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Appendix A: Language Usage Survey 

Parents and Guardians: Please only complete this page of the survey. The back of this form will be completed by the school. A 
completed language usage survey is required for all students upon enrollment in Ohio schools. This information will tell school staff if 
they need to check your child’s proficiency in English. Answers to these questions ensure your child receives the education services to 
succeed in school. The information is not used to identify immigration status. 

Student Name: (First Name and Last Name) Student Date of Birth: (mm/dd/yyyy) 

Communication Preferences 
Indicate your language preference so we can 
provide an interpreter or translated documents 
at no cost when you need them. All parents 
have the right to information about their child’s 
education in a language they understand. 

1.   In what language(s) would your family prefer to communicate with the school? 

Language Background 
Information about your child’s language 
background helps us identify students who 
qualify for support to develop the language 
skills necessary for success in school. Testing 
may be necessary to determine if language 
supports are needed. 

2. What language did your child learn first? 

3. What language does your child use the most at home? 

4. What languages are used in your home? 

Prior Education 
Responses about your child’s birth country and 5. In what country was your child born? 
previous education give us information about 
the knowledge and skills your child is bringing 
to school and may enable the school to receive 

6. Has your child ever received formal education outside of the UnitedStates? 
¼ Yes ∆ No 

additional funding to support your child. 
If yes, how many years/months? 

If yes, what was the language of instruction? 

7. Has your child attended school in the United States?  ∆ Yes ∆ No 

If yes, when did your child first attend a school in the UnitedStates? 

/ / 
Month Day Year 

Additional Information 
Please share additional information to help us 
understand your child’s language experiences 
and educational background. 

Parent/Guardian First Name: 

Parent/Guardian Signature: 

Parent/Guardian Last Name: 

Today’s Date: (mm/dd/yyyy) 

Thank you for providing the information above. Contact your school or district office if you have questions about this form or about 
services available at your child’s school. Translated information about schools’ civil rights obligations to English learner students and 
limited English proficient parents can be found here: https://www2.ed.gov/about/offices/list/ocr/ellresources.html 

By Office of Superintendent of Public Instruction, licensed under a Creative Commons Attribution 4.0 International License. 

https://www2.ed.gov/about/offices/list/ocr/ellresources.html
http://www.k12.wa.us/
http://creativecommons.org/licenses/by/4.0/
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St. Bernard-Elmwood Place City Schools 
Health History Update 
 
Please complete and return to the school nurse or office.  Thank you. 
Ohio State Law requires that a Health History form be on file for every student. 
 
___________________________________ ____________________ __________/___________/__________ 
Student’s Name     Date of Birth   Grade         Homeroom     School 
 
___________________________________ ____________________ ________________________________ 
Doctor’s Name     Phone Number   Last checkup or visit 
 
___________________________________ ____________________ ________________________________ 
Dentist’s Name     Phone Number   Last checkup or visit 
 

Has your child ever had any of the following problems?  (Please circle Yes or No) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Please list any CURRENT health problems or conditions your child has (may be same as above): ___________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Please list any allergies (include food, medications, environmental, seasonal, etc.): _____________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Does your child see a specialist?  If yes, please list condition, doctor’s name, and phone number: ___________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Please list any medications (prescribed or over-the-counter) your child takes at home on a daily or as-needed basis (such 
as medication for ADHD, allergies, asthma, or headaches): _________________________________________________ 
 
 
_____________________________________________________ ___________________________ 
Parent/Guardian Signature    Date 
 
 

SPECIAL NOTE: 
If your child needs to take any medications at school, including emergency medications (like an inhaler or Epi Pen), you must 

complete a St. Bernard-Elmwood Place City Schools Administration of Medication form. 
 
List any of your child’s health concerns that you would like to discuss with the school nurse: ________________________ 
 
 If you need more room, please feel free to write on the back of this paper.  Revised 8/11 (distributed 8/23/11) 

Frequent Headaches YES NO 

Frequent Stomachaches YES NO 
Hearing or Speech Problems YES NO 
Heart Disease – Type _______________ YES NO 
High/Low Blood Pressure YES NO 
Kidney Disease – Type ______________ YES NO 
Learning or School Problems YES NO 
Prematurity or Birth Weight Under 5 lbs YES NO 
Seizure Disorder/Epilepsy/Tics YES NO 
Sickle Cell Disease YES NO 
Sleep Problems YES NO 
Toothaches/Dental Problems YES NO 
Problems with Vision or Wears Glasses YES NO 
Do You Have Medical Insurance YES NO 
Do You Have Dental Insurance YES NO 

Seasonal Allergies/Hay Fever YES NO 

Anemia or Other Blood Problems YES NO 
Life-threatening Allergy – Cause? YES NO 
Asthma YES NO 
Developmental Problems____________ YES NO 
Behavior/ADHD ___________________ YES NO 
Cancer – Type ____________________ YES NO 
Chronic Diarrhea or Constipation YES NO 
Chronic Ear Infections YES NO 
Depression YES NO 
Diabetes YES NO 
Drugs or Alcohol Used During Pregnancy YES NO 
Eczema/Chronic Skin Conditions YES NO 
Emotional/Psychological Problems YES NO 
Parent Name & Phone #   
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