
 

PATIENT HEALTH QUESTIONNAIRE (PHQ-9) 

NAME: DATE: 

Over the last 2 weeks, how often have you been 

bothered by any of the following problems? 

(use "ⁿ" to indicate your answer) Not at all Several 

days 

More than 

half the 

days 

Nearly 

every day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 
0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 
0 1 2 3 

4. Feeling tired or having little energy 
0 1 2 3 

5. Poor appetite or overeating 
0 1 2 3 

6. Feeling bad about yourself or that you are a failure or 

have let yourself or your family down 

0 1 2 3 

7. Trouble concentrating on things, such as reading the 

newspaper or watching television 

0 1 2 3 

8. Moving or speaking so slowly that other people could 

have noticed. Or the opposite being so figety or 

restless that you have been moving around a lot more 

than usual 

0 1 2 3 

9. Thoughts that you would be better off dead, or of 

hurting yourself 
0 1 2 3 

add columns + + 

(Healthcare professional: For interpretation of TOTAL, 

please refer to accompanying scoring card). 

TOTAL: 

10. If you checked off any problems, how difficult

have these problems made it for you to do 

your work, take care of things at home, or get 

along with other people? 

Not difficult at all 

Somewhat difficult 

Very difficult 

Extremely difficult 
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PHQ-9 Patient Depression Questionnaire 

For initial diagnosis: 

1. 	 Patient completes PHQ-9 Quick Depression Assessment. 
2.	 If there are at least 4 3s in the shaded section (including Questions #1 and #2), consider a depressive 

disorder. Add score to determine severity. 

Consider Major Depressive Disorder 
if there are at least 5 3s in the shaded section (one of which corresponds to Question #1 or #2) 

Consider Other Depressive Disorder 
- if there are 2-4 3s in the shaded section (one of which corresponds to Question #1 or #2) 

Note: Since the questionnaire relies on patient self-report, all responses should be verified by the clinician,  
and a definitive diagnosis is made on clinical grounds taking into account how well the patient understood  
the questionnaire, as well as other relevant information from the patient.   
Diagnoses of Major Depressive Disorder or Other Depressive Disorder also require impairment of social,  
occupational, or other important areas of functioning (Question #10) and ruling out normal bereavement, a  
history of a Manic Episode (Bipolar Disorder), and a physical disorder, medication, or other drug as the  
biological cause of the depressive symptoms.  

To monitor severity over time for newly diagnosed patients or patients in current treatment for 
depression: 

1. 	 Patients may complete questionnaires at baseline and at regular intervals (eg, every 2 weeks) at  
home and bring them in at their next appointment for scoring or they may complete the  
questionnaire during each scheduled appointment.  

2.	 Add up 3s by column. For every 3: Several days = 1 More than half the days = 2 Nearly every day = 3 
3. 	 Add together column scores to get a TOTAL score. 
4. 	 Refer to the accompanying PHQ-9 Scoring Box to interpret the TOTAL score. 

5.	 Results may be included in patient files to assist you in setting up a treatment goal, determining degree of 
response, as well as guiding treatment intervention. 

Scoring:  add up all checked boxes on PHQ-9 

For every 3 Not at all = 0; Several days = 1; 
More than half the days = 2; Nearly every day = 3 

Interpretation of Total Score  

Depression Severity 
1-4  Minimal depression 
5-9  Mild depression 

10-14 Moderate depression 
15-19  Moderately severe depression 
20-27 Severe depression 

PHQ9 Copyright © Pfizer Inc.  All rights reserved.  Reproduced with permission. PRIME-MD ® is a 
trademark of Pfizer Inc. 
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   FINANCIAL INFORMATION 

W 68   revised 8/2023 

 

Pa�ent Name:  ___________________________ DOB: ________________ SSN:___________________ 

 

Medicaid      Medicare 

Policy #:_____________________   Policy#: _______________________   

Annual Household Income: __________________ Name on Card: _________________ 

Total Household Size:  ______________________ 

Primary Insurance Informa�on:  To verify benefits and file claims, all information must be provided below. 

Insurance Company:  ________________________    Phone: ____________________________________ 

Subscriber Last Name: _______________________    First Name: _____________________ MI: ________ 
Subscriber SSN: ___________________ DOB: _______________ Rela�onship to Client: _______________ 

Policy#: _______________________ Group #: _________________ Group Name: ____________________ 

Employer Name: ________________________________ Employer Phone #: ________________________ 

Secondary Informa�on (if applicable):   

Insurance Company: ____________________________Phone: ____________________________________ 

Subscribed Last Name: _________________________ First Name: _________________________________ 

Subscriber’s SSN: ________________________DOB: ________________ Rela�onship to Client:__________ 

Policy #: __________________________ Group #_________________ Group Name: __________________ 

Employer Name: _____________________________ Employer Phone #: ___________________________  

Other Insurance (if applicable): 

Insurance Company:  ________________________    Phone: ___________________________________ 

Subscriber Last Name: _______________________    First Name: _____________________ MI: ________ 

Subscriber SSN: ___________________ DOB: _______________ Rela�onship to Client:_______________ 

Policy#: _______________________ Group #: _________________ Group Name: ____________________ 

Employer Name: ________________________________ Employer Phone #:________________________ 

 

___Self Pay. No Insurance Coverage:  Payment due in full at �me of service.  Self-pay discount applies. 

 

Signature:  _________________________________   Date: ______________________________________ 



BEHAVIORAL HEALTH SERVICES 
CONSENT AND AUTHORIZATION TO RELEASE 

INFORMATION AND RECEIVE DELIVERIES

Patient Label 

S Form W 157 Reviewed 07/25/23  Page 1 of 1 

Security Code 

This consent and authorization regards: _______________________________________________________________ 

(Patient Name) 

Name of Legal Guardian Parent DHS 

OJA Other 

1. The patient’s legal guardian defines who can have contact with the patient as listed below.  No other individuals will be allowed contact or

information about the patient.  The list should be limited to people who will be directly involved in the patient’s treatment while at

Parkside.

2. This list may be changed at any time by written request by the legal guardian.  Any release made prior to written revocation in reliance

upon this authorization shall not be a breach of right of confidentiality.

3. This consent shall automatically expire at discharge if not revoked at an earlier date.

4. The following individuals may be contacted by the staff of Parkside to obtain information on the above named patient in order to

develop the most effective treatment plan.

5. The following individual may contact the staff at Parkside to obtain information regarding the status of the above referenced patient.

6. The following individuals may contact by telephone or visit the above referenced patient.

7. I release Parkside and its staff of responsibility for confidentiality as it relates to deliveries so that I may receive MAIL, FLOWERS,

LEGAL DOCUMENTS, LEGAL SERVICES, AND PERSONAL ITEMS, while I am hospitalized.  I understand it is necessary to release

limited information in order to receive these services.

8. By initialing the boxes below and signing my name, I understand that I am consenting for those individuals to call the patient, visit the

patient, be contacted regarding the patient referenced above, and to receive deliveries.

NAME RELATIONSHIP PHONE STAFF 

MAY 

CONTACT 

MAY 

CONTACT 

PATIENT 

MAY 

CONTACT 

STAFF 

MAY 

VISIT 

PATIENT 

DATE 

REVOKED 

     _____________________________________________  ____________________________________________ 

     Parent or Legal Guardian     Date      Witness Signature     Date 



 

 
 
          CONSENT FORM 

 
 

Patient Label 
 
 

 

 Form W 159 Revised 7/2023                                                                   Page 1 of 1 

 
CONSENT TO PHOTOGRAPH 

I authorize one photograph for the purpose of identification during treatment at Parkside.  I understand that this photograph becomes a 
part of the permanent confidential patient record.  Prints or negatives of this photograph will not be used without my written consent 
for any other purpose. 
  APPROVAL:             YES_______          NO______          INITIAL________ 
 
 

CONSENT FOR EDUCATION RE: STDS/PREGNANCY PREVENTION 
I am aware that education will be provided regarding the prevention of pregnancy and the transmission of sexually. transmitted 
diseases. 

APPROVAL:              YES_______          NO_______         INITIAL_______ 
 

CONSENT TO REFRAIN FROM LEAVING AGAINST MEDICAL ADVICE 
I understand that entering a treatment program for mental, emotional, or chemical dependency problems is stressful and can produce 
feelings of restlessness and irritability as well as physical discomfort.  Because of this, there may be times when I want to leave the 
program.  I understand that this is a common reaction and that my feelings of discomfort will dissipate in time.  I therefore agree to 
stay 48 hours past the time I want to leave and to share these feelings with my primary therapist before leaving. 
  APPROVAL:  YES_______          NO_______          INITIAL_______ 
 

OPPORTUNITY TO EXECUTE AN ADVANCE DIRECTIVE 
I have been educated about Advance Directives and I have been informed of my right to formulate an Advance Directive.  I have been 
offered assistance to write an advance directive.  I understand that I do not have to have an Advance Directive to receive treatment at 
this hospital.  
  APPROVAL:  YES_______          NO_______          INITIAL_______ 
 

RESTRAINT AND SECLUSION CONSENT AND EDUCATION 
I have had education on restraint and seclusion used here at Parkside. I understand that this is a last resort to prevent harm to the 
patient or others.  Restraint and seclusion techniques are not used for discipline or convenience. This intervention can involve holding 
a patient or placing them in a locked room. At times, emergency psychiatric medication may be required. During a time of restraint 
and/or seclusion, the patient is monitored closely, and this intervention will be discontinued as soon as it is safely possible.  
  APPROVAL:  YES_______          NO_______          INITIAL_______ 
 

NOTICE OF PRIVACY PRACTICES  
I have read the Parkside Privacy Practices. I have been given a copy if I requested one.  My Rights and Responsibilities have been 
given to me. 
  APPROVAL:  YES_______          NO_______          INITIAL_______ 
 

CONSENT FOR EDUCATION FROM OUTSIDE SPEAKERS 
I understand that Parkside brings in outside speakers to educate patients in their various areas of expertise.  Speakers sign a 
confidentiality agreement upon entrance to the unit 
  APPROVAL:  YES_______          NO_______          INITIAL_______ 
 
 
 
 
 
Signature of patient or legal guardian                                                                               Date 
 
 
Signature of witness by staff                                                                                           Date 
 



NOTIFICATION OF LEGAL RIGHTS Patient Label 

S Form W 161 Reviewed 07/25/23  Page 1 of 1 

Pursuant to Oklahoma Statute Title 43A, Section 5-505 

I understand that I have been admitted for inpatient mental health treatment, and that a qualified mental health 
professional deems the admission to be appropriate. 

I understand that my parent, guardian, or that I (if I am 16 years of age or older) may object to this admission 
and request a court hearing.  The facility must assist me in filing the objection by providing written notification 
to the court without delay.  A form to be completed will be provided to me that will object to this admission. 

I understand that if an objection is filed, that I will continue to be involved in the treatment program while 
awaiting the court hearing and until such time as I have been given an opinion for the court. 

_________________________  _________________ 
Patient Name             MRN 

___________________________________        ______________________________         _______________________ 
   Signature of Parent /Guardian     Signature of Patient if 16 years of age      Witness 

    or older. 

_________________________________________       ______________________ 
 Date             Date



INFORMED CONSENT FOR 
TREATMENT 

Patient Label 

Form W 341 Revised 7/2023 

 

 

 
 

_____TREATMENT: 
Initial 
I, the undersigned patient, both personally or through the person legally empowered to sign this consent and obligate me as 
herein contemplated, request and authorize Parkside, Inc., its employees, agents, affiliates (jointly and separately), and 
physicians to provide hospital care (acute care, residential care, or any of the outpatient programs), upon admission therein, 
including without limitation, physical examination, routine diagnostic procedures and medical or psychological treatment 
which is to include whatever procedures that are deemed necessary by the admitting physician and such other physician, 
assistants, students, or volunteers as s/he may designate. 

 
I summarily request and authorize Parkside, Inc. and physician(s) to administer any treatment and perform such other 
actions as the physician may deem necessary or advisable in the diagnosis and treatment of my illness. If indicated or 
requested, and with proper written consent, testing for communicable diseases will be performed on physician order. 

 
I am aware that the practice of medicine is not an exact science and acknowledge that no warranty, guarantee or assurance 
has been made thereto by hospital and/or physician as to the result of treatments, examinations or otherwise that may be 
obtained. 
 
 
 

 
_______SECLUSION, PHYSICIAL HOLDS, EMERGENCY MEDICATION AND TIME OUTS: 
Initial 
Parkside, Inc. reserves the right to restrain, seclude or physically hold any patient clinically determined to be a risk to 
him/herself or others. Restraints, seclusions and physical holds are performed by physician order consistent with hospital 
policy and procedure. A patient may request to take a time out or may be asked by a staff member to take a time out if 
he/she is disrupting the milieu or needs time to regain control of his/her behavior. Time outs do not require a physician’s 
order and may not exceed thirty (30) minutes duration. 

 
 
 
 
 
 

_______FINANCIAL RESPONSIBILITY: 
Initial 
1. I agree to pay any amount due for services provided by Parkside, Inc. Charges for services and goods shall be at 

Parkside, Inc.’s billed charge rates unless otherwise agreed to in writing by Parkside, Inc. Amounts estimated or 
known to be payable by me become due and payable at the time of discharge including, but not limited to, health 
insurance copay, deductible and coinsurance amount(s). 

2. I agree that insurance benefits paid to me for Parkside, Inc. charges are to be made payable to Parkside, Inc. I 
understand that I am responsible for any charges not covered by this assignment. Any payment received for this 
period may be applied to any unpaid bills for which I am liable, subject to the rules of coordination of benefits. 

3. I understand that if I leave against medical advice (AMA) that I may be financially responsible for all services  as 
many insurance plans will deny AMA claims.  

4. If the patient is a minor (18 years or younger) at the time of service, the parent or guardian is responsible for payment. 
For unaccompanied minors, non-emergent treatment will be denied unless charges have been pre-authorized or 
payment is made and verified prior to visit. 



INFORMED CONSENT FOR 
TREATMENT 

Patient Label 

Form W 341 Revised 7/2023 

 

 

 
 

______INFORMED CONSENT FOR TELEHEALTH: 
Initial 
Telehealth involves the use of electronic communications to enable healthcare providers at different locations to 
share individual patient medical information for the purpose of providing patient care. The information may be used 
for diagnosis, therapy, follow-up and/or education, and may include any of the following: patient medical records, 
and live two-way audio and video communication. Electronic systems used will incorporate network and software 
security protocols to protect the confidentiality of patient identification and imaging data and will include measures 
to safeguard the data and to ensure its integrity against intentional or unintentional corruption. Records of the 
telehealth encounter will be entered into Parkside’s electronic medical record keeping system and are available from 
Parkside’s Health Information Management department in accord with regular medical records policy. 
Expected Benefits: improved access to care, decreased need for travel, more efficient evaluation, obtaining the 
expertise of a specialist. 
Possible Risks: telehealth encounter failure due to equipment or connection failure, in very rare instances, 
security protocols could fail or partially fail causing a possible breach of personal health information. 
Upon providing your electronic signature, you acknowledge that you understand and agree with the following: 

1.  I understand that the laws that protect privacy and the confidentiality of medical information also apply to 
telemedicine, and that no information obtained in the use of telemedicine, which identifies me, will be disclosed 
to researchers or other entities without my written consent. 

2.  I understand that I have the right to withhold or withdraw my consent to the use of telemedicine in the course of 
my care at any time, without affecting my right to future care or treatment. 

3. I understand the alternatives to telemedicine consultation. 
4.  I understand that telemedicine may involve electronic communication of my personal medical information to 

other medical practitioners who may be located in other areas. 
5.  I understand that I may expect the anticipated benefits from the use of telemedicine in my care, but that no 

results can be guaranteed or assured. 
 

I understand that portions of my healthcare information may be shared with other individuals for scheduling 
and billing purposes. Others may also be present during the consultation other than my healthcare provider and 
consulting healthcare provider in order to operate the video equipment. The above-mentioned people will all 
maintain confidentiality of the information obtained. 

 
 
 

_______PERSONAL BELONGINGS & RELEASE OF RESPONSIBILITY: 
Initial 
1. Parkside, Inc. is hereby released from any responsibility for personal property I do not provide for 

safekeeping. 
2. I acknowledge that Parkside, Inc., or employees thereof, shall not be responsible for any personal valuables or 

belongings including, but not limited to, glasses, dentures, hearing or other prosthetic devices retained on my 
person or left in any room during my treatment. 

3. Parkside Inc. is held harmless from any injuries, damages, claims or actions that may arise out of my use of 
personal equipment. 

 
 
 

_______INPATIENT TREATMENT ONLY: 
Initial 

1. I consent to observation and diagnosis for inpatient hospital evaluation and treatment. Care and treatment includes, 
but not limited to, routine laboratory procedures, diagnostic procedures, body checks, evaluations done by nurses, 
social workers, psychologists, activity therapist and medical treatment rendered by my physician(s). 

2. I understand that if the inpatient treatment team determines that I have a substance abuse/dependence problem 
requiring treatment, I may be required to remain on the unit for all treatment. Visitation may be restricted for a 



INFORMED CONSENT FOR 
TREATMENT 

Patient Label 

Form W 341 Revised 7/2023 

 

 

 
 
 

period of time. The inpatient treatment team will review any restrictions daily. The purpose for these requirements 
is for medical stabilization and prevention of further access to substances that may be abused. 

3. I understand I can ask to leave at any time after I am admitted; however, if I should choose to leave inpatient 
treatment Against Medical Advice (AMA), it is my intention to give the staff a written notice 48 hours prior to the 
time I actually leave the hospital.  If it is determined by my physician that I do not pose a danger to myself or 
others but my physician determines that I need to stay to complete my treatment, and I disagree with that opinion, I 
will be discharged Against Medical Advice. If I am discharged AMA, I understand that I will not be provided with 
prescriptions or any outpatient follow-up treatment. 

4. **I understand that if my physician determines that my discharge might pose a danger to others, or myself I may be 
detained for up to five (5) business days excluding weekends and holidays during which my physician will initiate 
an involuntary commitment procedure for acute care. 

5. I understand that should my conduct become disruptive or dangerous to myself or to others, the physician may 
order treatment with medication, seclusion, or restraint as needed. 

6. I understand that I have the fundamental right to control decisions relating to the rendering of health care including 
the decision to have all life-sustaining procedures withheld or withdrawn in instances of terminal condition, and 
explaining these rights. 

 
 
 
 

_______INPATIENT AND OUTPATIENT TREATMENT: 
initial 
1. I consent to participate in the development and implementation of the treatment plan, and I understand that such 

treatment includes, but is not limited to: individual, group, marital, and family conferences, recreational activities 
and outings, and medical treatment, which may be deemed necessary or advisable during my course of treatment. 

2. I have been informed of my condition, problems related to recovery and likelihood of success. 
3. I have been informed of proposed interventions, treatments and medications and the potential benefits, risks and 

side effects to each. 
4. I have been informed of alternative interventions, treatments, medications and my right to refuse such to the extent 

permitted by law. 
5. I recognize that Parkside, Inc. is a teaching facility and consent to the presence of student observers and treatment 

by supervised resident physicians. 
6. I understand that my medical records may be reviewed by outside auditors such as Medicare/Medicaid, private 

insurance companies, the Joint Commission for Accreditation of Healthcare organizations and the Oklahoma State 
Dept. of Health. 

7. I understand and authorize the review and/or release of information of my medical records to contacting agencies 
for services rendered and continued treatment as outlined in the Notice of Privacy Practices. 

8. ** I have been provided with information regarding the transmission of the AIDS virus, behaviors that can place 
other and me at risk and information on how to obtain HIV testing, if needed. 

9. ** I understand that in entering treatment, I must conduct myself in such a way as to protect myself from exposure 
to or transmission of Infectious diseases such as AIDS, hepatitis, venereal disease, and any other communicable 
disease. 

10. ** I acknowledge that I have received information about tuberculosis including Symptoms of TB, how TB is 
spread, and the risk factors for TB and how to obtain a test for TB. I have been given an opportunity to have my 
questions answered. 
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________ REVIEWED: 
Initial   
I have received copies of the following: Patient and Client Rights, Patient and Client Responsibilities, Medicare Patient and 
Client Appeal Process, Grievance process, Notice of Privacy Practices and client handbook (which explains hospital rules). 
As part of my treatment, there may be trips made outside of the hospital and volunteers may be used on occasion. 

 
 
 

________ CERTIFICATION: 
Initial 
I hereby certify that I have read the contents of Informed Consent for Treatment and have had the opportunity to ask any 
questions and obtain explanations to my satisfaction. I certify that I understand its content and significance. I further certify 
that all information requested during my evaluation is correct to the best of my knowledge. False information or 
information withheld could result in transfer or discharge. 

If voluntarily admitted inpatient or outpatient, I understand that I am voluntarily consenting to treatment by Parkside, Inc. 
clinical staff. 

 

 

 

Signature of guardian or legal representative_______________________________________Date________________ 

 

Note: If patient has a guardian or representative, that person must sign.    If patient is unable to consent and has no 
guardian/legal representative, complete below: 

Patient is unable to give consent because:  ____________________________________________________________ 

 

 

If the patient is unable to comprehend his/her rights, a copy of the Mental Health Patients’ Bill of Rights and 
Responsibilities and information regarding Advance Directive will be given or mailed to the person listed below within 
24 hours of admission. Print name and address: 

Name:      ___________________________________________________________________________________ 

 

Address:          _______________________________________________________________________________
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NOTICE OF GRIEVANCE RIGHTS 

W 14a 06/20 page 1 of 1 

 
The Office of Client Advocacy (OCA) administers a fair, simple, and timely grievance system. 
Grievances can be filed by, or on behalf of, minors. Policies describing the grievance system 
are found in OAC 340:2-3-45 through 49.  
At Parkside patients, families, guardians, and persons of the patient’s choice (representative or 
advocate) will be given the opportunity to express any complaints, recommendations, and 
grievances. Presentation of the aforementioned will not serve to compromise the patient’s 
current and/or future treatment or access to care nor will the patient be subjected to coercion, 
discrimination, reprisal, or unreasonable interruption of care. 
You have a right to file a grievance, to receive a written response to your grievance, and 
to appeal if you are not satisfied with the response. You have the right to report 
allegations of abuse, neglect, and mistreatment. If any person attempts to deny you 
these rights or causes a problem for you when filing a grievance, contact your local 
grievance coordinator.  If the local grievance coordinator is not helpful, you can call OCA 
at 405-522-2720 or 1-800-522-8014. 
Who may file a grievance: Any patient at Parkside may file a grievance. Grievances may also 
be filed by anyone interested in a patient’s welfare. 
What complaints are considered: You may submit a grievance about any policy, rule, 
decision, behavior, or action by a Parkside employee or other persons authorized to provide 
care. 
How to file a grievance: You have 15 business days from the date of your problem to file a 
grievance. To file a grievance, complete the Grievance Form which can be obtained from any 
Parkside staff member.  However, an official grievance form is not required.  A grievance can be 
written on a piece of paper.  You may request help from any Parkside staff or from the local 
grievance coordinator filling out and filing the grievance. Submit the completed form to the local 
grievance coordinator.  You may also give the completed form to any Parkside staff.  They will 
get it to the local grievance coordinator. 
What happens next: You will receive a written response approximately 10 business days after 
submitting your grievance. Your local grievance coordinator will contact you to discuss your 
grievance. 
 
Tyler Doane         918-586-4233 
Local grievance coordinator       Phone number 
 
Signatures 
This notice was explained to: 
 
            On      
Patient signature         Date 
 
              
Parent or legal guardian signature       Date 
 
              

Staff Witness         Date 

 

http://www.parksideinc.org/


Tulsa Public Schools Enrollment Form 

Site: Entry Date: Exit Date: 

Name of Person completing this form: 

Phone Number of Person completing this form: 

Last Name (from birth certificate): First Name (from birth certificate): Middle Name (from birth certificate): 

Student's Birthplace - City, State: Student's Date of Birth Student's Age & current grade level 

Age: Grade: 

Social Security Number Mother's name (from birth certificate): Mother's Maiden Name: 

Ethnicity- Hispanic/Latino origin? Race (check all that apply) 

Black D White D American Indian/Alaskan native D 
Cirlce one: Yes or No 

Asian D Native Hawaiian/Pacific Islander D 

Student lives with: (Circle One) Gender (circle one) 

Both parents Mother Father court guardian/OHS Other Male Female 

Does the student receive Medicaid Benefits? Yes No 

Last School attended/Name: City: State: 

Name of Parent/Guardian #1 Home Address: Street Home Address: City, State, Zip 

Home Phone: Cell Phone: email: 

Name of Parent/Guardian #2 

Home Phone: Cell Phone: email: 

Is the parent/guardian serving on active duty in the military? Circle one: Yes No 

Is the parent/guardian a Military Reserve member? Circle one: Yes No 

Is the parent/guardian a National Guard member? Circle one: Yes No 

Are there any protective orders, guardianship, or custody issues the district needs to document? 

Yes No If yes, please provide a cerified copy of the court order. 

Is this a DHS placement? Yes No If yes, provide the KK # & caseworker name/number 

Is the student currently served via an IEP? Yes No 

Is the student currently served via an ELL? Yes No 

Is the student currently served via a 504 plan? Yes No 

The Family Educational Rights and Privacy Act requires that the School District, with certain exceptions, obtain your written consent prior to the disclosure of personally 

identifiable information from your child's education records. However, the School District may disclose appropriately designated 'directory information" without written 

consent, unless you have advised the District to the contrary in accordance with District procedures. The primary purpose of directory information is to allow the School District 

to include this type of information from your child's education records in certain school publications or to outside organizations without a parent's prior written consent. 

Directory information includes: Student Name, address, phone number, grade level, and school of enrollment. 

Do you allow the district to share with the military? Yes No 

Do you allow the district to share with anyone? Yes No 

Do you allow the district to share only for school purposes (yearbook, school pictures)? Yes No 

Your Name (please print): ______________ _ Signature: ______________ _ 



Tulsa Public Schools 
School Year 2023 - 2024 

Household Information Survey 

This survey is used in a number of ways that impact federal and state funding to your school. Please help 
gather this important information, which will be confidential and not shared with anyone except state and 
federal funding sources. 

 

School: Grade: Student Number:  _______________ 

Student Name: _____________________________________ 
 
 
 
 
 
 

          

   

 

   
  

 
               

 
 

 

  

Signature: I certify that all information provided on this form is true to the best of my knowledge and that all household income is  
reported. I understand that this information will impact federal and state funding to the school. 

Sign Here: Date: _______________________________ 

Print Name: _____________________________________________________________________________________ 

 

 

                                     Qualified                                         Not Qualified               

 Less than $26,973  Between  $55,500  and  $65,009  Between  $93,536 and  $103,536 

 Between  $26,973  and  $36,482  Between  $65,009  and  $74,518  Between  $103,536 and  $112,554 

 Between  $36,482 and  $45,991  Between  $74,518  and  $84,027  Between  $112,554 and $122,063 

 Between  $45,991  and  $55,500  Between  $84,027  and  $93,536  Between $122,063 and 131,572 

 One (1)  Five (5)  Nine (9) 

 Two (2)  Six (6)  Ten (10) 

 Three (3)  Seven (7)  Eleven (11) 

 Four (4)  Eight (8)  Twelve (12) 

Please select the income range that represents the total annual gross income: 

Please select the total number of people in your household: 

For Office use only: 



                HOME LANGUAGE SURVEY FOR PRE-K-12 SCHOOL DISTRICTS 

      
 
 
 
Name of Student: ____________________________________________________________________                    Grade:____________         
  Last Name          First Name         Middle Name    
 
 Date of Birth: __________________     School: _____________    Student ID # ___________________    Gender: Male_______  Female________  
                               MM/DD/YYYY 
 
Is the student of Hispanic or Latino culture or origin?   Yes________    No_________       
 
Select one or more of the following races:  
______ African American/Black   ______ American Indian/Alaskan Native  ______ Asian        
______ Native Hawaiian/Pacific Islander  ______ Caucasian/White                                          

 
1. What is the dominant language most often spoken by the student?                                                           

 
2. What is the language routinely spoken in the home, regardless of the language spoken by the student?  

 
3. What language was first learned by the student?                                                                                         

 
4. Does the parent/guardian need interpretation services? Yes _____   No _____   If so, what language?  _______________________________ 

 
5. Does the parent/guardian need translated materials? Yes _____   No _____   If so, what language?      _______________________________ 
 
6. What was the date the student first enrolled in a school in the United States?  ________________________ 

                                                                                                                                       MM/YYYY 
 

______________________________________________________________________________________________________________ 
 

 
 
 
 

☐    Other language than English indicated TWO OR MORE times on questions 1 – 3 above. The student is classified as “more often” and automatically qualifies as bilingual on 

the accreditation report. 

☐    Other language than English indicated ONLY ONCE on questions 1 – 3 above. The student is classified as “less often” and only qualifies as bilingual on the accreditation 

report if he or she meets one of the following (any selection below REQUIRES appropriate documentation): 
 

     ☐ 1. Designated English Learner on one of the Oklahoma English language proficiency assessments: ACCESS for ELLs 2.0, Alternate ACCESS for ELLs,  

WIDA Screener, WIDA MODEL, K-WAPT, W-APT or Oklahoma Pre-K Language Screening Tool. 

 ☐ 2. Scored unsatisfactory or limited knowledge in Reading on the Oklahoma State Testing Program (OSTP). 

     ☐ 3. Scored at or below the 35th percentile (or equivalent) composite reading score from spring of the previous school year on a state approved norm-referenced test (NRT). 

DOCUMENTATION OF A TEST RESULT FOR STUDENTS MARKED LESS OFTEN 

Date(s) of Kindergarten ACCESS,  
ACCESS for ELLs 2.0, or 
Alternate ACCESS Test  

Score(s) on Kindergarten ACCESS,  
ACCESS for ELLs 2.0,or  

Alternate ACCESS 

Date(s) of WIDA Screener or 
K-WAPT/WAPT or 

WIDA MODEL       

Score(s) on WIDA Screener or 
K-WAPT/WAPT or  

WIDA MODEL 
  Composite Score Literacy Score  Composite Score Literacy Score 

 1.  2.  1. 2. 

 1. 2. 

 

Date(s) of Reading OSTP Score(s) on Reading OSTP 

  Unsatisfactory          Limited Knowledge  Satisfactory  Advanced 

  Unsatisfactory  Limited Knowledge  Satisfactory  Advanced 

  Unsatisfactory  Limited Knowledge  Satisfactory  Advanced 

 

Date(s) Norm Reference Test (NRT) Name of the NRT Reading Total Composite Score(s) % 

   

   

   

 

Date of the Oklahoma Pre-K 
Language Screening Tool  

Score on Pre-K 
Language 
Screening Tool  

      % 

20____- 20____        

SCHOOL USE ONLY 
Please have test score documentation available for the Regional Accreditation Officer to review. 

 

 

STUDENT INFORMATION 

 

 

Date (MM/DD/YYYY) Parent / Guardian Signature 

From Above: 
Question 1: Reference WAVE code 1036 
Question 2: Reference WAVE code 1037 
Question 3: Reference WAVE code 1038 



2819 S New Have Ave.  TULSA, OKLAHOMA 74114 

918.833.8376 | www.tulsaschools.org 
 

 

 

Tulsa Public Schools 

 

 

Student Name _______________________          Site -   Parkside Site 621 

 

 

 

By signing my name below, I am affirming that I have reviewed the information provided regarding 
enrollment into Tulsa Public Schools provision of services and that I am declining enrollment at this 
time. 

 

___________________________________________________________________ 

Parent/Authorized Legal Representative      Relationship            Date 

 

______________________________________________________________________ 

Witness Signature                                              Title                                      Date    





  

 

TULSA PUBLIC SCHOOLS 

WITHDRAWAL FORM 

Must be returned to education office at discharge 

 

STUDENT’S NAME________________________________ 

 **In accordance with the Federal Mandatory School Attendance Law your child 
must be enrolled in another school in a timely manner according to.  

My child will be enrolled: (Please mark one) 

 

***If you are marking the Home School option and your child is involved in truancy procedures this will not 
stop the process. The recent history of the court system has required parents to provide documentation 
that ensure the student is receiving a home school education. 
 

 

PARENT/GUARDIAN SIGNATURE_________________________________________________ 

DATE______________________________ Phone # _________________________________ 

Time Discharged ________________ 

  Name of School District City, State 
 Returning to Previous School                                                                                             
 Moving to another district in Oklahoma    
 GED Program    
 Job Corp:                                                                                                                                  
 Home Schooled                                                                                                                       
 Enrolling in a Private School    
 Moving Out of State                                                                                                              
    

SITE NAME ______________ 
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