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Vision
CMS provides all students the best education available anywhere,  

preparing every child to lead a rich and productive life.

Mission
The mission of Charlotte-Mecklenburg Schools is to maximize  

academic achievement by every student in every school.





Please complete form and return to your student’s school.

cMS STudenT TexTbook  
accounTabiliTy STandardS

agreement for Students enrolled in cMS
Charlotte-Mecklenburg Schools teachers and administrators are committed to providing students with textbooks during the first 10 days 
of school and promise to work together to promote a sound and positive teaching and learning experience for each student.  This contract 
is an agreement to work in partnership to ensure the successful attainment of our mutual goal.

As a student, I pledge to
 ❏ use textbooks appropriately

 ❏ avoid damaging and losing textbooks 

 ❏ pay for textbooks that I damage or lose

Student’s Signature: _____________________________________________________ Date: _____________________________________

As a parent/guardian of _______________________________________________, I pledge to
 ❏ encourage appropriate use of textbooks and monitor the textbooks my child brings home from school

 ❏ support the school staff in their efforts to provide my child with the textbooks needed for learning

 ❏ monitor the textbooks my child brings home from school

 ❏ encourage my child to be responsible for the proper use of the textbooks

 ❏ return textbooks at the end of the year, or if my child moves to another school within or outside the district

 ❏ pay for textbooks that are damaged or lost

Parent/Guardian Signature: _______________________________________________ Date: _____________________________________

As a teacher, I pledge to
 ❏ explain my expectations and instructional goals to students and parents during orientation and throughout the year

 ❏ assign textbooks to students being careful to evaluate the book before issuing it to the student

 ❏ provide a challenging, caring, learning environment, using the textbook as a teaching tool to support the  
North Carolina Standard Course of Study

 ❏ maintain accurate records on textbooks

 ❏ collect and issue a receipt for lost and/or damaged textbooks

Homeroom Teacher’s Signature:  ___________________________________________ Date: _____________________________________

The principal, as the instructional leader of the school, is committed to providing your child with the textbooks needed to support the 
North Carolina Standard Course of Study. Parental involvement is essential as we work to give your child the best educational experiences 
possible.

FOR SCHOOL USE ONLY
Issued Textbooks for the  _____ - _____  School Year

 Subject Course # Title Book # Condition Cost Teacher #
1.
2.
3.
4.
5.
6.
7.
8.

Form # TxTBK  |  7/08 1





Please complete form and return to your student’s school.

STudenT locker aSSignMenT  
(gradeS 6-12)

Form # SLA_PE  |  6/11

Lockers are the property of the district. They should only contain supplies needed for school and are subject to 
authorized searches at any time, including sniff inspections done by specially trained dogs, as permitted by CMS 
Board Policy JIHD.

Signature of student: _________________________________________________________________________________________________

Signature of parent/guardian: __________________________________________________________________________________________

School: _______________________________________________________________ No. of locker assigned: _______________________

Date assigned: _________________________________________________________ Date: _____________________________________

Assigned by: ___________________________________________________________ Locker combination: _________________________

All students shall participate in physical education. No student shall be permitted to waive or substitute other 
classes for the physical education requirement except as follows: Suitably adapted physical education shall be 
included as part of the Individualized Education Program for students with a chronic health problem, other 
disabling conditions, or other special needs that preclude following the Physical Education portion of the Essential 
Standards: http://www.ncpublicschools.org/acre/standards/new-standards/. (IDEA: http://www2.ed.gov/policy/
speced/leg/idea/idea.pdf ).

Name of student: ____________________________________________________________________________________________________      

Teacher: ______________________________________________________________ Grade: ____________________________________

School: ___________________________________________________________________________________________________________

Please Check One:
 ❏ My child is able to fully participate in physical education.

 ❏ I would like the physical education teacher to be aware of the following health concerns  
(e.g., diabetes, allergic reactions, asthma, heart conditions) that may require modifications  
or a specially designed physical education program:

  ________________________________________________________________________________________________

  ________________________________________________________________________________________________

Signature of parent/guardian: ______________________________________________ Date: _____________________________________
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ParTiciPaTion in PhySical educaTion  
(gradeS k-12)





Please complete form and return to your student’s school.

PhoTo and Video releaSe ForM

Form # 6162.5  | 6/13

I grant Charlotte-Mecklenburg Schools the unlimited right to use and/or reproduce photographs*, likenesses or the voice of my child in 
any legal manner and for the internal or external promotional and informational activities of Charlotte-Mecklenburg Schools. I also agree 
to allow my child to be interviewed and/or photographed* by representatives of the external news media and CMS Communications in 
relation to any and all coverage of Charlotte-Mecklenburg Schools in which he/she is involved. I also agree to allow my child’s work and/
or photograph* to be published on the Charlotte-Mecklenburg Schools website/Intranet Web pages and in CMS publications. I further 
understand that by signing this release, I waive any and all present or future compensation rights to the use of the above stated material(s) 
including, print, electronic and online media..

School name: ______________________________________________________________________________________________________

Student’s name: _________________________________________________________ Homeroom teacher: __________________________

Parent/guardian signature: ________________________________________________ Date: _____________________________________

Parent/guardian name (Print): __________________________________________________________________________________________  

Parent/guardian address: _____________________________________________________________________________________________

* “Photograph” in this Release Form is intended to only refer to photos and videos of your child alone. 
Group photographs and videos (two or more children), with no additional identifying information,  
are considered Directory Information. Please review the FERPA information sheet in the Parent-
Student Handbook.

This information to be completed by school officials only.

Your Name: ____________________________________________________________ Date: _________________________________

Type of Material
❏	 Photograph

❏	 Slide

❏	 Videotape

❏	 Other (please specify) ____________________________________________________________________________

Use of Material
(Please provide additional information such as name of news outlet, brochure, purpose of presentation, etc.)

❏	 News outlet ____________________________________________________________________________________

❏	 CMS website/Intranet site(s) _______________________________________________________________________

❏	 Brochure ______________________________________________________________________________________

❏	 PowerPoint presentation __________________________________________________________________________
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Please complete form and return to your student’s school.

MuSical inSTruMenT diSclaiMer ForM

Form # 6162.5  |  7/08

instrument Storage areas
Individual schools may provide storage areas where instruments may be kept overnight, if necessary.

These storage areas are not individual lockers, but shelving areas. Since students have access to these areas before 
and after class, the Charlotte-Mecklenburg Board of Education assumes no responsibility for any loss or damage 
to any instrument stored at these locations.

School-owned instruments - instrument changes
Students who will be using school-owned instruments such as a tuba, barisax, tenor sax, oboe, bass, clarinet, French 
horn, cello or string bass must complete a Charlotte-Mecklenburg Schools Liability Form before an instrument 
can be used by the student. This form can be obtained from the instrumental music teacher.

All changes of instruments are at the discretion of the music director.

instrument repair
If a student’s instrument (student-owned) needs repair, it should be taken to an instrument repair shop in a timely 
manner. Please provide a written note with the name of the repair shop, the date the instrument was taken in and 
when it is expected to be returned so that your child’s grade will not be affected.

Name of school: ____________________________________________________________________________________________________
(Please print)

Student name: ______________________________________________________________________________________________________
(Please print)

Signature of parent/guardian: ______________________________________________ Date: _____________________________________
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Please complete form and return to your student’s school.

MedicaTion auThoriZaTion 
For cMS STudenTS

Form # 5120.6  |  7/08

School name: __________________________________________ Telephone: ____________________  Fax: _______________________

To the parent or guardian of: _______________________________________________ Birth date: _________________________________

In order to help protect your child’s health, your consent and written authorization from a licensed healthcare provider are required when 
it is necessary for your child to receive either prescription or non-prescription medicines in the Charlotte-Mecklenburg Schools.  No 
medications will be given to your child at school until this authorization has been received.  A separate form is required for each medicine.  
New authorization forms are required every year at the beginning of school, whenever the dose or directions change, or when a new 
medicine is prescribed.  It is your responsibility to provide all medicines to be given at school.  Each medicine must be in an appropriately 
labeled original container from the pharmacy or healthcare provider’s office.  Most pharmacies will provide an extra container for school 
use upon request.  A completed authorization is also required for the administration of non-prescription medicines at school.

PARENT OR GUARDIAN’S PERMISSION:  I give permission for my child to receive the medicine described below during 
school hours.  I understand that it is my responsibility to purchase and supply this medicine.  On behalf of my child, I absolve the 
Charlotte-Mecklenburg Board of Education and their agents and employees from any and all liability whatsoever that may result from 
my child taking this medicine at school.

Signature of parent or guardian: ____________________________________________ Date: _____________________________________

Contact numbers: ___________________________________________________________________________________________________
(pager or mobile, work, home telephone #s)

FOR LICENSED HEALTHCARE PROVIDER USE ONLY: (Please write legibly using lay terms.)

Medication prescribed: ___________________________________________________ Strength/dose: ______________________________

Specific Directions:  
[include exact amount to give, at what time and/or how often, relationship to meals, specific indications, e.g. if prn (as needed)]

Purpose of medication: _______________________________________________________________________________________________

Relationship to meals, if applicable: _____________________________________________________________________________________

How often and at what time (hour): ______________________________________________________________________________________

Specify side effects or adverse reactions:  ________________________________________________________________________________

Other instructions (including emergency situations): ________________________________________________________________________

Please check all appropriate items.  If either of the first two items is checked, please complete the form on page 6.

 ❏ Please allow this student to self-administer this medication while at school during school hours.  
(must complete the form on page 6)

 ❏ This student should carry the medication with him/her at all times during the school day, while at school-sponsored events, or 
while in transit to or from school or school-sponsored activities. (must complete the form on page 6)

 ❏ This medication is to be used for emergencies only.

It is necessary for this student to receive this medication during school hours in order to maintain or improve health and to benefit from 
school attendance.  Please notify the principal and/or school nurse and parents/guardians if there are any problems.

Signature of healthcare provider: ___________________________________________ Provider’s last name (Print): ____________________

Practice name or address: ____________________________________________________________________________________________

Telephone: _____________________________________________ Fax: _________________________  Date: ______________________

FOR SCHOOL USE ONLY: 

Signature of healthcare provider: ___________________________________________ Provider’s last name (Print): ____________________
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Please complete form and return to your student’s school.

auThoriZaTion For SelF-MedicaTion  
by cMS STudenTS

Form # 5120.6  |  7/08

Student‘s name: ________________________________________________________ Birth date: _________________________________

Medication: ____________________________________________________________ For: _______________________________________

Eligibility:  In accordance with CMS Policy JLCD, Administering Medications to Students, and its accompanying 
regulation, JLCD-R, only students who meet the following descriptions may possess and self-administer 
medications: (1) Students with special medical needs such as asthma and/or severe allergies or who are subject 
to anaphylactic reactions and may require emergency medications (i.e., asthma inhaler or epinephrine auto-
injector [“Epi-pen”]); and (2) Students who require frequent administrations of non-prescription medications or 
prescription medications that are not controlled substances.

Healthcare provider: The student named above has (1) asthma or an allergy that could result in an anaphylactic 
reaction and may require emergency medications; or (2) a condition that requires frequent administration of a 
prescription or non-prescription medication. The medication is not a controlled substance. This student is capable 
of, has been instructed on the procedures for, and has demonstrated the skill to self-administer this medication as 
directed on page 5. Please allow him/her to self-administer the medication during school hours and as otherwise 
indicated on page 5.

❏	 This student will not require adult supervision while taking this medication.

Physician signature: _____________________________________________________ Date: _____________________________________

Parent/guardian: I give consent to the Charlotte-Mecklenburg Schools to allow my child to self-administer this 
medicine at school.  I understand that my child and I assume responsibility for the proper use and safekeeping 
of this medicine.  If the medication that is prescribed for my child is for the treatment of asthma or anaphylactic 
reactions, I agree to provide a supplementary supply of the medication that will be kept by the school in a location 
where my child has immediate access.  I absolve the Charlotte-Mecklenburg Board of Education, its agents and 
employees from any and all liability whatsoever that may result from my child possessing or taking this medicine 
at school.  I further consent for the information about my child included on pages 5 and 6 to be shared with 
appropriate school staff as necessary for the safety of my child.

Parent/guardian signature: ________________________________________________ Date: _____________________________________

Student: I am capable of taking this medicine as recommended and accept this responsibility.  I will keep it secure 
at all times and will not share it with others.  I understand that I will be subject to discipline under the Code of 
Student Conduct if I abuse the privilege of being allowed to self-medicate while at school or school-sponsored 
activities.  Unless the medication is prescribed for the treatment of asthma or anaphylactic reactions, I understand 
that I will lose the privilege of self-administering my medication if I do not follow these rules.

Student signature: _______________________________________________________ Date: _____________________________________

School nurse: I have reviewed this request and acknowledge that this student has demonstrated the skill level to 
self-administer this medication.  I have informed this student that he/she must tell an appropriate staff member 
whenever he/she has used the medication at school.

Nurse signature: ________________________________________________________ Date: _____________________________________
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Please complete form and return to your student’s school.

aSThMa acTion Plan/  
MedicaTion auThoriZaTion ForM

7

Student Name: ______________________________________________________________________  Student ID#: _________________________________

School/Year: ____________________________________20 ______ to 20 ______  Grade: ___________  Teacher: _____________________________________

Parent/Guardian: _____________________________________________________  Contact Number: _____________________________________________

Physician’s Name: ____________________________________________________  Physician’s Phone/Fax: ________________________________________

Important InstructIons
1.  NO SMOKING in your home or car, even if your child is not with you.  
2.  Always use a spacer with inhalers (MDIs). 
3.  Shake inhaler before every spray (puff ).  
4.  Remove, control and stay away from known triggers in your child’s environment. 
5.  Clean plastic part of inhaler weekly using package directions.  
6.  Prime inhaler after opening and before use if not used in more than two weeks. Proair-three puffs, all others four puffs.

CHILD’S TRIGGERS ARE:  (circle or check all that apply to your child)
❏ Respiratory infections or flu ❏ Mold ❏ Pollen  ❏ Dust, dust mites
❏ Weather/temperature changes ❏ Indoor pets ❏ Exercise ❏ Strong odors or sprays
❏ Indoor/outdoor pollution ❏ Household cleaners ❏ Strong emotion  ❏ Cockroaches
❏ Smoke Other allergies ___________________________________________________________________

Physician Signature: _________________________________________________________________________ Date: ________________________________

Parent/Guardian Signature: ___________________________________________________________________ Date: ________________________________

School Health Nurse Signature: ________________________________________________________________ Date: ________________________________

(SCHOOL NURSE USE ONLY) Student carries inhaler: Y / N   Inhaler in the Health Room: Y / N   Inhaler in classroom: Y / N

green Zone - all clear uSe conTroller MedicineS
aSThMa iS Well conTrolled no controller medicine needed at this time.
You should have:

No wheezing

No coughing

No chest tightness

No waking up at night because of asthma

No problems with play because of asthma

Peak flow number from _______to ________

yelloW Zone - cauTion! - Take acTion uSe conTroller MedicineS
aSThMa geTTing WorSe continue to use green zone daily medicines and add:
You may have:

Wheezing

Coughing

Chest Tightness

First signs of a cold

Coughing at night

Peak flow number from _______to ________

red Zone - SToP! geT helP noW! Take Quick relieF Medicine
You may have:

Quick relief medicine that is not helping
Wheezing that is worse
Faster breathing
Blue lips or nail beds
Trouble walking or talking 
Chest and neck pulled in with each breath

Or peak flow less than _________

Medicine Method How much How often

______________________   _____________ __________  ________times per day

______________________   _____________ __________  ________times per day

______________________   _____________ __________  ___________________

______________________   _____________ __________  ___________________
15 minutes before exercise use _______ puffs (inhaled) ________________________
*Rinse child’s mouth after using inhaled steroids (daily/controller medicines).

Medicine Method How much How often
Albuterol/Xopenex inhaled ____ puffs  OR  ____ vial Every____hours prn

_____May repeat after 20 minutes x 1 (Indicate with check)
Also take:

______________________   _____________ __________  ___________________
If yellow-zone symptoms continue for 24 hours or child needs extra rescue medicine more 
than twice per week, call your child’s doctor.

ThiS iS an eMergency! 

Continue to use green zone medicines and do the following:
Use_______ puffs OR 1 vial Albuterol/Xopenex inhaled every 20 minutes  
for a total of _______ doses.

CALL DOCTOR NOW! If you cannot reach doctor, call 911 or go directly to the 
emergency room. Do not wait!

Form # CI 7  |  6/09





dieT order ForM
annual Medical Statement for Students  

with Special nutritional needs for School Meals
This form gives Child Nutrition Services the information required for meal modifications at school.

Form # DietOrder  |  6/14 8

Fax Number Office Phone Number if not in the stamp 

   

STUDENT INFORMATION          
Student ID Number  Diet Order for School Year     

 20____- 20____ 

Medical Office Stamp (Required for 
processing) 

PART C. To be completed by Child Nutrition Services 

 
 In accordance with Federal Law and U.S. Department of Agriculture policy, this institution is prohibited from discriminating on the basis of race, color, national origin, gender (male or female), age, or disability. To file a complaint 
of discrimination, write USDA, Director, Office of Adjudication, 1400 Independence Avenue, SW, Washington, D.C. 20250-9410 or call toll free (866) 632-9992 (Voice).  Individuals who are hearing impaired or have speech 
disabilities may contact USDA through the Federal Relay Service at (800) 877-8339; or (800) 845-6136 (Spanish). USDA is an equal opportunity provider and employer.                    Created by Child Nutrition Services on 5/19/2014 

 CMS Cafeterias do not serve peanuts or products containing peanuts; 
therefore, a diet order form only specifying a peanut allergy is not needed. 

 Monthly menu with carbohydrate content in grams and major food allergens 
is posted at http://www.cms.k12.nc.us/cmsdepartments/cns. A completed 
Diet Order Form is not required if above information is sufficient for parent/
guardian to manage a student’s diet at school. 

 This form must be completed at the start of each school year and each time 
student’s diagnosis or change of treatment is indicated during the school 
year. Annual completion of this form by the student’s medical authority 
ensures that current nutritional needs are being met at school. 

Steps to Complete Diet Order Form 
 

1. Parent/Guardian, complete Part A. Sign and date form (required for 
processing). 

2. Medical Authority, complete Part B. Print name, sign and date form; stamp 
form with medical office stamp (required for processing). 

3. Mail or Fax completed Form to CMS Child Nutrition Services.  
4. Child Nutrition Services will complete Part C and forward processed form 

to the student’s school cafeteria. 
5. Incomplete form will be returned to parent/guardian. 

Date of Birth  Grade  School Attended 

     

PARENT / GUARDIAN INFORMATION  
First, Last  Day Time Phone Number 

   

Mailing Address, City, State, Zip 

 
E-mail Address 

 

Parent / Guardian Signature (required for processing)                                                                                           Date 

X   

 

By signing above I give Child Nutrition Services permission to speak with 
the Licensed Medical Doctor (MD) or recognized Medical Authority signing 
the Diet Order Form to discuss the student’s dietary needs described in  
Part B of this form.  
 

Last, First, MI   

 

Which meals provided 
by the School Cafeteria 
will the student eat?  
□ Breakfast    
□ Lunch    
□ Snack  

Does the student have  
an identified disability  
(IEP or 504 Plan)?    

□ Yes      
□ No 

My child has a 
special diet and will 
NOT eat food from 
CMS cafeteria.  

□ 

 

PART A. To be completed by Parent / Guardian 
 

PART B. To be completed by Licensed Physician 
 
 
 

Medical Authority Signature  Date  Medical Authority Printed Name 

     

DIET ORDER FORM 
Annual Medical Statement for Students  

with Special Nutritional Needs for School Meals  
This form gives Child Nutrition Services the information required for meal modifications at school 

MAIL OF FAX FORM TO: 
 

Charlotte Mecklenburg Schools  
Child Nutrition Services 

 
PO Box 668847 

Charlotte, NC 28266 
 

Phone (980) 343-6041 
Fax     (980) 343-6045 

□ Initial Diet Order for School Year ____ - 20_____ 
□ Revision to Diet Order Form submitted for school year _________ 

 

STUDENT DIAGNOSIS OR CONDITION 
□ Food Intolerance 
□ Food Allergy  
□ Life Threating Food Allergy. Students with life threatening food 
□ allergies must have an emergency action plan in place at school. 
□ Check appropriate box:     □ Ingestion    □ Contact   □ Inhalation 
□ Disability (Specify) _________________________________________ 
□ Describe major life activities affected ___________________________ 
□ Other (Specify) ____________________________________________ 

 
FOOD TEXTURE MODIFICATION 
If needed check ONE: □ Pureed   □ Ground   □ Chopped  

 
FOOD(S) THAT SHOULD BE AVOIDED 
Check all that apply: 
 
DAIRY  

□ Fluid Milk. Please serve □ lactose-free milk or □ juice instead 
□ Cheese and recipes with cheese listed as an ingredient 
□ Ice Cream 
□ Yogurt 
□ Recipes with any dairy listed as an ingredient 

 
EGG  

□ Whole eggs such as scrambled eggs or hard cooked eggs 
□ Recipes with any egg listed as an ingredient 

 
WHEAT  

□ Recipes with any wheat listed as an ingredient 
 
FISH OR SHELLFISH  

□ Specific fish of seafood type _____________________ 
 
TREE NUTS  

□ Food products identified as manufactured in a plant that also  
handles  tree nuts 

 
CORN  

□ Whole corn such as corn kernels, tortilla chips, corn muffin 
□ Recipes with corn / corn products listed as an ingredient 

 
OTHER  

□ Other, specify if it is a cooked ingredient or when consumed fresh  
or  raw _________________________________________________ 

 
LICENSED PHYSICIAN’S INFORMATION — Diet Order Form will  
be returned to parent / guardian and NO accommodations will be made if 
this section is not complete. 
 
 





Please complete form and return to your student’s school.

ParenT reVocaTion oF  
STudenT inTerneT acceSS

Form # PVR  |  7/08

Parents who do not want their child to be able to access the CMS Network or use the 
Internet while at school must complete this form and return it to their child’s school.

I do not want my child, ________________________________, to be allowed to use a Charlotte-Mecklenburg 
Schools’ computer to access the CMS Network or the Internet. By my signature below, I also acknowledge that 
without access to the Internet and the CMS Network, my child will not be able to do all or some of the following 
activities that use the CMS Network or the Internet while at school:

 ✘ Use any computer on the CMS Network (this is because networked computers automatically access 
the Internet and the CMS Network and require students to accept the Student Internet Use Agreement 
before they can use the computer for any purposes)

 ✘ Access the school media center catalog of books

 ✘ Use online learning tools such as Accelerated Reader 

 ✘ Do online research

 ✘ Work with another student who is using a networked computer

Student’s full name (printed):

Last: __________________________________________________ First: _________________________  Middle: ____________________

Date of birth: ___________________________________________ Student ID#: ___________________  Grade: ____________________

School: _______________________________________________________________ Homeroom or Homebase teacher: _______________

Address: ______________________________________________________________ Home telephone: ____________________________

Parent’s name (Printed): ______________________________________________________________________________________________

Address (if different from student’s): _____________________________________________________________________________________

Phone numbers: Home: ___________________________________________________  Work: ____________________________________

Parent/guardian signature: ________________________________________________ Date: _____________________________________
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Please complete form and return to your student’s school.
Form #506
OMB Number: 1810-0021
Expiration Date: 06/06/2014
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u.S. deParTMenT oF educaTion  
oFFice oF indian educaTion

Title Vii Student eligibility certification

Parents: Please return this completed form to your child’s school. In order to apply for a formula grant under 
the Indian Education Program, your child’s school must determine the number of Indian children enrolled. Any 
child who meets the following definition may be counted for this purpose. You are not required to complete or 
submit this form to the school. However, if you choose not to submit a form, the school cannot count your child 
for funding under the program. This form will become part of your child’s school record and will not need to be 
completed every year. This form will be maintained at the school and information on the form will not be released 
without your written approval.

Definition: Indian means any individual who is (1) a member (as defined by the Indian tribe or band) of 
an Indian tribe or band, including those Indian tribe or bands terminated since 1940, and those recognized 
by the State in which the tribe or band reside; or (2) a descendent in the first or second degree (parent or 
grandparent) as described in (1); or (3) considered by the Secretary of the Interior to be an Indian for any 
purpose; or (4) an Eskimo or Aleut or other Alaska Native; or (5) a member of an organized Indian group 
that received a grant under the Indian Education Act of 1988 as it was in effect October 19, 1994.

NAME OF CHILD  ___________________________________________  Date of Birth _______________
 (As shown on school enrollment records)

School Name _________________________________________________  Grade  ____________________

NAME OF TRIBE, BAND OR GROUP ______________________________________________________

Tribe, Band or Group is: (check one)

  Federally Recognized, 
Including Alaska Native

  State 
Recognized

  Terminated   Organized Indian Group Meeting 
#5 of the Definition Above

Name of individual with tribal membership: ____________________________________________________

Individual named is (check one):   _____ Child   _____ Child’s Parent   _____ Child’s Grandparent

Proof of membership, as defined by tribe, band, or group is:

A. Membership or enrollment number (if readily available)  _____________________________________  OR

Other (explain) ___________________________________________________________________________

Name and address of organization maintaining membership data for the tribe, band or group:

_______________________________________________________________________________________

I verify that the information provided above is accurate:

PARENT’S SIGNATURE _______________________________________  DATE ____________________

Mailing Address _______________________________________________  Telephone __________________





2014 – 2015
notices

The following pages have been removed from this handbook:

 � Notification Of Rights Under FERPA

 � Directory Information

 � Model Notification Of Rights Under The Protection Of Pupil Rights Amendment (PPRA)

 � Housing Emergencies

 � Title IX

 � § 115C-391.1. Permissible Use Of Seclusion And Restraint

 � Federal Law Parental Rights Regarding Section 504 Of The Rehabilitation Act of 1973

 � Exceptional Children

 � Americans With Disabilities Act

 � Elementary and Secondary Education Act

 � Annual EPA Mandatory Asbestos Awareness Letter

 � Student Discipline

you may access these pages in the Parent-Student handbook. 

The complete 2014-2015 Parent-Student Handbook  
can be found on the CMS website:  

www.cms.k12.nc.us.







In compliance with federal law, Charlotte-Mecklenburg Schools administers all education programs, employment activities and admissions  
without discrimination against any person on the basis of gender, race, color, religion, national origin, age or disability.


