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Hillcrest Academy - Admissions Packet 

Completion of the following items is required prior to placement 

Student’s Name: DOB:

• LEGAL INFORMATION & CONSENTS:

Student Profile Sheet

Legal Status Change

30 Day Withdrawal Notification – School Administrator to sign

Behavioral Management Policy & Consent

Access To & Release of Confidential Records Consent

Use of Photographs

Field Trips

• MEDICAL REQUIREMENTS & CONSENTS:

Medical Insurance Coverage Information

Birth Certificate

Social Security Card

Insurance Card

Medication Administration Consent

Medication Administration - Over the Counter Medication Consent

Medication Order

Emergency Treatment Consent

Pre-Placement Physical Exam

Immunization Records

TB Test

Free of Communicable & Infectious Disease Statement

• FINANCIAL INFORMATION:  To Be Provided by Funding Agency:

IEP

Placement Agreement

Income Verification



 

• OTHER INFORMATION:

Psychological Evaluation

Psychiatric Evaluation

Behavioral Plan

Functional Behavioral Assessment

Send Completed Packet Directly To: Jackie Mercado, Admissions Coordinator 
 Hillcrest Educational Centers, Inc. 
 788 South Street 
 Pittsfield, Massachusetts 01201
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STUDENT PROFILE SHEET 
(Please Print) 

Name: Date of Admission:

D.O.B.

Gender: Hair Color: Height: Social Security #: - -

Race: Eye Color: Weight: Hearing Aids: Yes / No

Place of Birth: Glasses: Yes / No

Citizenship: Braces: Yes / No

Primary Language: (Student) (Family)

Self-Preservation Skills:
i.e. The ability to egress in the event of a fire.

Legal Guardian: Phone #:

LEA: Phone #:

Funding Source (s):

Custody Status:

Agency Contact: Phone #:

Family Information: Parental Status: (Please Circle) Married       Single       Divorced        Widowed

Father’s Name & Address: Phone #:

Birthplace:

Mother’s Name & Address: Phone #:

Birthplace:

Maiden Name:

Primary Care Taker: Phone #:

Address: Relationship:

Emergency Contact: Phone #:
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Address: Relationship:

Emergency Contact: Phone #:

Address: Relationship:
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LEGAL STATUS CHANGE NOTIFICATION 
(Please Print) 

Student’s Full Name:

As ‘s parent or legal

guardian, I agree to notify Hillcrest Academy in the event this child’s legal status changes.  
Possible changes include, but are not limited to, place of legal residence, guardianship, custody 
and emancipation.

I agree to provide notification to Hillcrest Academy if there is a change in the 
student’s legal status.

Signature:
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30 DAY WITHDRAWAL NOTIFICATION

Hillcrest Academy requires a thirty (30) day notice of any 
withdrawal unless circumstances warrant an emergency discharge. 

Consistent with the Placement Agreement, failure to provide proper 
notification will require LEA or funding agency to pay the 
approved per diem rate for the remainder of the 30 days. 

Child’s Name:

LEA:

Agency:

Name: Title:

Signature:

Date:



!  

BEHAVIORAL MANAGEMENT POLICY 

BEHAVIORAL MANAGEMENT PARENT/GUARDIAN CONSENT FORM 

All interactions with students of Hillcrest Academy are conducted with the goal of de-escalating or preventing 
dangerous and/or violent behavior.  Physical intervention is used in compliance with state regulation only 
when one or a combination of the following criteria is met: 

1. The student is demonstrating by her/his actions that she/he is immanently dangerous (or – “presents an 
immanent danger”) to her/him self or others. 

2. No other non-physical intervention has been or is likely to be effective in averting the immanent danger. 

Physical intervention is not used for non-compliance, threatening, or verbal aggression unless these behaviors 
meet the criteria stated above. When verbal intervention has failed to help a student control him or herself, a 
physical intervention will be initiated. The progression of physical intervention begins with the least restrictive 
intervention and progresses on a continuum to the most restrictive, depending on the nature of the situation 
and the degree of dangerous behaviors that the student is presenting. 

Physical intervention may consist of escorting a student to another area; holding the student while upright; 
holding the student while sitting; or holding the student while the student is lying on the ground.  All Hillcrest 
Academy staff receives physical intervention training and Hillcrest Academy only uses intervention “holds” 
that are approved by DOE and the Office for Childcare Services. However, despite these safeguards, there is 
always the risk of injury to students and staff. By signing this consent form, I understand that there may be 
situations where my child may need to be restrained and I understand that there may be injuries to my child 
incurred even when a restraint is undertaken in an appropriate fashion.

Having read the above, I consent to the Behavior Management program outlined above and agree that physical

intervention restraints may be employed with

when deemed necessary by Hillcrest 
Academy staff.

(Student’s name)

I agree to the use of the interventions

Parent/Guardian signature Date
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ACCESS TO & RELEASE OF CONFIDENTIAL RECORDS 

1. The student (once the student reaches the age of 18). 
2. The student’s parents/guardians, if the student is under the age of 18. 
3. The student’s legal guardian(s) or other authorized representative, Hillcrest Academy’s staff, 

employees and consultants providing services to the students. 
4. Persons authorized by licensing agencies (e.g., the Office for Child Care Services, the Department 

of Education, the Department of Social Services, the Department of Mental Health) that have the 
responsibility of monitoring the quality of services being provided to the student. 

5. The student’s attorney or an advocate who has been authorized by the student, a court, the 
student's guardian(s) or the student’s parents/guardians. 

6. In the event that the student is being transferred from Hillcrest Academy to another program or 
school, the program or school to which the student is being transferred. 

7. Facilities/programs/schools that are considering the student for admission, but only after verbal or 
written consent has been obtained from the appropriate parent or custodial agency. 

I also understand that the release of or access to confidential records will include inspection of the records.  

I HAVE READ THE ABOVE FORM AND UNDERSTAND ALL OF ITS TERMS. I HEREBY GIVE MY 
CONSENT TO HILLCREST ACADEMY TO RECEIVE, REVIEW, RELEASE AND PROVIDE ACCESS TO 
ALL RECORDS, DOCUMENTS AND INFORMATION AS SET FORTH IN THIS FORM. 

I, , the parent/guardian/custodial agency/
LEA

of , hereby give my consent of

Hillcrest Academy to receive and review all records, documents, and other information concerning the

education and treatment for

(Student’s name)

This includes team evaluations, materials, medical records, progress summaries, and information from past 
placements.  I also authorize all prior teachers, physicians, psychologists, therapists or other persons who have 
worked with my child to speak with Hillcrest Academy employees regarding my child. 

I understand that Hillcrest will consider this material confidential. Records will be released only to the 
following individuals or entities subject to applicable law:

Parent/Guardian/LEA/Custodial Agency:
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Date:
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PARENT/GUARDIAN CONSENT FORM 

Use of: Photographs, Audio-Visual Films, Name

Athletics, Educational/Field Trips

Prior to an off campus trip, Hillcrest Academy will send a permission slip to the parents/guardian for signed 
consent and return. Students who do not have their parental/guardian consent will remain on campus. 

I DO give my permission to take and publish photographs, sound recording and films of

my child/ward, and to identify my child’s/ward’s name in print for purposes of staff and parent 
training, orientation, observation, documentation and public relations.

I DO NOT give my permission to take or publish photographs, sound recordings, or films

of my child, or to identify my child’s name in print.

(Parent/Guardian Signature) (Date)

I, , the parent/guardian/custodial agency of

understand that field trips may be

conducted by Hillcrest Academy as part of the program. I hereby authorize such field trips for my child. I also 
understand that my child may participate in contact and other sports including basketball, baseball, soccer, 
softball, skiing, snow boarding, roller blading, ropes course and the Special Olympics. 

I also understand that, from time to time, my child will participate in an off-campus trip with staff members. 
These trips may not constitute a formal Hillcrest Academy “field trip.” For example, a student may go to a 
restaurant with a staff member for a meal, or a student may go shopping with a staff member at a supermarket.  
In addition, students may go on “field trips” with staff and other students. I hereby authorize such off-campus 
trips for my child.

I/We hereby give my/our consent to field trips under the conditions set forth in this form.

(Parent/Guardian Signature) (Date)
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MEDICAL REQUIREMENTS FOR ADMISSION 

The following is a listing of medical information/requirements for Hillcrest Academy that must be submitted 
prior to admission of new students. We have provided our forms for some of these items for your convenience.  
You may also submit records on your forms if you prefer. 

• Documentation of medical insurance and a copy of the child’s birth certificate and Social 
Security card. 

• Request signed by the parent/guardian to continue present medications, including 
prescription(s) or physician’s orders for medications along with a 30-day supply. 

• Report of Hepatitis A, B and C screening within the prior month with lab results. 
• Results of most recent laboratory testing and other indicated special testing  

(i.e.: EEG, EKG, and Baseline EKG etc.). 
• Reports of most recent vision, hearing, and dental examinations, including optical prescription 

if glasses are worn. 
• Up-to-date medical history including allergies. 
• Complete physical examination within the past six months. 
• Records of Immunizations. 
• Physician’s statement that child is free of communicable & infectious disease (included on 

Physical form). 
• Records of results of TB testing within the last 60 days. 

Hillcrest Academy reserves the right to admit without complete submission of this data. 

***       *** 

For children entering Hillcrest Academy with braces the parent/guardian must be responsible for 
ongoing follow-up required, including transportation. 
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MEDICAL INSURANCE COVERAGE INFORMATION 
(This form must be completely filled out) 

If yes, attach copy of card and 
information about plan.

REMEMBER: 
You must attach copies of the: 

• Current Insurance Card 
• Birth Certificate 
• Social Security card 

Student’s Name:

What type of medical insurance does student have?

Private Insurance: Yes {attach copy of card}

Name of Company:

Policy Number:

Group Number:

Subscriber’s Name:

Subscriber’s Social Security Number:

Is there a prescription plan? Yes No

Is there a dental plan? Yes No

Member services telephone:

State Medical Assistance Program: Yes {attach copy of card}

State:

ID Number/ Medicaid Client ID#:

Other:
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WRITTEN PARENT/GUARDIAN CONSENT 
FOR MEDICATION ADMINISTRATION 

My child is currently receiving the following medications (to be completed if not in violation of confidentiality).  Please 
list all medication the child is receiving, including those given during the school day: 

CONSENT 

(Please note:  Medication should be delivered in a pharmacy or manufacturer-labeled container by a parent or guardian.  
Students cannot transport medications.  Please ask your pharmacy to provide separate containers for home and school.  
No more than a thirty-day supply of medication should be delivered to the school.  I understand that I may retrieve the 

Name of Student:

Date of Birth: Gender:

Name of Parent / Guardian:

Address:

Telephone Number (Home): Work:

Emergency Contact Name:

Phone Number: Relationship:

1. 3.

2. 4.

1. I give permission to have the school nurse or personnel designated by the school nurse give the following

medication:

Name of Medication

prescribed by:
Name of Prescribing Physician

2. I give permission to the school nurse to share with appropriate school personnel, information relative to the

prescribed medicine administration, e.g. adverse side effects, as he/she determines necessary for my child’s health

and safety. YES NO
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medicine form the school at any time and that the medicine will be destroyed if it is not picked up within one week 
following termination of the order or one week beyond the close of school.) 

Signature of Parent or Guardian:

Relationship to Student:
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CONSENT FOR MEDICATION ADMINISTRATION 
PERMISSION TO GIVE (OVER THE COUNTER) MEDICATION 

to receive these over the counter preventatives/medications at the nurses discretion: 

Sunscreen 
Kaopectate 
Maalox (Tums) 
Tylenol 
Motrin 
Benadryl (For allergic reactions) 
Calamine lotion (For itch and pain related to the outdoors) 
Ipecac (For poison control) 
Sudafed 
Cough Syrup (Cough drops) 
Triple Antibiotic Ointment 

Please cross out or write below the preferred treatment during illness or while administering first aide treatment. 

Additional comments and concerns 

I/We, , the parent and/or guardian 
hereby

give consent for my child/
ward,

Parent / Legal Guardian Signature:
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Date:
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MEDICATION ORDER 
(To be completed by a Licensed Physician, Nurse Practitioner 

or others authorized by Chapter 49C of MGL) 

Please note:  Whenever possible, medication should be scheduled at times other than school hours. 

Optional Information 

Name of Student: Date of Birth:

Address: Grade:

Name of Prescribing Physician: Title:

Business Telephone Number: Emergency Phone:

Medication:

Route of Administration: Dosage:

Frequency: Time(s) of Administration:

Specific direction or information for administration:

Date of Order: Discontinuation Date:

*Diagnosis:

*Any other Medical Condition:

1. Special side effects, contraindications or possible adverse reactions to be 
observed:

2. The date of the next scheduled visit or when advised to return to prescribing 
physician:
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*  If not in violation of confidentiality 

Physician Signature
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EMERGENCY TREATMENT CONSENT 

I, , as the parent/guardian of

a student of Hillcrest Academy,

give consent for emergency treatment and transportation to a medical facility as deemed necessary by the 
School

School Nurse or Staff.

Parent / Legal Guardian Signature:

Date:

Primary Care Physician:

Telephone Number:



 Pre-              Pre-Placement Physical Exam 
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Allergies: _______________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Past Medical History: _____________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Prenatal/Birth/Development History: _________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Family History: ___________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Social/Environmental History: ______________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Prior Consultations with Sub-Specialists – e.g. Neurology, Endocrinology, Cardiology  (Please attach to exam form) 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 

EKG Date: _____________________ Audio Screenings: _____________________________________ 
EEG Date: _____________________ Vision Screenings: _____________________________________ 

Pertinent Lab and Radiological Edams including CT or MRI: ____________________________________ 

Name of Student: Date of Birth:

Diagnoses: 
_____________________________________
_____________________________________
_____________________________________
_____________________________________
________________________________

Current Medications: (please attach signed prescriptions) 
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
____________________________________________



 Pre-              Pre-Placement Physical Exam 

__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 



 Pre-              Pre-Placement Physical Exam 

Physical Exam Date: ________________________ 

TB Risk: 
□ PPD date: _______________ Result: +/- ____________________ 

(Must be done within 60 days of Admission) 

OR 

□ This student has been assessed to be at LOW risk for TB, and therefore a PPD test is not recommended. 

School Activity: 
□ This student may fully participate in school programs without restrictions. 

□ This student has the following restrictions for program participation at school: 

 _________________________________________________________________________________ 

 _________________________________________________________________________________ 

As examining physician, my signature on this form indicates that I have completed an exam on the date listed 
above and at this time the above individual is free of communicable and infectious diseases. 

Name of physician (please print): ________________________________ Office #: _________________ 

___________________________________________________________  _________________ 
             Signature of physician/PA/NP             Date 

PLEASE: 
1. ATTACH A COPY OF IMMUNIZATION RECORDS 

2. FOR STUDENTS WITH SIGNIFICANT ALLERGIES OR ASTHMA, ATTACH AN EXPLANATION OF REACTION 
AND TREATMENT PLAN. 

Name of Student: Date of Birth:
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