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The Dorm Council helps plan the monthly activities including, Monthly Incentive trips with staff. 
RECREATION
The recreation center has X-Box, PS3, and Wii. Intermural and canteen available.
--------------------------------
DORM-Student of the Month/Year incentives

Counseling Services

HONOR Dorm-students in academic standing in school and dormitory. 

STUDY HALL
 Available from 3:30 - 4:30 PM Sunday - Thursday. 
Teachers are available for students to help with homework. 
Computers on site
[image: ]
LAUNDRY SERVICES 
Available in each dorm for student use. Detergent is provided or students may bring their own.
SECURITY 
Provided after school hours and overnights. Security is available at 605-852.2258 ext. 254 or 253
TRANSPORTATION-off reservation students is provided (to and from home) for Thanksgiving, Christmas, and OTHER CIRCUMSTANCES. 

The Residential Program provides a home living environment, activities, and assists with academic requirements seven (7) days a week for students in 6th - 12th grade. The bedrooms are furnished for 1 - 4 students depending on the size of the room. The rooms are assigned by grade.  Snacks are provided in the evenings.

•	Dormitory houses students in Grade 6th-12th.   ALL NEW freshman students         MUST have PHYSICALS for sports and/or DORMITORY. Please get physicals appointments for dormitory and sports BEFORE school begins. 

•	ALL DORMITORY students need Physicals & Notifications of ANY MEDS they are on OR have been on in the past, forms are attached.
 
•	IMMUNIZATIONS [Mandatory] need to be updated w/covid 19 Vaccine.   
                                                               
•	A permission slip must be signed for FLU SHOTS.

•	ANY HEALTH ISSUES OR ALLERGIES must be reported by calling the School Nurse or the Dormitory Supervisor at 605-852-2258 Ext. 270

HEALTH CARE SERVICES are readily available through the school nurse and I.H.S. care. The off reservation students are screened by the School Nurse before they are taken to the I.H.S for their appointments. The local parents are responsible for their students health needs as per I.H.S. requirement.

The Residential staff are certified in Cardiac Pulmonary Resuscitation, Automated External Defibrillator and Emergency First Aid.

TRANSPORTATION –IF STUDENT is accepted, the dormitory will provide transportation. Our policy states if a student comes to the dormitory at beginning of year with the schools transportation the student will be eligible to be transported home during vacations and end of school year that way.  If the student comes to dormitory with parent/guardian, student will be ineligible for transportation during vacations and end of school year.
DORMITORY OPENS -August 13th (for FB/VB practice)
1ST DAY OF SCHOOL- August 18th
Football PRACTICE-August 13th
Volleyball Practice-August 13th














APPLICATION CHECK OFF LIST
	  Check off List
	Student FORMS/Documents
	COMPLETE

	
	Application Packet-Living Situation History, Behavior Issues, Social History-Counseling 
Guardianship Documentation is Mandatory
Temporary Custody form attached if needed
	

	
	Immunization Record w/covid  19
Physical-MANDATORY
Medicaid/Health Insurance card (copy)
	

	
	Check Out Form-MANDATORY NOTARIZED
	

	
	Student Health forms- Over the Counter Medication, Health History, and Medical Power of Attorney. Mandatory Notarized
	

	
	Sun’wakan Wacinkiciya /Equine (Horse) Wellness student/family FORM
	

	
	Indian Health Service 
Patient Registration Forms Authorization to Furnish Information 
Notice to Patient  Acknowledgement Receipt of Privacy Practices, Authorization to Furnish Information Notice to Patients-Consent Form
	



PLEASE UPDATE ADDRESS
IF YOUR MAILING ADDRESS, PHONE NUMBER OR YOU MOVE (EVEN TEMPORARILY) YOU NEED TO NOTIFY THE SCHOOL and DORMITORY WITH THIS INFORMATION

Address for mailing to student


12

CROW CREEK TRIBAL SCHOOL
[STUDENT NAME]
C/O DORMITORY
103 Chieftain Road, Stephan SD 57346
Dormitory Contact Information
Kyle Kirkie-Dorm Director
Phone: 605-852-2747   605.852.2737
ext. 274 (boys dorm) ext. 275 (girls dorm)
Fax: 605.852.2747
Email:
Kyle.kirkie@k12.sd.us







Equine (Horse) Wellness Program Sun’wakan Wacinkiciya [Student/family/staff] 
[image: ]Mission Statement
Sun’wakan Wacinkiciya is an equine wellness program for students/family/staff. It exists to provide medicine with the horse in being one with each other and to connect with one another.  WE learn to bring, create and pray to have medicine in hopes to mount our people, back on the horse. This equine wellness will help our students/families/staff to be strong and healthy with assisted activities for personal growth, equine education and connection for the community.


[image: ]

CROW CREEK TRIBAL SCHOOL – STUDENT DORMITORY APPLICATION
* Failure to provide an accurate response to any question can result in the denial of this application. *

SECTION I: Personal Information

Student: ____________________________________________________________ DOB/Age: ______________________
Street Address/PO Box: _______________________________________________________________________________
City: _________________________________________ State: ______ Zip Code: _______ Cell #: ___________________
Parent/Legal Guardian: ________________________________________ Relationship to Student: __________________
Street Address/PO Box: ______________________________________________________________________________
City: _______________________________________ State: _______ Zip Code: ________ Cell #: ___________________
E-mail: ____________________________________________________________________
Biological Mother (if different from Guardian): _____________________________________________________________
Street Address/PO Box: ______________________________________________________________________________
City: _____________________________________ State: ________ Zip Code: _______ Cell #: _____________________
Biological Father (if different from Guardian): ______________________________________________________________
Street Address/PO Box: ______________________________________________________________________________
City: ______________________________________ State: ________ Zip Code: _______ Cell #:____________________
Emergency Contact Person: __________________________________ Relationship: ____________ Cell #: ___________
SECTION II: Educational History
Current Grade Level: _______ Last Grade Level Completed: _______ Last School Attended: _______________________
Special Education (SPED) Services provided (Yes/No)? _________ Individual Education Plan (IEP) (Yes/No)?: ________
Current Academic Status (in good standing, suspended, or expelled)?: _________________________________________
List of all schools the Student previously attended: _________________________________________________________
__________________________________________________________________________________________________
Has Student Ever Received an Out of School Suspension (Yes/No)?:________ If Yes, Explain Why: __________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Has Student Ever Been Expelled from School (Yes/No)? ___________ If Yes, Explain Why: ________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________


SECTION III: Residential/Family History
What family member or other adult person does the Student currently reside with? ________________________________
Who currently resides in the home with the Student? _______________________________________________________
_________________________________________________________________________________________________
Has either biological parent died? _____ If so, which parent and when did they pass? _____________________________
_________________________________________________________________________________________________
Is either parent currently incarcerated? _____ If so, which parent and for how long? ______________________________
_________________________________________________________________________________________________
Has the Student’s primary caretaker (other than a parent) died? If so, who and when? ____________________________
________________________________________________________________________________________________
Is the Student currently estranged from either biological parent? ________ If so, which one and for how long? _________
_________________________________________________________________________________________________
Has the Student ever been under the care of Child Protective Services (CPS)? __________ If so, when and for how long?
_____________________________________. If the Student is currently under CPS, please provide their case worker’s
name and contact information: ________________________________________________________________________
Has the Student ever resided in a Foster Home? __________ If so, when did the placement(s) occur?: _______________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Has the Student ever resided in a Group Home? __________ If so, where and for how long? _______________________
_________________________________________________________________________________________________
Has Student Previously Resided in a School Dormitory? _____________
If Yes, What School(s) and what years (including Crow Creek): _______________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Has Student Ever Been Expelled from a School Dormitory? ________________
If Yes, Reason for Expulsion: _________________________________________________________________________
_________________________________________________________________________________________________
SECTION IV: Psycho-Social History
Has the Student ever received outpatient mental health counseling services? ___________
If Yes, please provide the Clinic(s), Therapist’s name(s) and approximate time frame of the services: _________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Has the Student ever been placed in an inpatient psychiatric facility? __________ If so, when, where and for how long
were they a patient? _________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Has the Student ever been placed in a residential treatment facility? ____________ If so, when, where and for how long
were they a resident in the facility? _____________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Has the Student ever attempted suicide? _________ If so, when and where did the attempt take place? ______________
_________________________________________________________________________________________________
Has a family member of the Student’s ever committed suicide? _____________ If so, which family member and when did
the suicide take place? _______________________________________________________________________________
Has a friend or classmate of the Student’s ever committed suicide? __________ If so, when did the suicide take place?
 ______________________________________________________________________________________________
Has the Student ever been formally diagnosed with a mental illness, like Major Depressive Disorder, Generalized
Anxiety Disorder and/or Bipolar Disorder? ___________ If so, has the Student ever been formally prescribed a
Psychotropic medication to treat their symptoms of the diagnosed disorder? ___________ If so, please explain when they
were prescribed the medication and how long they were on it – also indicate if they are currently taking
the medication: _____________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Has the Student had a history of self-abusive behaviors, such as cutting themselves? ___________ If so, how long have
they been displaying the behavior? ______________________________________________________________________
Has the Student ever participated in an inpatient Chemical Dependency treatment program? _____________ If so, when,
where and for how long were they in the program? _________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
SECTION V: Legal History
Has the Student ever been arrested? ___________ If so, what were they arrested for? _____________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Has the Student ever been convicted of a crime (misdemeanor or felony)? ___________ If so, what crime(s)? __________
__________________________________________________________________________________________________
Has the Student ever been incarcerated in a Juvenile Detention Center? ________ If so, when and for how long?: _______
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Does the Student currently have a Probation Officer? ______________ If so, please provide the Officer’s name and contact
Information. ________________________________________________________________________________________
*All information is confidential. A “Yes” to any of the questions does not automatically mean that the
Student will not be accepted in the Dormitory. The more we know about a Student, the better able we are to
care for them while they attend school at Crow Creek. We strive to ensure that not only are the Student’s
educational and residential needs being met, but also their emotional and medical needs as well. 
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STUDENT CHECK-OUT FORM

DATE:									TIME:						

STUDENT(S):

NAME:							 					
NAME:												
AUTHORIZED INDIVIDUAL CHECKING OUT STUDENT(S):
NAME:								RELATIONSHIP:					
REASON FOR CHECKING OUT STUDENT:										
					(MEDICAL APPOINTMENT, FUNERAL, ILLNESS,RELIGIOUS/CULTURE ACTIVITIES, ETC)
EXPECTED RETURN?  DATE:						TIME:				RX MEDICATION PICK UP REMINDER
Will the student require prescription medication during their absence? Yes [ ] No [ ]
Reminder: 
Please ensure all necessary prescription medications are picked up from the matron before leaving


AUTHORIZED ADULT DECLARATION
By signing below, I confirm that I am at least 25 years of age, am listed on the student’s authorized check-out list, and have permission from the legal guardian(s) or parent(s) to check out the student(s). I agree to take all safety precautions while the students (s) are in my care. 
I understand that upon return, the student(s) must be accompanied into the dormitory by the authorized adult. The matron on duty must be seen in person before the student (s) resume residence.

												/		
Signature of authorized adult					   			Date & Time

CCTS STAFF ONLY



												/		
Signature of CCTS staff on duty								Date/TimeTO CCTS STAFF NOTE:  PLEASE FORWARD THIS INFORMATION TO THE DORMITORY IF THE STUDENT IS BEING CHECKED OUT AT THE SCHOOL 
DIRECTOR EXT 265 		GIRLS DORM EXT 275 	BOYS DORM EXT 274


Crow Creek Tribal Schools
SCHOOL/I.H.S. COUNSELING CONSENT FORM

Student’s Name: __________________________________________Grade: __________ Age:_______

CONSENT FOR COUNSELING SERVICES
Confidentiality and Limits to Confidentiality

Trust and honesty are crucial to the development of all therapeutic relationships. Therefore, we place high value on the confidentiality of information you share within you sessions. You should, however, be aware that legal, ethical and licensure requirements specify certain conditions in which it may be necessary for you provider to discuss information about you care with other professionals. If you have any questions about these limitations, please ask for provider before counseling begins. 

Circumstances may occur: 
· Danger that you may harm yourself or others, or are incapable for caring for yourself.
· Suspicion of abuse of children, elderly or disabled persons
· A Court Order to release you records.
· Your provider may sometime find it necessary to obtain professional consultation, in regards to the course of your care. 
· Consultation regarding your case may be sought periodically with his/her supervisor and other colleagues only when needed. 
· Your providers will inform you when he/she determines consultation is necessary. Your identity may or may not be disclose when this occurs.

I give permission for my child to receive counseling services from Crow Creek Tribal School or through Indian Health Services in Fort Thompson, SD.  I understand that this service will be given if and when my child’s behavior indicates the need. I understand that if I do not give consent for counseling services from the school or Indian Health Service, I must provide an outside source for counseling if deemed necessary.

I give consent for the school dormitory team to act as a Loco Parentis/Surrogate parent for my child in case my child may require emergency medical assistance or other complications that may arise during the school year. 

I acknowledge that I fully understand what I have read. I understand that I will have an opportunity to ask questions as needed, and that I consent for my Son/daughter to participate in counseling with the CCTS School/Dorm and Ft. Thompson I.H.S.  Behavioral Health Program if needed.
_
________________________________________________		____________
Student Signature							Date


________________________________________________		____________
Parent/Guardian Signature						Date



[image: A picture containing text, sign, vector graphicsDescription automatically generated]CROW CREEK TRIBAL SCHOOLSSchool year 2026-27


103 CHIEFTAIN ROAD – STEPHAN, SOUTH DAKOTA 57346
NURSING DEPARTMENT
       Medical Power of Attorney
       (For the Care of a Minor Child)

       I affirm that I am the parent and/or legal guardian of the minor child (ren) named below. 

															
			PRINT Parent / Guardian Full Name 						Today’s Date
       
                     					                                                  							
	CHILD’S NAME				AGE/GRADE		CHILD’S NAME			           AGE/GRADE

               						                                                  							
	CHILD’S NAME				AGE/GRADE		CHILD’S NAME			           AGE/GRADE

               						                                                  							
	CHILD’S NAME				AGE/GRADE		CHILD’S NAME			           AGE/GRADE

               						                                                  							
	CHILD’S NAME				AGE/GRADE		CHILD’S NAME			           AGE/GRADE

               						                                                  							
	CHILD’S NAME				AGE/GRADE		CHILD’S NAME			           AGE/GRADE

I, further, give consent to the CROW CREEK TRIBAL SCHOOL NURSING STAFF, DORMITORY/RESIDENTIAL STAFF AND CROW CREEK TRIBAL SCHOOL STAFF to provide the following health services for my child (ren):

1. Health care including medical examinations, routine laboratory studies, x ray procedures, and skin tests
2. Dental care including dental examination, preventative use of fluorides and necessary emergency dental care.
3. Eye and Hearing Examinations
4. Mental health services including evaluation and treatment as necessary
5. Emergency health care for accidents or illness
6. Transportation of the child (ren) to and/or from another health facility for these services. 
I have read and UNDERSTAND this is a legal document and affirm my consent by signing my signature herein:




ADDRESS:								_________________________________
			ADDRESS				CITY			STATE/ZIP 

RELATIONSHIP TO CHILD (REN):										______
					Home Phone			Cell Phone


______________________________________         		 _____________________________________
Signature of Parent/Legal Guardian				Verified by Notary of the Public

_______________________					_____________________________________
	DATE								My Commission Expires



>>>>>>>>>THIS CONSENT EXPIRES AT THE END OF SCHOOL YEAR MAY 2027<<<<<<<<
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103 CHIEFTAIN ROAD – STEPHAN, SOUTH DAKOTA 57346

STUDENT HEALTH HISTORY FORM-COMPLETED ANNUALLY

1. Student Name:						Age:	 DOB:	               Gender: 		Grade:		
Medical Diagnosis:_____________________________________________________________________________________________
Allergies:____________________________________________________________________________________________________
Medication:__________________________________________________________________________________________________

2. Student Name:						Age:	DOB:	               Gender: 		Grade:		
Medical Diagnosis:_____________________________________________________________________________________________
Allergies:____________________________________________________________________________________________________
Medication:__________________________________________________________________________________________________

3. Student Name:						Age:	DOB:	               Gender: 	               Grade:_________
Medical Diagnosis:_____________________________________________________________________________________________
Allergies:____________________________________________________________________________________________________
Medication:__________________________________________________________________________________________________

4. Student Name:						Age:	DOB:	              Gender: 		Grade:		
Medical Diagnosis:_____________________________________________________________________________________________
Allergies:____________________________________________________________________________________________________
Medication:__________________________________________________________________________________________________

5. Student Name:						Age:	DOB:		Gender:   	Grade:		
Medical Diagnosis:_____________________________________________________________________________________________
Allergies:____________________________________________________________________________________________________
Medication:__________________________________________________________________________________________________

6. Student Name:						Age:	DOB:		Gender:	 	Grade:		
Medical Diagnosis:_____________________________________________________________________________________________
Allergies:____________________________________________________________________________________________________
Medication:__________________________________________________________________________________________________
This form is a consent to allow school nurse(s) to administer OTC medications, including the following are over the counter medication: 
Anti-biotic Cream (i.e. Bacitracin, Triple Anti-biotic Ointment)				Hydrocortisone Cream (i.e. Anti-Itch Relief)
Oral Products (i.e. Oragel, Chloroseptic)		Anti-septic Spray /topical (i.e. Bactine)		Cold/Cough Medicine (Guaifenesin, Phenlephrine, Pseudoephedrine, Cough Drops)		Antihistamine (i.e. Benadryl, Loratadine)	NSAIDS (i.e. Motrin, Advil, Ibuprofen)
Antipyretic (i.e. Tylenol)			Antacids (i.e. Mylanta, Maalox, Tums)  		Burn Relief Gel		
Eye drops (i.e. Sodium Chloride)	

PARENT / GUARDIAN SIGNATURE REQUIRED
[image: ]
	[image: ]CROW CREEK TRIBAL SCHOOL – Consent for Counseling
Confidentiality and Limits to Confidentiality
Trust and honesty are crucial to the development of all therapeutic relationships. Therefore, we place high value on the confidentiality of information you share within your sessions. You should, however, be aware that legal, ethical and licensure requirements specify certain conditions in which it may be necessary for your provider to discuss information about your care with other professionals. 
Circumstances may occur: 
· Danger that you may harm yourself or others, or are incapable for caring for yourself.
· Suspicion of abuse of children, elderly or disabled persons
· A Court Order to release your records.
· Your provider may sometime find it necessary to obtain professional consultation, in regards to the course of your care. 
· Consultation regarding your case may be sought periodically with his/her supervisor and other colleagues only when needed. 
· Your providers will inform you when he/she determines consultation is necessary. Your identity may or 
may not be disclosed when this occurs.

I give permission for my child/children, __________________________________________________________________________________________________to receive counseling services through CROW CREEK TRIBAL SCHOOL. My signature below indicates that I understand that the counseling service is designed to help my child as he or she attends individual and/or group counseling sessions with the school Counseling Program

I understand that, as the parent/guardian of a minor, I legally have access to all information regarding my child’s treatment at Crow Creek Tribal School. However, I also understand that some measure of trust and confidentiality is necessary in order for my child’s treatment to be as effective as possible. Crow Creek Tribal School has my full consent to counsel my child/adolescent, and I understand that the counselor will notify me of any significant information and will update me regularly regarding my child’s counseling services. 
Choose 1 		
	Crow Creek Tribal School internal counseling service 


	Capital Area Counseling Service (mentor program)

	I.H.S. School Based Counseling Service (School based Telehealth service)

Comments:_________________________________________________________________________________________

__________________________________________________________________________________________________

_____________________________________________________	_________________
Student Signature							Date

________________________________________________	_____	_________________
Parent/Guardian Signature						Date























· PHYSICAL INFORMATION
MANDATORY FOR DORMITORY STUDENTS
IF YOU ARE INTERESTED IN ANY KIND OF SPORTS AT CROW CREEK TRIBAL SCHOOLS PLEASE GO TO THE FOLLOWING SDHSAA WEB SITE FOR PHYSICAL FORMS
http://www.sdhsaa.com/
DORMITORY WILL accept THIS Physical.
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YES _OVER-THE-COUNTER (OTC) MEDICATIONS LISTED HERE MAY BE ADMINISTERED TO MY MINOR CHILD (REN)
LISTED ABOVE

PARENT/GUARDIAN SIGNATURE DATE

NO__| DO NOT WANT OVER-THE-COUNTER (OTC) MEDICATIONS ADMINISTERED TO MY MINOR CHILD (REN)

"PARENT/GUARDIAN SIGNATURE DATE
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