
DCALS  
Handbook Summary 

DCALS is one of the programs that Intermediate School District 917 offers to high school students.  Our staff is 
committed to providing an educational environment that is focused on learning and is individualized to meet 
the needs of our students. 

You are enrolling in our program to attain a high school diploma.  If this is not your intended outcome, you 
need to consider what other options may be available.  Please read the information below and sign the form 
at the bottom.  If you have any questions, please ask for assistance. 

1. Student Transportation and Parking

Students must find their own transportation.  Several of the high schools in District #196 send 
buses to the building; check with your counselor or advisor for times and availability.  If this option 
is available for you, you must call the District #196 Transportation Office at 651-423-7685 to set up 
arrangements.   

DCALS is an “open campus” meaning students are able to leave the building for lunch and breaks.  
Staff does not monitor students leaving the campus.  Students are expected to drive in a safe 
manner at all times.  Students observed driving in an unsafe manner are subject to fines and denial 
of driving privileges. 

Students that drive must complete a parking permit which can be received from the DCALS office.  
Students are not required to pay for a parking permit.  However, they are subject to the College 
and District parking regulations.  Students are to park in the far east high school lot.  Campus 
Security will ticket violators. 

2. Smoking and Use of Tobacco Products

This campus is a smoke free campus (including e-cigarettes/vaping).  Minimum consequences for 
using or possessing tobacco products on campus or at school activities are subject to confiscation 
of tobacco products, verbal warning, one (1) day suspension, ticketing, and fines by law 
enforcement officials. 

3. Educational Surveys

Periodically students may be asked to participate in educational surveys funded by the Department 
of Education.  Parents have the right to consent to surveys, opt out of the surveys, inspect the 
survey material and receive notification of the district policy and to report violations. 

4. Chemical and Alcohol Use, Possession, Sale, or Possession of Drug Paraphernalia

Students suspected of violating the District’s policy of chemical use will be questioned and their 
school lockers, vehicle or ride and possessions may be searched.  Students that are in violation will 
be referred to the Rosemount police, and will be suspended from school.  A parent conference will 
be held to discuss chemical use and advisability of participation in our school. 



5. Weapons

Intermediate District 917 has a “no tolerance” weapons policy.  All firearms, guns, knives, clubs, 
explosives, poisons, bows and devices used to intimidate, threaten, or harm will not be allowed on 
campus.  Violators will be reported to the police and the recommendation will be made to the 
Superintendent of District 917 to terminate the student. 

6. Harassment

We will not tolerate religious, racial, sexual harassment or violence.  Students must report all 
incidents to the District Human Rights Officer or Alternates (see handbook).  Students violating this 
policy will be disciplined. 

7. Attendance

In order for students to make academic progress they must attend classes.  Classes are in session 
Monday – Friday.  Students must meet with their advisors.  Parents are now able to log on to our 
parent portal system in Infinite Campus to access their child’s attendance and grades.  An 
application called Parent Portal is available to download on your phone.   

8. Academic Probation

Students that have two consecutive mods with three or more NG’s (no grade) or more than 50% 
NG’s in their classes will be placed on academic probation.  The student, advisor, enrollment 
coordinator and parent will develop a contract outlining academic progress that the student must 
achieve in order to continue enrollment. 

9. Handbook

Parents/guardians are encouraged to secure a copy of the student handbook.  The handbook 
details policies and procedures and the school calendar.  Students follow the ISD 917 DCALS school 
calendar for start and end days and breaks from school (holiday, spring, etc.). 

I have read the above information.  I understand these procedures and policies. 

_______________________________________________________ ______________ 

Parent or Guardian Signature  Date 

_______________________________________________________ _______________ 
Student Signature Date 

Rev. 07/01/2019 



DCALS  
Computer/Network/Internet Policies 

ISD 917 and DCALS/DCALS North/DCALS South have guidelines for student use of computers, networks and 
Internet.  Access to the network and Internet requires responsible student actions.  These guidelines define 
the appropriate and ethical uses of this hardware, software and communications, identify student 
responsibilities and outline procedures for enforcing behavior and disciplinary action.  All ISD 917 student 
behavioral expectations apply to computers, networks and Internet use.  Violations will result in school 
disciplinary action and possible referral to legal authorities for possible prosecution.   

Using the Internet is a privilege, not a right.  Inappropriate use will result in cancellation of those privileges.  
Before students will be allowed to have access to the Internet, the student and their parent or guardian will 
sign and return a permission form.  

Use of Network and Internet 
1. Be polite.  Do not be abusive in communications to others.  This includes messages that might threaten or

harass individuals or groups because of their age, race, sex, religious beliefs, sexual orientation, physical
abilities, etc.  District 917 policy regarding harassment (004.84) applies to electronic communications.

2. Use appropriate language and images.  Do not use swearing, vulgarities, pornography or any other
inappropriate language and images.  District student disciplinary policies regarding assault, verbal abuse or
harassment apply to electronic communications.

3. Do not give out personal or family information such as phone numbers, addresses or  arrange for face-to-
face meetings without parental or guardian supervision and never respond to suggestive messages.  All
instances of people asking for personal information or face-to-face meeting are to be  reported
immediately to staff.

4. Communication that must be 100% private or secure is not to be communicated via the school network or
Internet.  The school staff has access to all student communications and files.  Messages and activities that
violate district policies and procedures or violate or support illegal activities will be reported to school and
legal authorities.

5. The Internet and network is to be used for class assignments and tasks.

6. The Internet and network violations include, but are not limited to:
a) Using the Internet and network in ways that violate district policies and procedures or violate laws

of Minnesota or the United States.
b) Using the Internet or network for any illegal activity.  Included is the advertisement, promotion,

sale or sharing of information of any product or service that is illegal. This includes violating
copyright laws or other laws.  Making or distributing unauthorized and illegal copies of licensed
software is against the law.  The district student discipline policy regarding technology and
telecommunications apply to the Internet and network.

c) Using the Internet or network for financial or commercial gain or commitments.
d) Degrading, disrupting or destroying equipment or system performance.



e) Invading the privacy of other individuals by accessing and or vandalizing their computerized  data.
f) Wasting technology resources, including file space and printers.
g) Gaining unauthorized access to resources or entities.
h) Using an account owned by another person.
i) Posting or using personal communications without the author’s consent.

INTERNET USE AGREEMENT STUDENT 

I have read and do understand the School District policies relating to safety and acceptable use of the School 
District computer system and the Internet and agree to abide by them.  I further understand that should I 
commit any violation, my access privileges may be revoked, school disciplinary action may be taken and/or 
appropriate legal action may be taken. 

User’s Signature: _________________________________________________ 

Date: __________________________________________________ 

PARENT OR GUARDIAN 

As the parent or guardian of this student, I have read the School District policies relating to safety and 
acceptable use of the school district computer system and Internet.  I understand that this access is designed 
for educational purposes.  The School District has taken precautions to eliminate controversial material.  
However, I recognize it is possible for the School District to restrict access to all controversial materials and I 
will not hold the School District or its employees or agents responsible for materials acquired on the Internet.  
Further, I accept full responsibility for supervision if and when my child’s use is not in a school setting.  I 
hereby give permission to issue an account for my child and certify that the information contained on this 
form is correct. 

Parent’s Signature: _________________________________________________ 

Date: _________________________________________________ 



 

Ethnic and Racial Demographic Designation Form 
Student’s First Name:  Middle Name/Initial: _____ Last Name: 
Date of Birth: _______________ District: ___________________________ School: 

Schools are required to report ethnicity and race to the state and to the U.S. Department of Education. Because of recent changes to 
Minnesota state law, Minnesota disaggregates each category into detailed groups to further represent our student populations. 
Parents or guardians are not required to answer the federal questions (in bold) for their children. If you choose not to answer the 
federal questions (in bold), federal law requires schools to choose for you. This is a last resort—we prefer if parents or guardians 
complete the form. State questions are labeled as “Optional” and schools will not fill in this information for you. 

This information helps improve teaching and learning for everyone and helps us accurately identify and advocate for students 
currently underserved. The information this form collects is considered private information. You can review the privacy notice to 
learn more about the purpose of collecting this information, how it will be used and not used, and how the detailed groups were 
identified. The privacy notice can be found in our Frequently Asked Questions: Ethnic and Racial Designation Form. 

Is the student Hispanic/Latino as defined by the federal government? The federal definition includes persons of Cuban, 
Mexican, Puerto Rican, South or Central American, or other Spanish culture or origin, regardless of race.1 

[You must select “yes” or “no” to this question.]

o Yes  [If yes, go to Question A.] o No  [If no, go to Question 1.]

Optional Question A: If yes was chosen above, select all that apply from the list below (this question will not be
answered by school staff):

□ Decline to indicate
□ Colombian
□ Ecuadorian

□ Guatemalan
□ Mexican
□ Puerto Rican

□ Salvadoran
□ Spaniard/Spanish/

Spanish-American

□ Other Hispanic/Latino
□ Unknown

Go to Question 1.

 [Select “yes” to at least one of the Questions (1-6) below.] 

Question 1: Does the student identify as American Indian or Alaska Native as defined by the state of Minnesota? The 
state of Minnesota definition includes persons having origins in any of the original peoples of North America who 
maintain cultural identification through tribal affiliation or community recognition. [This question is needed to calculate 
state aid/funding.]

o Yes [If yes, go to Question 1a.] o No [If no, go to Question 2.]

Optional Question 1a: If yes was chosen above, select all that apply from the list below (this question will not be
answered by school staff):
□ Decline to indicate
□ Anishinaabe/Ojibwe

□ Cherokee
□ Dakota/Lakota

□ Other North American Indian Tribal Affiliation
□ Unknown

Go to Question 2. 

1Federal Register, Vol. 72, No. 202/Friday, October 19, 2007/Notices/59274 

https://education.mn.gov/MDE/fam/count/


Question 2. Is the student American Indian from South or Central America? 

o Yes [Go to Question 3.] o No [Go to Question 3.]

Question 3. Is the student Asian as defined by the federal government? The federal definition includes persons having 
origins in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent including, for example, 
Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.1 

o Yes [If yes, go to Question 3a.] o No [If no, go to Question 4.]

Optional Question 3a. If yes was chosen above, select all that apply from the list below (this question will not be 
answered by school staff): 

□ Decline to indicate
□ Asian Indian
□ Burmese

□ Chinese
□ Filipino
□ Hmong

□ Karen
□ Korean
□ Vietnamese

□ Other Asian
□ Unknown

Go to Question 4. 

Question 4. Is the student black or African American as defined by the federal government? The federal definition 
includes persons having origins in any of the black racial groups of Africa.1 

o Yes [If yes, go to Question 4a.] o No [If no, go to Question 5.]

Optional Question 4a. If yes was chosen above, select all that apply from the list below (this question will not be 
answered by school staff): 

□ Decline to indicate
□ African-American
□ Ethiopian-Oromo

□ Ethiopian-Other
□ Liberian
□ Nigerian

□ Somali
□ Other black
□ Unknown

Go to Question 5. 

Question 5. Is the student Native Hawaiian or Other Pacific Islander as defined by the federal government? The 
federal definition includes persons having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific 
Islands.1 

o Yes [Go to Question 6.] o No [Go to Question 6.]

Question 6. Is the student white as defined by the federal government? The federal definition includes persons having 
origins in any of the original peoples of Europe, the Middle East, or North Africa.1 

o Yes o No

Date __________________ Parent(s)/Guardian Signature    
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DCALS 

CONTINUAL LEARNING PLAN 
M. S. §124D.128  Subd. 3

Student Name    Grad Year Date 

OBJECTIVES*: LEARNING EXPERIENCES: 

Activities 

ASSESSMENT 

Measurements used to evaluate a 

pupil’s objectives:  
Academic: 

Pass all classes 

 Graduate on time Improve Reading Skills   

 Pass MCA tests 

Improve Math Skills    Graduate 

Other: _____________________________________________ 

Attend school each day  Follow teacher directives 

Complete all required work 

Complete independent study courses as needed to graduate  

Attend a 4-year college                  Get a job

Enlist in military                             Attend a 2-year college 

Other: _____________________________________________ 

Explore careers via internet  

Meet with a college recruiter 

Fill out work applications     

Visit a college      

 Take a job seminar class 

 Meet with military recruiter 

  Complete an internship  

Take the ACT/Accuplacer 

Other: _____________________________________________ 

Social/Emotional/Behavioral: 

Attend school each day      No office referrals 

Meet with social worker   Follow all school/staff directions 

Participate in advisory      Be respectful to peers/adults 

Be responsible with work completion 

Be to class on time 

Other: _____________________________________________ 

Participate in advisory    Attend school each day   

Signatures: 

Student Parent Teacher/Advisor 

*Including courses or credits the pupil plans to complete each year and, for a secondary pupil, the graduation requirements the student must

complete.                 6/30/2020

We want every student to find success in the ALC.  However, if students are not meeting the CLP objectives set, the

following steps will be followed**:

Career/Vocational:



1. Conference with student/advisor – Date

Comment

2. Conference with student/advisor/parent to review progress of CLP goals/objectives – Date

Comment

3. Adjustment to CLP or referral to SAT team may occur – Date

Comment

4. Interventions which may include altering school day, class changes, suspensions, dismissal, contracts, truancy – Date

Comment

5. Student/parent/guardian will be notified of possibility of removal from the program – Date

Comment

6. Removal from program and recommendation to another educational facility – Date

Comment

** Steps may be followed not necessarily in this order.  DCALS is part of ISD 917 and follows School Board Policies. 

Minnesota High School Graduation Incentives Requirements 

M.S. 126.22. Subd.1 (Graduation Incentives – Purpose).  The legislature finds that it is critical to provide options for children to succeed in school.  Therefore, the purpose of this section is to provide incentives for and

encourage all Minnesota students who have experienced or are experiencing difficulty in the traditional education system to enroll in alternative programs. 

Subd. 2 (Eligible Pupils).  The following pupils are eligible to participate in the Graduation Incentives program. 

Any pupil under the age of 21, who: 

performs substantially below the performance level for pupils of the same age in a locally determined achievement test; or 

is at least one year behind in satisfactorily completing coursework or obtaining credits for graduation; or 

is pregnant or a parent; or 

has been assessed as chemically dependent; or 

has been excluded or expelled according to sections 127.26 to 127.39; or 

has been referred by a school district* for enrollment in an eligible program or a program pursuant to section 16.23 or; 

is a victim of physical or sexual abuse; or 

has been experiencing mental health problems; or 

has experienced homelessness sometime within six months before requesting transfer to an eligible program; or 

speaks English as a second language or has limited English proficiency; or 

has withdrawn from school or has been chronically truant. 

is being treated in a hospital in the seven-county metropolitan area for cancer or other life threatening illness or is the sibling of an eligible pupil who is being currently treated, and resides with the pupil's family at 

least 60 miles beyond the outside boundary of the seven-county metropolitan area. 



Student Emergency Contact Info 1/20/16 

Intermediate School District 917 
Student Emergency Contact Information 

Student Name  Date of Birth 

Address  
(Street) (Apt. #)  (City) (State)  (Zip) 

1st Parent/Guardian Name   Relationship  Home Phone (  ) 

Cell Phone (    )   Work Phone (  )  Other/Pager (  ) 

Email Address  

Address   
(Street) (Apt. #)  (City) (State) (Zip) 

2nd Parent/Guardian Name   Relationship  Home Phone (  ) 

Cell Phone (    )   Work Phone (  )  Other/Pager (  ) 

Email Address  

Address   
(Street)   (Apt. #)    (City)    (State)  (Zip) 

FOR STUDENTS NOT COMING TO SCHOOL FROM HOME, OR NOT GOING HOME FROM SCHOOL, PROVIDE THE FOLLOWING INFORMATION: 

Pick-up Name & Address________________________________________________________________________ Phone (          ) 

Return Name & Address ________________________________________________________________________ Phone (          ) 

Emergency Care Information: 
Medical Emergency 

In case of a medical emergency the school’s procedure will be: 

1. Contact parent/guardian at work/home 

2. Person(s) you have designated may be asked to care for your child, including transporting your child for medical treatment, if you cannot be reached

3. Depending on the medical emergency and emergency health plan directions, 911 may be called and responders may transfer your child to a hospital 

emergency service.  Preferred Hospital

Emergency Contacts (other than parent)* 

Name Relationship to Student Daytime Phone Number 

1. ( ) 

2. ( ) 

3. ( ) 
*At minimum, three different phone numbers are needed.

Emergency School Closing 

Can your child be left alone?   YES      NO (please check one) 

In case of an emergency school closing, list a person where your child would go (i.e. in neighborhood) in case you were not home.  Listen to WCCO 830 AM 

Radio for school closings.  

( ) 

(Name) (Address)  (Relationship to Student)  (Phone) 

Medical Emergency Information 

Family Physician   Phone ( ) 

Clinic Name and Address   Fax  ( ) 

List Allergies (medication/and or other):    

List Potential life threatening medical 

conditions: 
In case of serious situation, I request the school district/bus company contact me.  If they are unable to reach 
me, I hereby authorize the school district/bus company to contact the emergency contacts above and to provide 
my child with transportation home or for medical treatment.  In case of a serious, life threatening illness or 
accident, I request the school district/bus company to contact me and/or a physician to make whatever 
arrangements necessary for the safety of my child.  The above information may be released to the transportation 
company driver and staff, in addition to the classroom teacher. 

Parent/Guardian Signature  Date 

For office use only: 
Name of Staff Routing          Date  / / 
Please check off who was routed this form: 
___ Student file   ___ IEP manager   ___ 917 LSN   ___ Building Nurse   ___ Home District   ___ Transportation   ___ Bus driver   ___ Spec. Ed Vans 

School Year __________ 



   COMPLETE PAGE TWO  Page 1 of 2 
Annual Health Information 1/20/2016 

Intermediate School District 917 
Annual Health Information

Student  Birth Date  
Diagnosis, if any School Year _________ 

Parent/Guardian:  Please complete the following questions concerning your child’s health information.  

Current Medications (All) Name   Dose   Times  Reason 

Specialized Healthcare Procedures 

Allergies to Medication YES___ NO___ If yes, please list 

Type of Reaction  

SEVERE Allergies (example: food, pollen, insects, etc.) YES___  NO___ If yes, please list 
Type of Reaction  

Food Sensitivity (Intolerances) or other (i.e. seasonal allergy):    Yes No         If Yes, Please  list below:

Pregnancy and Birth Briefly describe any health problems experienced by mother during this pregnancy/birth problems/ 
concerns  

Did any of the following occur during the birth process? 
___Premature   ___Caesarean section   ___Breech birth   ___Fetal distress   ___Prolonged labor   ___Transfusion 

Hearing Loss    YES____ NO____

Right       Left         Both 

Vision Loss    

      Right

    YES ____ NO_  

Left            Both

Contacts YES __   NO 

Hearing Aids YES____ NO____ 

Last Hearing Test   

Comments  

Glasses YES ___ NO    __ 

Last Eye Exam    

Comments  

Last Physical Exam Clinic 

Last Dental Exam Clinic 

Immunizations 

Is your child exempt from any of the childhood immunizations?  YES___ NO___ If yes, what are they? 

Is your child’s immunization record up to date?  YES___ NO___  Provide a copy of up to date immunizations record 

from your provider. 



Page 2 of 2 
Annual Health Information 1/20/2016 

Please check the following that apply to your child and explain any past/current problems below:

PAST    NOW    PAST NOW 

Accidents (serious)     ___ ___  Illness (serious)  ___ ___  

ADD/ADHD         ___ ___  Joint & Bone Problems    ___ ___  

Asthma  ___ ___  Lead Exposure  ___ ___  

Autism  ___ ___  Menstrual Problems    ___   ___ 

Blood Disorder     ___  ___  Muscle Problems     ___   ___ 

Constipation ___ ___  Seizure Disorder     ___   ___ 

Developmental Delay ___   ___  Skin Problems    ___   ___ 

Diabetes    ___   ___  Sleep Disturbances ___   ___ 

Ear Conditions/Infections    ___   ___  Speech Problems    ___   ___ 

Eye Conditions     ___   ___  Stomach Problems    ___   ___ 

Frequent Colds/Sore Throat    ___   ___  Surgeries     ___   ___ 

Headaches     ___   ___  Urinary Problems    ___   ___ 

Heart Problems    ___   ___ Other   ___   ___ 

High Blood Pressure      ___   ___  ___   ___ 

PLEASE EXPLAIN ANY PAST/CURRENT PROBLEMS

Describe normal sleep pattern  

Behavioral/Emotional Problems (Please check any problems your child exhibits and explain as needed.)

Hyperactivity Injurious Behaviors (Self/Property/Others) 

Impulsiveness Repetitive Behaviors  

Inattention School Avoidance 

Increased Physical Complaints Withdrawn Behavior 

Aggression 

Anxiety    

Depression  

Distractibility 

High Risk Behaviors (Chemical Use/Smoking/Other) 

Other 

Comments 

Other Evaluations (Please check any evaluations your child may have had and explain.)

Audiology        Medical      Physical Therapy     Psychological      Occupational Therapy      Speech/Language 

Date of Evaluation Physician/Clinic  Reason for Evaluation 

Specialist Names, if applicable Medical Specialty Phone/Fax Number 
(Family physician’s contact information already indicated on Student Emergency Contact Form) 

1.   Phone ( ) ________ 

 Clinic Name / Address Fax  ( ) ________ 

2. Phone ( ) ________ 

 Clinic Name / Address Fax  ( ) ________ 

3. Phone ( ) ________ 

 Clinic Name / Address Fax  ( ) ________ 

Parent/Guardian Signature (If completed by another adult, indicate relationship) Date 

For office use only: 
LSN Signature   Date 

Name of Staff Routing  Date 

Please check off who was routed this form   ___Student File   __ IEP Manager   ___ 917 LSN   ___Building Nurse 



Authorization and Request for Administration of edications 5/2/18

Intermediate School District 917 
Authorization and Request for Administration of Medications 

  Birth Date    School Year _________ 

ICD-10 Diagnosis:

Student  

Primary Dx 

Drug Allergies: Yes No

If yes, list 

 For asthma inhaler medication, please complete an Asthma Action Plan form.
 For seizure rescue medications, please complete Annual Health Information and Annual Action Plan

for Student with Seizure History forms.
 For an epi-pen rescue medication, please complete an Anaphylaxis Medication Authorization and

Plan.

Medication Time(s)  Duration 

Dose  Route* Reason 

*Route is the manner in which the medication is administered (by mouth, per gastrostomy tube,
nebulization, etc.).
...................................................................................................................................................................... 

Parent/Guardian Authorization 

 I authorize the school nurse to contact the licensed provider as needed concerning this medication/s.

Provider/Clinic  Phone #  Fax # 

 I understand that I am to furnish all necessary medications.

 I understand that parent/guardian authorization is required for any prescriptive or non-prescription medication to be given at
school.  Prescription medications must have a physician or licensed provider authorization.  Physician authorization may be
required for a prescriptive medication PRIOR to administration on the discretion of the Licensed School Nurse (LSN).

 Non-prescriptive medications may also require physician approval at the discretion of the LSN or policy of health services
where child attends.

 Students are prohibited from using a medication that is not authorized for their personal use.

 I will notify the school immediately if my child’s health status changes, or there is a change or cancellation of the medications.

 I understand all medications must be provided with an accurately labeled prescription container.  (Please ask your healthcare
provider for the medication to be divided into two containers, one for ‘school,’ one for ‘home.’)  Non-prescriptive
medications must be in an original container with label and directions.

 The medication may not necessarily be administered by a school nurse.  The medication may be administered by
school personnel trained and supervised by a licensed school nurse.

 I have read this Parent/Guardian Authorization section and agree to the instructions it provides.

Parent/Guardian Signature Date 
………………………………………………………………………………………………………………………….. 

PHYSICIAN AUTHORIZATION REQUIRED FOR ALL PRESCRIPTION MEDICATIONS 

Physician Authorization 

List special instructions and/or possible side effects: 

Physician Signature Date 

 Date 
 Date 

For office use only: 
LSN Signature  
Name of Staff Routing  
Please check off who was routed this form ___Student File ___IEP Manager ___ 917 LSN ___Building Nurse

Medication

Dose

Time(s) Duration

ReasonRoute*

____________ ___________

______________________________________________ ________________

____________________________
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