility. The Orthogenic School cannot protect individuals who distribute copyrighted material without 
the appropriate license. The student and/or student’s family will be responsible for financial and/or legal action 

taken in response to any violated copyright laws.  

Personal Electronic Devices (Laptops, Computers, Cell Phones, Tablets, and Other Similar Devices): 

1. Electronic devices (as described above) may only be used with staff permission, and in accordance with all 

regulations stated within “Electronic Device and Internet Access Policy.”

2. Staff retains the right to access and review any electronic communications or activities that may be
contained in an electronic device, if a reasonable concern or clinical issue presents itself.

3. Only students participating in the Transitional Living Center (TLC) Program – or those with explicit
permission from a Dorm Manager or Case Manager – are permitted to have cell phones (or similar devices,

used for electronic communication).

4. Electronic devices may not be connected to the Orthogenic School’s wireless network system, because

doing so compromises the security and performance of the overall networked system.

5. Electronic devices are not to be shared or passed around. Each device should ONLY be in the possession of
the student who owns it. This applies when in the classroom and in the dormitory.

6. Electronic devices may be used in the classrooms exclusively for educational purposes, as approved and
directed by staff.  Electronic devices are not to be used during the school day for video-games, listening to

music, or other non-educational purposes.

7. Headphones should not be brought to school, and should not be used during the school day.

2.d.
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8. When using a laptop or tablet (or other similar device) in the classroom or in the dormitory, the screen must

be visible to staff at all times.

9. Recreational use of electronic devices in the dormitory is subject to staff approval. Excessive use of
electronic devices for recreational purposes that results in a student becoming isolated and not engaging
with others (thus not participating in the program) shall be curtailed.

10. Laptop hard drives, CDs, DVDs, flash drives, and all other memory products may be viewed at any time by

staff, in order to ensure that contraband materials, and/or particularly graphic or disturbing images, are not
present in the Orthogenic School.

11. The safety and protection of electronic devices is the responsibility of the student who owns it. The
Orthogenic School is not liable for replacing or fixing lost or damaged electronic devices. A secure cabinet

is available for the storage of electronic devices, and other valuable items, when not in use.

By signing this contract (which is required at admission – and when updates are made), I acknowledge that I 

will be participating in a global electronic community, and that there are certain responsibilities that I accept as 
a member of this community.  

I understand that the access given to students is a privilege, and not a right, and therefore, I consent to 

these policies and guidelines.  I understand that violation of this policy may result in:  

• Suspension/revocation of electronic device privileges

• Compensatory damage/replacement fees
• Legal action

Additionally, as a member of this community, I am aware that it is also my responsibility to notify school staff 
in the event that I believe another student may be violating these provisions, or compromising the system.  

Any further violation of this contract by the undersigned student will result in electronic devices being 

permanently sent home – due to prior violations of previously signed computer contacts.  Families will be 

requested to keep electronic devices at home.  

No student shall be allowed access to electronic devices without a signed copy of this contract on file. 

 PARENT/GUARDIAN NAME: _____________________________  

SIGNATURE:_________________________________ DATE:______________________  

 STUDENT NAME: _______________________________________  

SIGNATURE:_________________________________ DATE:______________________  

2.d.



THE SONIA SHANKMAN ORTHOGENIC SCHOOL
AT THE UNIVERSITY OF CHICAGO 

6245 S. Ingleside Ave. 
Chicago, Illinois  60637 

Telephone  (773) 420-2900 
Facsimile  (773) 420-2805 

Consent for Parents’ Association Directory 

Dear Parents and Guardians: 

Federal and State confidentiality law allow distribution of “directory 
information” among parents at the same school.  However, out of respect for 
your confidentiality concerns, we seek your consent to include your contact 
information in a directory that we would like to distribute to all parents of 
children at the school.  Please check the appropriate box below and we will defer 
to your wishes.  We do think that it would be productive for parents to 
communicate with each other and urge you to consent accordingly. 

Contact Information 

Name: 

Address: 

Home Phone: 

Cell/Work Phone: 

E-Mail: 

Please Indicate Your Preference 

� Include all contact information in directory 
� Include name, phone and e-mail in directory 
� Include name and e-mail in directory 
� Do not include any information in directory 

Signature: 

Date: 

2.e.
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